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Opinions 


President's  page 
Carpe  Diem 


"It  is  a paradox  that  in  our  time  of  drastic  change, 
when  the  future  is  in  our  midst  devouring  the  present  before  our  eyes, 
ive  have  never  been  less  certain  about  what  is  ahead  of  us." 

—Eric  Hoffer 


I am  sitting  in  my  hotel  room,  in 
attendance  at  the  AMA  interim 
meeting,  as  I write  this  month.  While 
traveling  to  DC,  on  "the  best  airline 
in  the  air."  I picked  up  a magazine 
and  started  to  read  a report  on 
BusinessWeek's  "Health  Care  Sum- 
mit," a futuristic  conference  for  top 
business  management.  I was  taken 
aback  by  what  I read. 

The  consensus  of  the  business 
leaders  in  attendance  was  a clear  rec- 
ognition of  the  critical  role  that  phy- 
sicians should  play  in  the  ongoing 
health  transformation.  They  voiced 
frustration  at  having  to  wait  for  us 
to  abandon  our  current  resistance  to 
change.  Indeed,  a note  of  disap- 
pointment in  the  dearth  of  leader- 
ship by  physicians  was  communi- 
cated. Comments  were  made  on  the 
apparent  lack  of  organization  of 
physicians,  an  ironic  statement  con- 
sidering my  current  participation  in 
a meeting  of  the  AMA,  an  organiza- 
tion that  is  thought  to  best  represent 
the  collective  voice  of  medicine. 

Hope  was  expressed  that  we,  as 
physicians,  will  seize  the  leadership 
role  in  reforming  the  health  care  sys- 
tem. Many  CEOs  indicated  that  they 
really  didn't  want  to  lead  the 
changes  in  health  care.  But  because 
of  the  financial  consequences  to  their 


Marcia  J.  S.  Richards,  MD 

business,  they  can  not  allow  the  cur- 
rent situation  to  persist  and  they 
have  assumed  the  leadership  role. 
Most  see  the  bill  for  medical  care  of 
their  employees  as  a cost  of  doing 
business.  We  are  a necessary  sup- 
plier for  their  industry  to  continue. 
But,  like  a third  party  vendor,  if  our 
costs  are  too  high,  or  the  quality  too 
low,  (notice  the  middle  ground  be- 
ing value)  they  will  step  in  to  solve 


the  problem  themselves. 

The  leaders  of  industry  feel  much 
like  many  of  us.  They  would  prefer 
working  on  their  primary  vocation, 
but  will  take  on  others  for  the  sur- 
vival of  their  business.  Notice  the 
parallel,  as  most  of  us  would  rather 
care  for  patients  than  negotiate  con- 
tracts. Yes,  the  business  leaders  want 
us  to  seize  the  day.  And  I had  be- 
Continued  on  next  page 
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Continued  from  preceding  page 
lieved  that  businesses  wanted  the 
lead  dog  position.  They  said,  if 
medicine  can  run  parallel  with  us, 
at  a reasonable  pace  and  in  a similar 
direction,  then  physicians  and  other 
providers  of  health  care  services  can 
set  the  rest  of  the  game  plan. 

Yes,  many  of  us  will  have  addi- 
tional constraints  under  new  medi- 
cal practice  styles,  but  so  do  most 
other  professions  if  they  are  to  sur- 
vive in  a world-based  society.  Little 
room  is  left  for  cottage  industries,  a 
style  of  business  that  many  small 
practices  have  more  in  common 
with  than  with  large  corporations, 
who  purchase  our  services.  Look 
around  you.  Medicine  is  taking  on 
the  corporate  model.  That  is  not  to 
say  that  cottage  industries  can  not 
often  flourish  and  grow.  They  do, 
but  usually  if  successful,  they  ulti- 
mately integrate  or  are  acquired. 
Again  note  the  uncanny  similarities. 

Perhaps  as  physicians,  these  simi- 
larities are  parallel  to  the  situation 
of  the  auto  makers  in  Detroit,  when 


the  Japanese  cars  arrived  on  the 
western  shores  of  the  US.  We  do  not 
accept,  or  truly  believe,  that  the  fu- 
ture will  be  dramatically  different. 
Therefore,  we  have  not  yet  re- 
sponded with  the  needed  vigor  to 
the  tides  of  change  that  wash  on 
medicine's  shores.  Remember  the 
ensuing  years  when  the  percentage 
of  American-made  cars  on  the  road 
dropped,  and  "Made  in  America" 
was  often  second  best.  How  times 
have  changed  with  innovative  de- 
sign, new  manufacturing  tech- 
niques, and  attention  to  quality  con- 
trol. The  best  value  in  cars  are  now 
made  at  home.  Perhaps  this  is  why 
we  have  seen  such  attention  paid  by 
the  foreign  auto  makers  to  luxury 
cars.  They  are  attempting  to  become 
like  the  physicians  of  Harley  Street 
in  the  area  of  auto  sales. 

For  others  of  us,  we  see  the 
changes  occurring  in  medicine  as  an 
intrusion,  and  only  hope  that  we  can 
survive  until  we  cash  in  our  retire- 
ment chips.  Yet  others,  blindly  be- 
lieve (or  wish)  that  the  current  situ- 


ation will  be  temporary. 

But  fortunately  for  most  in  medi- 
cine there  is  a deep  concern  about 
the  future  of  our  profession.  Many 
of  us  are  still  in  training  and  ex- 
tremely anxious  about  the  current 
situation.  I appreciated  this  even 
more  after  talking  with  the  student 
and  resident  physician  leaders  who 
attended  this  AMA  meeting.  Addi- 
tionally, with  the  increased  output 
of  our  training  programs  (half)  of 
physicians  are  under  50  years  of  age 
and  have  at  least  1 5-20  years  to  prac- 
tice. 

This  New  Year  - whether  you  plan 
many  years  of  medical  practice  or 
are  concerned  about  the  future- 
even  if  you  are  graying  at  the 
temples  (or  experimenting  with 
other  colors  as  I am)— resolve  to  ac- 
cept the  challenge  put  forth  by 
American  business  leaders.  Become 
involved,  demand  or  accept  leader- 
ship roles  in  the  reform  of  health  care 
delivery. 

Yes,  seize  the  day.  Carpe  diem.  ❖ 
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EVP  report:  The  view  from  here 
Guiding  the  wanderers 

Teacher  — One  who  kindly  guides  the  wanderer  on  his  way. 
—Quintus  Enniuse 


I WAS  DEEPLY  SADDENED  last  month 
to  receive  a telephone  call  in- 
forming me  of  the  passing  of  my 
friend  William  B.A.J.  Bauer,  MD  (See 
obituary  by  Russell  King  on  page 
59).  As  he  lay  dying  of  cancer.  Dr 
Bill  called  and  asked  me  to  visit  him 
at  his  home  in  Ladysmith.  I first  met 
Dr  Bill  when  he  was  honored  at  the 
State  Medical  Society's  50  Year  Club 
luncheon  in  1989.  From  that  meet- 
ing we  developed  a delightful  pen 
pal  friendship  that  opened  my  eyes 
to  so  many  thoughts  and  ideas. 
During  my  occasional  travels  in 
northern  Wisconsin,  I would  take 
time  from  my  schedule  to  drive  to 
Ladysmith  to  spend  an  enjoyable 
evening,  laughing  and  talking  with 
a friend. 

During  my  last  visit  with  him,  Dr 
Bill  reflected  on  his  life  and  the 
mentoring  role  that  so  many  other 
physicians  had  played  in  his  own 
life.  With  all  the  changes  medicine 
is  experiencing  he  was  hopeful  that 
the  role  of  mentoring,  which  he 
deemed  a critical  part  of  medicine, 
would  not  disappear.  It's  amazing, 
he  told  me,  how  much  you  can  learn 
from  shadowing  another  physician 
for  a day.  Listening  how  they  teach 
a diabetic  patient  healthy  diet 
choices  or  watching  how  a colleague 
performs  a delicate  procedure  are 
just  two  examples  of  how  physicians 
can  absorb  information  from  their 
colleagues.  You  can  learn  many 
wonderful  things,  he  said,  from 
watching  and  listening  to  other  phy- 
sicians, no  matter  what  their  age. 

That  conversation  got  me  think- 
ing about  the  mentors  in  my  life  and 
how  much  we  all  rely  on  the  pass- 
ing of  knowledge  from  one  genera- 
tion to  the  next. 

Eighteen  years  ago  I joined  the 
North  Carolina  Medical  Society 


(NCMS)  as  director  of  Governmen- 
tal Affairs.  I was  29  years  old  and 
fresh  from  3 years  of  work  on  Capi- 
tol Hill  in  Washington,  DC,  where  1 
had  been  "lobbied"  many  times. 

While  I had  never  done  any  lob- 
bying myself,  the  NCMS  had  for 
many  years  retained  John  Huske 
Anderson,  Esq.,  as  its  lobbyist  and 
advocate  with  the  Legislature. 
When  I met  and  worked  with  John 
he  was  74  years  old  and  going 
strong.  During  our  year  together, 
John  was  my  mentor,  teaching  me 
what  I needed  to  know  to  effectively 
represent  the  medical  profession. 
Among  other  things,  he  taught  me 
never  to  quit,  never  give  up  on  an 
issue  until  the  last  possible  vote  in 
the  last  possible  venue  has  been  cast. 
That  advice  has  served  me  and  the 
organizations  where  I have  worked 
well  during  the  past  18  years. 

In  my  conversation  with  Dr  Bill 
he  frequently  referred  to  what  he 
had  learned  from  others. 

He  related  to  me  how  much  his 
father,  who  also  was  a physician, 
influenced  his  medical  career.  His 
father  often  told  him,  and  he  later 
learned  himself,  that  so  much  of 
your  practice  will  not  be  what  you 
learned  in  medical  school,  but  what 
you  learn  from  your  colleagues.  (For 
a look  on  the  influence  of  a parent 
in  a child's  career  choice  of  medicine, 
please  see  our  story  this  month  on 
three  family  physician  parent-child 
teams  in  Wisconsin). 

Through  Dr  Bill's  writings, 
whether  in  the  form  of  a syndicated 
monthly  advice  column  or  his  book. 
Out  of  Dr.  Bill's  Black  Bag,  he  strived 
to  help  others  and  to  teach  through 
his  wealth  of  experiences. 

My  discussion  with  Dr  Bill  re- 
minded me  of  one  of  the  State  Medi- 
cal Society's  own  mentoring  pro- 


Thomas  L.  Adams,  CAE 


gram.  The  program  is  run  through 
the  SMS's  Young  Physicians  Section 
(YPS),  which  includes  physicians  40 
years  and  younger. 

Nearly  50  YPS  physicians  in  vari- 
ous specialities  are  mentors  to  resi- 
dents. The  program  allows  residents 
in  their  last  year  of  residency  to  con- 
tact a young  physician  in  an  area  of 
the  state  or  in  their  speciality  and  ask 
them  questions  about  their  practice. 
This  allows  residents  to  get  a feel  for 
what  the  physician  climate  is  like 
before  they  make  any  major  decision 
on  where  they  would  like  to  prac- 
tice. It's  an  excellent  program  de- 
veloped by  our  YPS  and  it's  the  first 
step  for  residents  of  what  we  hope 
will  include  a lifetime  of  mentoring 
experiences. 

For  those  young  physicians  inter- 
ested in  getting  involved  in 
mentoring  a resident,  please  call 
SMS  Field  Representative  James 
Reuter,  who  staffs  the  program,  at 
Continued  on  next  page 
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Continued  from  preceding  page 
1-800-362-9080,  (608)  257-6781  or  via 
e-mail  at  JimR@SMSWI.ORG. 

Dr  Bill  Bauer  was  a special  man. 
Those  of  us  lucky  enough  to  have 
been  his  students  will  miss  him 
greatly. 

An  update  on  Jackie's  condition 

My  last  column  discussed  a tragedy 
that  hit  a little  too  close  to  home 
when  one  our  own  SMS  staff  mem- 


bers, Jackie  Millar,  was  shot  in  the 
back  of  the  head  by  two  teenagers. 
Since  that  column,  both  of  the  boys 
who  allegedly  shot  Jackie  have  been 
waived  into  adult  court.  Jackie  re- 
mains in  fair  condition  at  University 
Hospital  where  we've  been  told  by 
family  members  that  she's  made  tre- 
mendous progress.  She's  talking, 
smiling  and  in  physical  therapy. 

Jackie  was  visiting  a friend  in 
Reedsburg  when,  according  to  court 


records,  she  was  shot  in  the  back  of 
the  head  by  two  teen-age  car  thieves. 
Both  face  charges,  including  at- 
tempted homicide,  in  adult  court  in 
Sauk  County.  Jackie  works  as  a 
meeting  planner  at  Lakeside  Asso- 
ciation Services,  Inc.,  a subsidiary  of 
SMS.  She  has  two  sons  who  are  stu- 
dents at  the  University  of  Wiscon- 
sin-Platteville.  We  continue  to  pray 
for  her  and  her  family.*:* 


Guest  editorial 

Understanding  where  we  are, 

where  we  want  to  be,  and  how  to  get  there 


John  J.  Frey,  MD,  Madison 

Wisconsin  has  been  a remark- 
ably supportive  environ- 
ment for  family  practice,  both 
through  the  mandate  of  the  Legisla- 
ture  which  helped  bring  family 
medicine  education  to  the  medical 
schools  and  through  the  develop- 
ment of  large  multispecialty  group 
practices  which  have  valued  family 
physicians  as  members.  This  envi- 
ronment cannot  be  ignored.  Healthy 
plants  grow  in  healthy  soil. 

However,  family  medicine  educa- 
tion has  not  been  immune  to  the 
changing  funding  and  organization 
of  health  care.  The  search  for  the 
right  mix  of  generalists  and  special- 
ists continues  to  be  a search  for  both 
the  proper  ratio  and  the  proper  dis- 
tribution of  physicians  for  the 
people  of  the  state.  A series  of  white 
papers  and  national  reports  over  the 


Dr  Frey  is  chair  of  the  Dept  of  Family 
Medicine  for  the  University  of  Wiscon- 
sin Medical  School. 


past  20  years  has  tried  to  hit  what 
seems  like  a moving  target,  at  first 
recommending  the  training  of  more 
physicians  and  then  years  later  ap- 
pearing to  retrench  and  say  that  we 
might  be  training  too  many  - or 
training  the  wrong  types  of  physi- 
cians. Learning  how  to  not  spin  out 
on  an  icy  road,  I was  instructed  30 
years  ago  by  my  father,  was  learn- 
ing to  not  jerk  the  wheel  hard  but 
turn  into  the  spin  and  accelerate 
your  way  back  to  the  straight  ahead. 
American  medical  education  has 
appeared  not  to  have  learned  how 
to  drive  on  icy  roads  and  as  a result 
feels  like  we  are  out  of  control,  or  at 
least  threatening  to  be  if  we  aren't 
clear  about  where  exactly  we  want 
to  go.  Where  we  should  go  is  where 
we  always  should  be  heading  and 
that  is  to  keep  our  eyes  clearly  on 
the  needs  of  all  types  of  communi- 
ties and  the  needs  of  our  patients. 

Hueston  and  Suechting1  point  out 
that  the  planning  for  training  in  Wis- 
consin requires  an  understanding  of 


what  motivates  young  doctors  to 
train  as  family  physicians  in  the 
state.  A personal  tie  to  the  state  is 
among  the  most  important  reasons 
that  medical  graduates  choose  to 
come  here,  or  stay  here  after  medi- 
cal school,  as  residents.  The  state  has 
flourished  in  filling  residency  posi- 
tions in  part  because  it  has  been  able 
to  attract  residents  from  other  states. 
Since  historically  two  thirds  of  fam- 
ily practice  residency  graduates  be- 
gin practice  within  one  hundred 
miles  of  where  they  train,  attracting 
students  from  other  states  to  train 
here  as  residents  will  net  a large 
number  of  future  family  doctors. 
Should  the  number  of  graduates  of 
the  UW  and  MCW  who  choose  fam- 
ily practice  residencies  increase,  as 
those  of  us  involved  with  student 
education  feel  it  must,  it  may  de- 
crease substantially  the  immigration 
of  non-Wisconsin  medical  school 
graduates  who  train  here. 

On  the  other  hand,  if  the  number 
of  graduates  choosing  family  prac- 
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tice  from  the  UW  and  MCW  in- 
creases, we  can  afford  to  increase  the 
number  of  residents  in  the  state  who 
train  in  family  practice  and  both  fill 
positions  and  attract  numbers  of 
non-Wisconsin  trained  students 
who  have  a high  likelihood  of  stay- 
ing in  the  state  after  completion  of 
residency.  The  demand  for  family 
physicians  remains  high  in  commu- 
nities and  health  systems  through- 
out the  state  and  will  remain  so  well 
into  the  next  century.  Hueston  and 
Suechting  warn  us,  however,  not  to 
turn  the  wheel  too  hard  and  over- 
correct. 

Turkal  and  Christman2  describe 
how  the  educational  environment 
and  the  practice  environment  can 
affect  new  family  physicians  as  they 
choose  to  provide  maternity  care  or 
not.  The  comments  from  residency 
graduates  they  relate  are  important 
to  heed:  if  provided  with  strong, 
positive  models  of  family-centered 
maternity  care  during  their  training, 
with  an  emphasis  on  family  physi- 
cian teachers  practicing  and  enjoy- 
ing caring  for  pregnant  women,  resi- 
dents will  much  more  likely  choose 
to  continue  this  practice  in  their 
communities.  A second  important 
imperative  is  the  need  to  maintain 
skills  through  Continuing  Medical 
Education  and  through  a support- 
ive practice  environment.  What  is 
not  said,  but  likely  is  a strong  factor 
encouraging  family  physicians  to 
continue  providing  maternity  care, 
is  the  support  of  colleagues  from 
OB/GYN  in  maintaining  skills  and 
providing  consultation.  Comfort 
with  collaborative  practice  in  a com- 
munity is  essential  to  successful 
practice  of  family  centered  mater- 
nity care.  Once  again,  large  group 
practices  that  work  to  help  all  those 
who  want  to  deliver  babies  to  be  able 
to  do  so  is  a potent  attractor  for  full- 
service  family  physicians  in  the  fu- 
ture. 

Finally,  Leshan's  article  about  a 
curriculum  in  family  medicine  edu- 
cation which  prepares  us  for  being 
good  stewards  of  both  patient  care 
and  costs  is  an  important  one  not 


only  for  family  physicians  but  for 
other  physicians  who  look  with 
some  apprehension  at  managed 
care.3 

Fifteen  years  ago,  Stephens 
pointed  out  that  the  basic  science  of 
family  practice  was  patient  manage- 
ment. He  did  so  before  the  term 
"managed  care"  became  a euphe- 
mism for  political  and  economic  re- 
form. By  focusing  on  skills  such  as 
communication,  using  information 
technology  appropriately,  clinical 
decision  making,  and  respect  for 
community  and  personal  values, 
Leshan  points  out  how  a curriculum 
to  train  residents  for  the  world  of 
managed  care  not  only  is  compatible 
with  the  realities  of  the  structure  of 
medical  practice,  but  also  is  compat- 
ible with  the  most  important  aspects 
of  becoming  a good  clinician. 

By  understanding  the  importance 
of  context,  which  has  been  one  of  the 
central  tenets  of  education  in  family 
medicine,  we  will  reinforce  that 
whatever  we  do  in  managed  care,  it 
should  respect  the  needs  of  both  in- 
dividuals and  communities.  The 
abilities  Leshan  outlines  are  not  only 
based  on  strong  relationships  be- 
tween doctor  and  patient,  but  are 
based  also  on  good  science.  Quality 
medical  care  in  a managed  care 
world  should  and  can  be  driven  not 
by  cost,  but  by  community  and  in- 
dividual needs.  The  notion  that  a 
managed  care  environment  can 
present  opportunities  to  practice 
good  medicine  is  somewhat  at  odds 
with  the  popular  representation  of 
this  form  of  health  care  as  antitheti- 
cal to  quality.  Managed  care  should 
put  the  physician  who  knows  the 
patient  best  in  charge  of  the  clinical 
management  of  those  patients. 
Leshan's  curriculum  should  help 
produce  sensitive,  thoughtful  phy- 
sicians who  will  enter  the  world  of 
practice  in  the  next  century  willing 
to  take  responsibility  for  their  pa- 
tients' well  being,  to  act  as  their  ad- 
vocates, and  to  do  so  based  on  solid 
evidence  of  effectiveness  of  care. 

These  three  articles  seek  to  under- 
stand the  world  of  medical  care  and 


how  family  physicians  not  only 
should  fit  in  that  world,  but  also 
make  it  benefit  our  communities  and 
our  state.  One  can  only  hope  that 
such  work  continues  as  we  grapple 
honestly  and  directly  the  future  - a 
future  which  promises  much  for  our 
patients  if  we  take  responsibility  and 
work  to  plan  it  with  and  for  them. 
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WEST  SHORE  HOSPITAL 
MANISTEE,  MICHIGAN 

Excellent  opportunities  available  for 
BC/BE  physicians  in  the  following 
specialties  to  practice  in  this 
beautiful  Michigan  Gold  Coast 
community: 

Family  Practice  Urology 
Pediatrics  Internal  Medicine 
Obstetrics/Gynecology 

Practice  includes: 

* State-of-the-art  technology  at 
95-bed  West  Shore  Hospital 

* Competitive  salary  with 
comprehensive  benefits 

* Highly  supportive  physicians  & 
patient  base 

* 27,195  person  draw  area 

Manistee,  MI,  offers  an  excellent 
quality  of  life  with  its  peaceful 
surroundings,  renown  cultural  events 
and  high-quality  schools.  The 
historically  renovated  downtown  and 
gorgeous  lake  front  create  a unique 
atmosphere  in  which  to  live  and 
work.  For  more  information: 

Call  Marie  Noeth  at  800-438-3745 
or  fax  your  CV  to  309-685-2574. 
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Letters 

The  physician-assisted  suicide  debate 


To  the  editor:  I agree  with  Dr 
Junkerman  that  each  physi- 
cian should  be  well-informed  of  the 
arguments  for  and  against  physi- 
cian-assisted suicide  ("The  Debate 
Over  Physician-Assisted  Suicide," 
WMJ  94:9  p.  509).  However,  his  nec- 
essarily brief  review  of  those  argu- 
ments is  some  cases  clouded,  rather 
than  cleared,  the  central  issues. 

The  central  and  most  fundamen- 
tal issue  to  be  addressed,  of  course, 
is  whether  assisted  suicide  is  ethi- 
cal. Is  it  morally  acceptable,  right 
medical  practice,  or  is  it  immoral, 
wrong,  and  unethical?  Before  any 
other  question  may  legitimately  be 
asked,  this  one  must  be  answered, 
and  Dr  Junkerman  is  correct  in  plac- 
ing it  near  the  top  of  his  list. 

He  addresses  the  question  by  pro- 
viding statements  from  the  AMA 
and  the  American  College  of  Physi- 
cians denouncing  the  practice.  He 
then  "counters"  their  statements  by 
asserting  that  "compassion"  is  a 
strong  argument  for  assisted  sui- 
cide," implying  that  compassion  on 
the  part  of  the  practitioner  makes 
assisted  suicide  an  ethical  practice. 

However,  closer  examination  re- 
veals that  the  author  by  this  state- 
ment has  not  even  addressed  the 
question  at  hand,  sc.  whether  as- 
sisted suicide  is  ethical.  He  has  in- 
stead addressed  the  emotional  state 
of  the  practitioner  by  appealing  to 
compassion.  I agree  that  compassion 
may  be  a strong  argument  in  favor 
of  assisted  suicide,  but  it  is  not  an 
argument  to  show  that  assisted  sui- 
cide is  ethical. 

Compassion  is  an  emotion,  a 


"sympathetic  consciousness  of  oth- 
ers' distress  together  with  a desire 
to  alleviate  it"  (Webster's  Ninth 
New  Coll.  Diet.)  It  is  a commendable 
emotion,  one  which  we  should  seek 
to  cultivate  in  every  physician,  but 
it  is  only  an  emotion;  it  is  not  an  ethi- 
cal principle  which  should  serve  as 
the  arbiter  of  the  rightness  or  wrong- 
ness of  our  actions.  In  fact  emotions, 
even  commendable  emotions,  can 
lead  to  unethical  actions  if  they  are 
unfettered  by  principle  or  reason. 

For  example,  we  all  know  of  un- 
ethical actions  taken  in  the  name  of 
the  revered  emotion  called  love. 
And  it  is  not  difficult  to  imagine  a 
wrong  action  taken  on  the  basis  of  a 
compassionate  feeling  towards  an- 
other, such  as  a judge  releasing  a 
dangerous  criminal  because  of  com- 
passion for  his  or  her  plight  in 
prison. 

On  the  other  hand,  actions  taken 
in  the  name  of  less  commendable 
emotions,  such  as  anger  or  jealousy, 
may  be  right,  proper,  and  ethical  ac- 
tions. So  it  is  not  the  emotion  con- 
nected with  an  action  that  makes 
that  action  ethical  or  unethical;  and 
the  emotion  called  compassion  can- 
not make  an  otherwise  unethical 
action  to  be  ethical. 

Therefore,  in  defending  assisted 
suicide  as  an  ethical  practice,  "com- 
passion" is  not  a valid  argument. 
While  not  devoid  of  moral  force, 
compassion  in  itself  cannot  make 
assisted  suicide  ethical.  We  all  know 
of  crimes  of  passion;  let  us  not  make 
the  medical  profession  guilty  of 
crimes  of  passion. 

— Joseph  P.  Gibes,  MD 
Darlington 


Junkerman's  response 

Dr  Gibes  is  correct  that  the  article 
was  a "necessarily  brief  review  of 
the  arguments."  The  question  of 
what  is  "ethical"  requires  further 
explanation.  "Ethical"  is  defined  as 
"of  or  relating  to  moral  action  or 
character"  and  also  as  "profession- 
ally right  or  befitting;  comforming 
to  professional  standards  of  con- 
duct." (Websters  2nd,  unabridged) 

In  fact,  in  our  pluralistic  society, 
there  is  no  immutable,  universally 
agreed  upon  standard  of  medical 
practice.  The  AMA  and  ACP  may 
publish  their  versions  of  "ethics"  but 
the  actions  of  individual  physicians, 
I would  submit,  depend  on  their 
definition  of  their  ficuciary  respon- 
sibility to  patients.  If  the  definition 
is  the  narrow  one  to  preserve  life  at 
all  costs,  their  "ethical"  response  will 
follow  the  AMA  and  ACP  mandates. 
If,  on  the  other  hand,  their  sense  of 
duty  to  patients  is  to  preserve  life  as 
long  as  the  life  is  worth  living  (in  the 
judgment  of  the  patient),  and  also 
to  relieve  the  patient's  suffering, 
then  their  sense  of  a "professional 
ethic"  will  differ  from  the  AMA  and 
ACP  guidelines.  I would  consider 
the  driving  force  behind  the  latter 
view  to  be  compassion  for  the  suf- 
fering. 

I think  this  will  fill  in  the  gaps  that 
Dr  Gibes  points  to  in  the  reasoning 
process.  I would  stress  that  our  so- 
cietal pluralism  forces  the  definition 
of  what  is  "ethical"  to  vary  depend- 
ing on  the  physician's  definition  of 
his/her  duty  to  patients. 

—CL  Junkerman,  MD 
Milwaukee* 
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Bedside  teaching 


Io  the  editor:  Thanks,  Dr 
Cerletty,  for  reminiscing 
t Milwaukee  County  Hospital 
so  that  I could  do  the  same.  I don't 
recall  passing  through  your  office 
and  I'm  certain  that  I can  deny  any 
responsibility  for  making  you  "old 
beyond  your  years"  but  I do  remem- 
ber your  great  teaching  and  respect 
that  your  internal  residents  had  for 
you. 

My  year  in  medicine  and  3 years 
in  neurology  will  never  be  forgotten. 
Mike  McQuillen,  one  of  the  old  mas- 
ters of  bedside  teaching  (and  part 


philosopher),  taught  me  how  to  take 
care  of  patients,  not  diseases.  Greg 
Harrington  always  had  time  for  one 
more  patient  (or  one  more  resident) 
and  I still  don't  know  where  he 
found  a few  patients  with  almost 
every  neurologic  disease  known  to 
man. 

A number  of  very  unusual  cir- 
cumstances ended  up  landing  me  in 
Milwaukee  as  a resident  - a place  I 
had  not  initially  even  looked  at.  I 
consider  it  to  have  occurred  for  di- 
vine reasons,  but  for  those  with  a 
more  earthly  perspective  I can  only 


say  that  I feel  fortunate  to  have 
served  my  4 years  of  residency  at  the 
Medical  College  of  Wisconsin  Affili- 
ated Hospitals.  It  truly  shaped  the 
rest  of  my  career  as  neurologist  and 
impacted  heavily  on  my  personal 
development  also.  It  also  left  me 
with  many  good  friends  among 
those  who  taught  me  and  those  who 
were  learning  with  me. 

Keep  up  the  good  work  and 
thanks  again  for  the  memories. 

— Rod  Sorensen,  DO 
Marshfield * 


“Now  I can  do 
my  taxes  quickly 
and  correctly  so 
the  IRS  wont 
have  to 

(verb) 

me  later  on. 

Now  you  can  file  your  taxes 
electronically  for  greater  speed  and 
accuracy.  Three  cheers  for  the  IRS. 


Internal 

vSM  Revenue 
Vm'l’  Service 


A public  service  message 


INTERNIST... 

Want  to  share  call  with  8 other  Internists  and  live  in 
the  Brainerd  Lakes  Area?  Immediate  and  future  open- 
ings available  at  Brainerd  Medical  Center. 

Brainerd  Medical  Center,  PA 

• 30  physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local 
hospital  - St.  Joseph’s  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Less  than  2-1/2  hours  from  the  Twin  Cities,  Duluth 
and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Inquiries  from  General  Internists  or  Internist 
with  sub-specialty  interest  in  Pulmonology  or 
Rheumatology  welcomed. 

Call  Collect  to  Administrator: 
Curt  Nielsen 

(218)  828-7105  or  (218)  829-4901 
2024  South  6th  Street 
Brainerd,  MN  56401 
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Hearsay 

Jammin'  with  the  journals 


Dr  Bennett's  Classification  for  Read- 
ing Medical  Articles 

Medical  student — Reads  entire  ar- 
ticle but  does  not  understand  any 
of  what  it  means. 

Intern— Uses  journal  as  a pillow  dur- 
ing nights  on  call. 

Resident— Would  like  to  read  entire 
article  but  eats  dinner  instead. 

Chief  resident— Skips  articles  en- 
tirely but  reads  the  classifieds. 

Junior  attending— Reads  and  ana- 
lyzes entire  article  in  order  to 
pimp  medical  students. 

Senior  attending— Reads  abstracts 
and  quotes  the  literature  liberally. 

Research  attending— Reads  entire 
article,  reanalyzes  statistics,  and 
looks  up  all  references,  usually  in 
lieu  of  sex. 

Chief  of  service— Reads  references 
to  see  if  he  was  cited  anywhere. 

Private  attending-Doesn't  buy  jour- 
nals in  the  first  place  but  keeps 
an  eye  open  for  medical  articles 
that  make  it  into  Time  or 
Newsweek. 

Emeritus  attending— Reads  entire 
article  but  does  not  understand 
what  any  of  it  means. 

From  Bennett,  Hf.  JAMA  1992: 

267:920  copyright  American  Medical 

Association. 


Memory  therapy 

Patient  dashes  into  physician's  office 
and  says,  "Doctor,  Doctor,  I've  dis- 
covered a surefire  way  to  improve  a 
person's  memory.  You're  going  to 
want  to  share  this  method  with  all 
your  patients.  Last  night  I sat  in  a 
room  for  just  10  minutes  and  stud- 
ied the  capitals  of  all  major  countries 
of  the  world.  Now,  test  me.  I can  tell 
you  virtually  any  capitol. 

Doctor:  "O.K.  What's  the  capitol 
of  Japan?" 

"That's  easy,"  the  patient  re- 
sponded, "J." 


Quips  for  the  sick 

Patient  to  doctor:  I'm  really  sorry  to 
have  to  call  you  out  on  a night  like 
this. 

Doctor:  Don't  worry  about  it.  As  a 
matter  of  fact,  I have  another  pa- 
tient in  the  E.R.  so  I can  kill  two 
birds  with  one  stone. 

Medical  professor  to  student:  What 
would  you  do  for  a person  who 
had  eaten  poisonous  mush- 
rooms? 

Student:  Recommend  a change  in 
diet. 

Pitfalls  in  politics 

Humorist  Bob  Orben  asks:  Do  you 
ever  get  to  wondering  if  taxation 
without  representation  would  have 
been  cheaper? 

If  Bob  Dole  wants  to  get  into  the 
White  House,  President  Clinton  says 


If  you  have  a humorous  contribu- 
tion for  Hearsay,  an  occasional 
WMJ  column,  we  invite  you  to 
send  them  to  us  at  the  Wisconsin 
Medical  Journal,  330  E.  Lakeside  St., 
Madison,  WI  53715.  Contributors 
may  remain  anonymous. 


he's  going  to  have  to  jump  the  fence 
like  everyone  else. 

— Jay  Leno 

It's  reported  that  half  of  all  accidents 
occur  at  home.  It  seems  the  rest  hap- 
pen in  voting  booths. 

Democracy  is  a wonderful  system. 
It  permits  you  to  vote  for  a politi- 
cian, and  then  sit  on  the  jury  that 
tries  him. 

—14,000  Quips  & Quotes 


"Of  course  you  can  have  your  choice  of  treatment  centers. 
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Focus  on  family  practice 


Family  practice  residency  training  capacity  in  Wisconsin: 
current  status  and  future  projections 

William  J.  Hueston,  MD,  and  Ralph  Suechting,  MA,  Eau  Claire  and  Madison 


Abstract 

Background:  High  quality  health  care 
depends  on  superior  training  and 
outstanding  residency  opportunities 
for  new  physicians  of  all  types,  es- 
pecially those  entering  family 
practice.  But  concern  over  the  avail- 
ability of  adequate  opportunity  has 
caused  the  medical  community  con- 
cern across  the  country.  Wisconsin 
is  no  different. 

To  estimate  future  residency 
needs  in  the  Badger  State,  we  exam- 
ined recent  trends  in  specialty  selec- 
tion and  information  gathered  from 
1995  medical  school  graduates  en- 
tering family  practice  residency 
training  here  and  in  other  states.  We 
surveyed  all  Wisconsin  medical 
school  graduates  entering  family 
practice  training  positions  in  July 


Hueston  is  from  the  Eau  Claire  Family 
Practice  Residency  Program  and 
Suechting  is  associated  with  the  Depart- 
ment of  Family  Pracitce  at  the  Univer- 
sity of  Wisconsin-Madison  School  of 
Medicine.  This  work  was  supported  in 
part  by  a Robert  Wood  Johnson  Gener- 
alist Scholar  grant.  Reprint  requests  to 
William  J.  Hueston,  MD,  Eau  Claire  Fam- 
ily Medicine,  807  South  Farwell  Street, 
Eau  Claire,  WI  54701.  Copyright  1996 
by  the  State  Medical  Society  of  Wiscon- 
sin. 


1995,  asking  them  to  rank  in-state 
and  out-of-state  programs,  as  well 
as  graduates'  motivations  for  select- 
ing those  programs. 

Results:  Response  rates  to  our  sur- 
veys were  exceptional.  A full  86% 
(n=30)  those  entering  residency  in 
Wisconsin  and  95%  (n=18)  for  those 
in  out-of-state  programs  responded. 
One  graduate  who  entered  a Wis- 
consin program  ranked  an  out-of- 
state  program  higher  and  one 
graduate  who  entered  an  out-of- 
state  program  ranked  a Wisconsin 
program  higher  than  their  ultimate 
residency  sites.  Not  surprisingly,  the 
variable  most  predictive  of  whether 
students  pursued  training  in  Wis- 


consin rather  than  out-of-state  was 
the  student's  state  of  residency  be- 
fore entering  medical  school. 

Conclusions : The  resulting  trends 
show  positive  trends  toward  state- 
based  family  practice  training,  but 
may  not  be  as  optimistic  as  experts 
first  predicted.  If  interest  in  family 
practice  rises  to  goals  set  by  the 
state's  medical  schools,  more  train- 
ing positions  will  be  needed,  but  not 
as  many  as  proposed  in  medical 
school  plans  to  the  state  Legislature. 

Based  on  recommendations  by  sev- 
eral organizations  that  medical 
schools  and  graduate  medical  edu- 
Continued  on  next  page 


Table  1.  Responses  from  graduates  remaining  in  Wisconsin  for  family  practice 
training,  1995  (n=30) 

Home  state  of  Wisconsin 

27 

(90%) 

Interviewed  outside  of  Wisconsin 

13 

(43%) 

Ranked  at  least  one  out-of-state  program 

12 

(40%) 

Ranked  out-of-state  program  higher  than 

in-state  program  where  matched 

1 

(3%) 

Reason  for  staying  in  Wisconsin*: 

Desire  to  stay  in  Wisconsin 

21 

(70%) 

Chose  best  program 

11 

(37%) 

Spouse/ partner  commitment 

7 

(23%) 

Other  reasons** 

3 

(10%) 

* Respondents  could  select  all  that  applied 
**  See  text  ~ 
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Continued  from  previous  page 
cation  organizations  that  the  state's 
supply  of  primary  care  physicians  be 
increased ,1-3  pressure  from  Wiscon- 
sin legislative  forces  led  to  a joint 
plan  from  the  University  of  Wiscon- 
sin and  Medical  College  of  Wiscon- 
sin detailing  how  the  state's  medi- 
cal schools  would  attempt  to  achieve 
this  goal.  Within  these  plans,  both 
schools  offered  strategies  to  increase 
training  sites  enabling  Wisconsin 
graduates  to  perform  their  residen- 
cies in-state.  As  a physician  devel- 
opment tactic  this  was  considered 
essential  since  resident  graduates 
tend  to  practice  in  close  proximity 
to  their  residency  site.4 

In  addition,  primary  care  physi- 
cians who  train  in  the  same  state  in 
which  they  went  to  medical  school 
are  most  likely  to  stay  in  that  state 
for  future  practice.5  The  impact  of 
that  factor  alone  offered  compelling 
evidence  to  some  that  failure  to  in- 
crease the  number  of  sites  could  lead 
to  an  eventual  decrease  in  available 
physicians  for  the  state. 

To  that  end,  the  medical  colleges 
dveloped  plans  to  increase  the  num- 
ber of  family  practice  training  slots. 
Encouraging  as  that  may  be,  how- 
ever, there  were  still  those  who  ques- 
tioned whether  the  slots  would  fill 
with  trainees.  To  address  this  ques- 
tion, we  attempted  to  evaluate 
whether  current  residency  slots 


were  so  limited  that  Wisconsin 
graduates  had  to  matriculate  else- 
where for  training.  We  also  at- 
tempted to  determine  if  graduates 
who  remained  in  Wisconsin  would 
have  preferred  to  train  elsewhere  if 
they  had  the  opportunity.  Using  his- 
torical trends  of  student  interest  in 
family  practice  among  Wisconsin 
medical  school  graduates,  we  also 
attempted  to  construct  a model  to 
predict  the  number  of  positions 
needed  in  family  practice  training 
programs  in  the  state  given  varying 
student  interest  in  entering  family 
practice  residencies. 

Methods 

Using  a 1995  listing  of  medical 
school  graduates  from  both  the 
University  of  Wisconsin  and  the 
Medical  College  of  Wisconsin,  we 
identified  54  graduating  students 
who  entered  family  practice  resi- 
dency training  programs.  This  rep- 
resents 17%  of  the  total  graduating 
classes  from  these  schools  that  year. 
Those  entering  residency  training  in 
military  programs  (n=2)  were  ex- 
cluded from  analysis,  since  it  was 
unlikely  these  individuals  were 
given  much  latitude  in  choosing  a 
residency  site.  The  remaining  52 
new  residents  were  sent  question- 
naires in  July,  1995,  with  a second 
survey  mailed  to  non-responders  1 
month  later. 


Variables  considered  on  the  ques- 
tionnaire included: 

• the  resident's  home  state; 

• whether  the  resident  interviewed 
in  Wisconsin  and  at  how  many 
programs,  and  whether  the  resi- 
dent interviewed  outside  Wiscon- 
sin and  at  how  many  programs; 

• how  many  in-state  and  out-of- 
state  programs  were  ranked  by 
the  resident;  and 

• reasons  for  selecting  an  in-state  or 
out-of-state  program.  Because  the 
factors  involved  in  selecting  in- 
state and  out-of-state  programs 
differed,  two  versions  of  the  ques- 
tionnaire were  developed  de- 
pending upon  whether  the  train- 
ing program  was  in  Wisconsin  or 
in  another  state. 

We  obtained  information  regard- 
ing student  interest  in  family  medi- 
cine from  both  Wisconsin  medical 
schools  from  National  Residency 
Match  Program  data  as  reported  by 
the  American  Academy  of  Family 
Physicians.6-9  Data  concerning  state- 
wide family  practice  match  rates 
were  taken  from  National  Residency 
Match  Program  annual  reports.  We 
compared  of  Wisconsin-bound  resi- 
dents with  those  leaving  the  state 
using  a two-tailed  Fisher's  exact  test 
using  p<0.05  as  the  criterion  for  sta- 
tistical significance. 

Results 

Graduate  survey 

In  1995,  24  University  of  Wisconsin 
students  and  32  Medical  College  of 
Wisconsin  students  began  family 
practice  residency  training.  (As 
noted  earlier,  one  student  from  each 
school  entered  military  residency 
positions  and  thus  were  excluded 
from  further  study.)  Of  those  enter- 
ing civilian  programs,  35  (65%)  new 
residents  entered  Wisconsin  pro- 
grams and  19  (35%)  chose  out-of- 
state  programs.  Of  the  Wisconsin 
students,  30  (86%)  returned  ques- 
tionnaires; 18  (95%)  out-of-state  resi- 
dents responded. 

Among  students  who  stayed  in 
Wisconsin,  27  (90%)  were  Wisconsin 
natives.  In  contrast,  only  11  (61  %) 


Table  2.  Responses  from  graduates  selecting  family  practice  training 
outside  Wisconsin,  1995  (n=18) 

Home  state  of  Wisconsin 

11 

(61%) 

Interviewed  in  Wisconsin 

10 

(56%) 

Ranked  at  least  one  in-state  program 

9 

(50%) 

Ranked  in-state  program  higher  than 

program  where  matched 

1 

(6%) 

Reason  for  leaving  in  Wisconsin*: 

Desire  to  get  out  of  Wisconsin 

12 

(67%) 

Return  to  home  state 

6 

(33%) 

Chose  best  program 

5 

(28%) 

Spouse/partner  commitment 

1 

(6%) 

Other  reasons 

3 

(17%) 

* Respondents  could  select  all  that  applied 
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Table  3.  Model  sensitivity  to  changes  in  retention  and  recruitment 

% of  grads  retained 

Recruitment  ratio1 

Positions  needed 

65% 

2:1 

120 

90% 

2:1 

161 

50% 

2:1 

88 

65% 

3:1 

157 

65% 

1:1 

78 

of  the  students  who  left  the  state  for 
residency  training  were  Wisconsin 
residents  before  entering  medical 
school  (p=0.03).  In  most  cases,  stu- 
dents returned  to  their  home  state 
for  residency  training. 

When  we  queried  new  family 
practice  residents  who  stayed  in 
Wisconsin  for  training  about  their 
interest  in  out-of-state  programs, 
only  13  (43%)  had  interviewed  out- 
of-state  and  only  12  ranked  out-of- 
state  programs  on  their  match  list 
(Table  2).  Only  one  resident  ranked 
an  out-of-state  program  higher  than 
the  program  in  which  he  or  she  ulti- 
mately matched.  A desire  to  stay  in 
Wisconsin,  the  most  common  reason 
noted  for  choosing  a state  program, 
was  cited  by  21  (72%)  of  respon- 
dents. Another  11  residents  (37%) 
felt  the  program  in  which  they 
matched  was  the  strongest  program 
at  which  they  interviewed,  while  7 
(24%)  also  included  spousal  commit- 
ments as  a decision  factor. 

Of  the  Wisconsin  medical  stu- 
dents matched  with  out-of-state  pro- 
grams, 10  (56%)  interviewed  at  and 
9 (50%)  ranked  in  least  one  Wiscon- 
sin residency  program.  One  of  these 
students  ranked  a Wisconsin  pro- 
gram above  the  program  in  which 
he  or  she  was  ultimately  matched. 
When  asked  to  provide  a reason  for 
leaving  Wisconsin  for  residency 
training,  the  most  common  response 
was  a desire  to  leave  Wisconsin,  an 
answer  givenby  12  (63%)  graduates. 
Returning  to  a home  state  was  noted 
by  6 respondents  (33%);  5 (28%)  said 
they  choose  a program  stronger 
than  that  available  in  Wisconsin;  1 
respondent  (6%)  indicated  spouse  or 
partner  commitments;  and  1 respon- 
dent (6%)  said  the  increased  avail- 
ability of  surgical  training  elsewhere 
was  the  reason  he  or  she  left. 

Modeling  of  future 
residency  needs 

The  experience  of  1995  continues  a 
trend  pointing  towards  an  increas- 
ing number  of  future  family  practice 
positions  being  filled  in  Wisconsin. 


A plot  of  the  number  of  Wisconsin 
medical  students  entered  this 
specilty  and  the  number  of  positions 
filled  in  the  state  shows  that  this  re- 
lationship is  essentially  linear  over 
the  last  six  years  (Fig).  The  slope  of 
this  plot  is  2.18  (95%  confidence  in- 
terval 0.78,3.57.)  This  means  that  for 
every  one  Wisconsin  graduate  enter- 
ing family  practice,  the  number  of 
state  family  practice  residents  in- 
creases by  two. 

Since  the  projected  goal  of  medi- 
cal graduates  entering  family  prac- 
tice has  been  estimated  at  25%  by 
most  experts,1"3  we  performed  com- 
puter projections  of  how  many  resi- 
dency slots  would  be  needed  to  ac- 
commodate these  individuals.  As- 
suming current  observations  remain 
stable  (that  65%  of  all  graduates 
would  stay  in  Wisconsin,  and  that 
two  out-of-state  graduates  for  each 
in-state  graduate  would  select  a Wis- 
consin family  practice  residency,  and 
that  the  current  combined  medical 
school  class  size  of  330  would  re- 
main stable)  our  projection  shows 
that  if  25%  of  the  total  graduating 
class  enters  family  practice,  128  po- 
sitions would  be  needed. 

We  also  examined  our  projec- 
tions' sensitivity  to  changes  in  the 
underlying  assumptions  about  in- 
state retention  and  out-of-state 
graduate  recruitment.  Results  are 
shown  in  Table  3.  As  the  table  dem- 
onstrates, the  number  of  positions 
needed  is  highly  sensitive  to  reten- 
tion of  graduates  in  state  and  the 
continued  success  at  attracting  out- 
of-state  graduates  to  Wisconsin  pro- 
grams. 


Discussion 

Survey  results  indicate  that,  while 
the  state's  capacity  for  family  prac- 
tice residency  positions  was  satu- 
rated in  1995,  only  one  student  who 
attended  a Wisconsin  medical 
school  was  denied  an  in-state  fam- 
ily practice  residency  position  and 
forced  to  continue  residency  train- 
ing elsewhere.  Similarly,  one  student 
who  preferred  an  out-of-state  train- 
ing program  ended  up  training  in 
Wisconsin.  The  data  show  that  a 
relatively  large  percentage  of  Wis- 
consin medical  school  graduates 
leave  the  state  for  residency  train- 
ing and  that  the  excellent  match 
record  for  Wisconsin  is  partially  the 
result  of  recruitment  of  medical 
school  graduates  from  other  states 
and  countries. 

This  observation  has  two  impli- 
cations. First,  state  family  practice 
residencies'  increasing  ability  to 
grow  reflects  not  only  an  increased 
interest  in  family  practice  in  Wiscon- 
sin, but  also  is  dependent  upon  a 
continued  upsurge  in  family  prac- 
tice interest  in  students  from  out-of- 
state  medical  schools. 

Second,  Wisconsin's  family  prac- 
tice training  capacity  isn't  only  a 
function  of  how  well  the  state's 
medical  schools  emphasize  training 
in  generalist  fields.  It's  also  depen- 
dent upon  the  ability  of  other  states 
to  increase  retention  of  their  own 
graduates.  Even  if  Wisconsin 
doubles  the  number  of  students 
electing  family  practice  training,  if 
other  states  are  able  to  increase  their 
own  graduate  retention,  the  net  re- 
Continued  on  next  page 
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Graduates  entering  family  practice 

Fig.  Relationship  betiveen  number  of  Wisconsin  graduates  selecting  family  practice  residency 
and  number  of  training  positions  filled  in  the  state,  1989-95. 


Continued  from  previous  page 
suit  may  be  no  different  from  the 
current  status. 

The  second  point  raised  by  this 
study  is  that  the  preferences  for  in- 
state training  don't  appear  to  be 
amenable  to  changes  in  program 
size  or  quality.  Most  students  who 
remained  in  Wisconsin  didn't  do  so 
because  of  program  quality.  Like- 
wise, those  who  left  specifically 
sought  a different  environment.  In 
many  instances,  those  who  left  Wis- 
consin were  returning  to  their  home 
states.  Overall  recruitment  of  out-of- 
state  residents  attending  Wisconsin 
medical  schools  to  family  practice 
residency  positions  in  the  state  was 
very  poor  - only  2 of  the  8 respon- 
dents who  listed  a state  other  than 
Wisconsin  as  their  home  stayed  in 
Wisconsin  for  family  practice  train- 
ing. In  contrast,  27  of  the  33  Wiscon- 
sin natives  who  chose  family  prac- 
tice entered  residency  in  Wisconsin 
(p=0.004).  This  finding  implies  that 
when  medical  schools  examine  fac- 
tors likely  to  influence  a primary 
care  career  choice,  the  student's 
home  state  should  be  considered  if 
the  school  wants  to  increase  the 
number  of  Wisconsin  primary  care 
physicians. 

Finally,  this  data  maybe  useful  for 
planning  purposes.  As  the  medical 
schools  work  to  meet  legilative  de- 
mands to  increase  primary  care  phy- 
sician production,  an  adequate  num- 
ber of  primary  care  positions  must 
be  available  to  accommodate  gradu- 
ates wishing  to  train  in  state.  Using 
a goal  of  25%  of  the  graduating  class 
from  each  school  entering  family 
practice,  which  is  a recommendation 
from  the  Council  on  Graduate  Medi- 
cal Education  and  others,1"3  the  ra- 
tio of  two  positions  filled  for  every 
one  Wisconsin  medical  school 
graduate,  and  a continued  65%  of 
the  graduating  class  electing  to  pur- 
sue their  training  in  Wisconsin,  the 
estimated  number  of  required  posi- 
tions would  be  approximately  128. 


Current  plans  call  for  a doubling 
of  the  number  of  family  practice  resi- 
dency positions  available  in  Wiscon- 
sin as  of  1993  to  approximately  150. 
Given  that  current  admission  stan- 
dards are  maintained,  this  increase 
in  the  number  of  available  positions 
appears  to  be  overly  optimistic.  Un- 
less the  percentage  of  graduates  re- 
maining in  Wisconsin  for  training 
increases  substantially  or  an  up- 
surge in  recruitment  of  out-of-state 
graduates  occurs,  it  will  be  difficult 
to  fill  150  family  practice  residency 
positions  even  with  25%  of  Wiscon- 
sin graduating  classes  selecting  fam- 
ily practice. 
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Graduates  comment  on  issues  related  to  the  decline  of 
Wisconsin  family  physicians  providing  maternity  care 

Nick  Turkal,  MD,  and  Carrol  Christman,  MA,  Milwaukee  and  Madison 


Abstract 

Care  for  mother  and  child  once  were 
part  and  parcel  of  family  medicine. 
But  in  an  age  of  increased 
specilization,  that  touchstone  of 
health  care  has  changed  in  the  way 
such  care  is  delivered  and  adminis- 
tered. This  study,  based  on  survey 
responses  from  235  University  of 
Wisconsin  (UW)  graduates  practic- 
ing in  Wisconsin  in  1991,  examines 
issues  related  to  the  decline  in  ma- 
ternity care  provided  by  family  phy- 
sicians and  factors  that  could  reverse 
the  trend. 

Results:  Of  the  141  respondents, 
65%  family  physicians  still  were  pro- 
viding maternity  care,  31%  had 
stopped  providing  it,  and  2%  never 
started.  More  than  50%,  many  of 
them  in  rural  and  family  physician 
group  practice,  planned  to  continue. 
Malpractice  and  lifestyle  concerns 
were  two  reasons  cited  for  quitting. 
Only  2.8%  would  consider  restart- 
ing. Most  respondents  supported 
maternity  care  as  a strong  part  of 
family  practice  and  recommended 
strategies  to  promote  it. 

Conclusion:  This  study  suggests 
strategies  for  stopping  the  decline  at 
the  residency  level  before  the  nearly 
irrevocable  decision  to  quit  is  made. 
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Those  strategies  include  improved 
pre-  and  post-graduate  training, 
malpractice  reform,  positive  family 
practice  role  models,  positive  obste- 
trician consultants  and  promotion 
by  schools  and  professional  acad- 
emies. 

Introduction 

Wisconsin  has  traditionally  been  a 
state  in  which  most  family  physi- 
cians deliver  babies.  However,  in  the 
late  1980's  a decline  in  numbers  pro- 
viding maternity  services  began  to 
parallel  national  trends1  (Figure  1). 
Despite  that  decline,  the  number  of 
family  physicians  delivering  babies 
in  Wisconsin  is  still  37%  higher  than 
the  national  average.  Because  of  this 
high  percentage,  Wisconsin  family 
physicians  form  a good  group  to 
study  motivation  for  providing  ma- 
ternity care. 

Literature  suggests  that  there  are 
important  reasons  to  keep  maternity 
care  strong  in  family  practice.  It's 
one  of  the  facets  of  practice  that  at- 
tracts medical  students  to  family 
medicine.2  In  rural  areas,  it's  im- 
portant to  retain  family  practice 
maternity  care  to  provide  access, 
improve  infant  mortality  rates  and 
keep  rural  hospitals  and  medical 
care  systems  strong.3  High  risk  pa- 
tients in  some  areas  have  shown  a 
preference  for  family  medicine  and 
maternity  care  provided  by  family 
physicians  can  reduce  infant  risk.4 

Over  the  past  20  years,  the  UW 
Department  of  Family  Medicine's 
five  residency  programs  located  in 
Madison,  Eau  Claire,  Wausau, 
Appleton  and  Milwaukee  have  had 
excellent  records  of  producing  fam- 
ily physicians  who  provide  mater- 
nity care.  In  1986,  an  unpublished 
survey  revealed  that  79%  of  the 
department's  graduates  practicing 
in  Wisconsin  were  delivering  babies. 


In  1990,  department  faculty  be- 
gan to  express  concern  about  a 
newly  perceived  downturn  in  inter- 
est in  delivering  babies  by  third-year 
residents.  In  some  programs,  only 
50%  of  the  third-year  residents 
planned  to  provide  maternity  ser- 
vices. Informal  conversations  with 
graduates  from  the  five  residency 
programs  also  revealed  that  many 
of  those  who  had  been  enthusiastic 
about  providing  obstetric  services 
for  their  patients  over  the  long  term 
stopped  providing  these  services 
after  only  a few  years  in  practice.  It 
was  feared  the  same  declines  in  ma- 
ternity care  provision  by  family  phy- 
sicians that  were  being  experienced 
elsewhere  were  beginning  to  affect 
UW  graduates  both  at  the  residency 
and  practicing  physician  level.5,6,7 

The  UW  Department  of  Family 
Medicine  decided  to  survey  its 
graduates  and  especially  focus  on 
those  practicing  in  Wisconsin  to 
verify  the  perceived  decline  in  ma- 
ternity care  and  study  the  factors 
behind  it.  Program  directors  were 
particularly  interested  in  how  they 
might  take  action  to  slow  or  reverse 
the  trend. 

Method 

All  graduates  practicing  in  Wiscon- 
sin in  September  1991,  received  a 
mail  survey.  The  survey  asked 
whether  graduates  provided  mater- 
nity care  and  had  plans  to  continue 
such  care.  It  also  asked  whether 
those  who  had  stopped  delivering 
babies  might  be  influenced  to  begin 
again,  whether  they  felt  that  mater- 
nity care  should  be  a strong  part  of 
family  medicine,  and  how  that  goal 
could  be  accomplished.  The  survey 
was  constructed  to  encourage  par- 
ticipants to  reveal  their  attitudes 
about  providing  maternity  care  and 
Continued  on  next  page 
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Continued  from  previous  page 
probe  for  possible  reasons  why 
many  were  having  difficulty  main- 
taining maternity  care  in  their  prac- 
tice. 

The  survey  itself  consisted  of  13 
questions  and  required  approxi- 
mately 15  minutes  to  complete.  It 
was  developed  using  results  of  pre- 
vious graduate  surveys  from  1980 
and  1985  and  pretested  on  faculty 
members  who  are  graduates.  The 
first  nine  questions  were  multiple 
choice  or  designed  to  have  the  re- 
spondent fill  in  the  blanks.  The  fi- 
nal four  questions  were  open-ended 
and  six  of  the  13  questions  related 
to  maternity  care.  After  demograph- 
ics were  gathered,  a practice  profile 
asked  respondents  to  classify  their 
location  as  urban  or  rural.  Practice 
arrangement  classifications  were 
taken  from  American  Academy  of 
Family  Practice  survey  instruments. 

The  two-page  survey  was  mailed 
with  a postage-paid  envelope,  a let- 
ter covering  newsworthy  events 
within  the  residency  programs  and 
a description  of  the  survey's  intent. 
Surveys  were  collected  from  Sept 
through  Dec  1991.  No  follow-up 
surveys  were  sent  and  no  calls  were 
made  to  non  respondents. 

Survey  responses  were  coded  and 
the  data  entered  using  the  database 
program  DBXL.10.  The  responses  to 
the  open-ended  questions  were  en- 
tered verbatim  into  the  database  and 
printed  out  grouped  by  question.  A 
researcher  categorized  primary  and 
secondary  responses  for  each  ques- 
tion by  content,  tallied  the  catego- 
ries and  entered  the  values  into  the 
database.  Descriptive  statistics  were 
generated  using  the  Statistical  Pack- 
age for  the  Social  Sciences  (SPSSX), 
the  crosstabs  procedure  was  used  for 
examining  responses  by  groups  of 
physicians  and  the  chi-square  statis- 
tic used  to  determine  significant  dif- 
ferences between  groups. 

Results 

Of  the  235  Wisconsin  graduates  sur- 
veyed, 141  (61%)  responded.  The 
demographics  of  the  Wisconsin  re- 


—  - u.S.  — ■ — Wisconsin  1 


Fig  1 - AAFP  members  providing  maternity  care.  Source:  Facts  About  Family  Practice, 
American  Academy  of  Family  Physicians. 


Fig  2 - Graduates  providing  maternity  care  and  planning  to  continue. 


spondents  showed  77%  were  male 
and  20%  female.  Regarding  practice 
location,  60%  practice  in  a rural  com- 
munity and  35%  in  an  urban  envi- 
ronment. Regarding  practice  type, 
48%  were  in  a family  practice  group, 
31%  in  a multispecialty  group,  9% 
in  solo  practice,  7%  in  a 2-person 
partnership  and  3%  in  full  time  aca- 
demic positions.  Respondents  who 
did  not  answer  these  questions  com- 
prise the  remaining  percentages  in 
each  comparison. 

Sixty-five  percent  of  respondents 
provided  maternity  services  in  their 
practices;  31%  reported  having 


stopped  maternity  care  and  2% 
never  started.  Of  those  practicing 
maternity  care,  only  51%  reported 
planning  to  continue  over  the  next 
5 years.  This  compares  with  73.9% 
of  the  AAFP  members  in  their  1991 
survey. 

There  were  differences  in  the  de- 
mographics of  those  providing  ma- 
ternity care  and  those  planning  to 
continue  (Figure  2).  There  were  no 
real  differences  in  the  provision  of 
maternity  services  between  men  and 
women  physicians;  however,  rural 
physicians  were  providing  mater- 
nity care  30%  more  often  than  urban 
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physicians  and  significantly  more 
were  planning  to  continue  provid- 
ing it.  The  percent  of  urban  practi- 
tioners planning  to  continue  was 
closer  to  the  national  norms  listed 
in  Figure  1.  The  highest  percentage 
providing  maternity  care  and  plan- 
ning to  continue  were  in  a family 
practice  group. 

Responces  showed  significant 
differences  between  various  sub- 
groups about  reasons  for  stopping 
maternity  care  (Figure  3).  An  equal 
number  listed  malpractice/ liability 
and  lifestyle  concerns  as  the  two 
most  important  reasons  for  stop- 
ping. Men  and  urban  physicians 
were  most  concerned  with  malprac- 
tice; women  and  rural  physicians 
were  most  concerned  with  lifestyle. 

Only  2.8%  of  those  who  had 
stopped  felt  that  there  was  any  sig- 
nificant likelihood  they  would  start 
again.  Those  who  would  consider 
restarting  cited  patient  demand,  an 
increase  in  the  number  of  family 
practice  partners  and  improved 
cross-coverage  arrangements  as  rea- 
sons to  begin  again. 

In  response  to  the  open-ended 
question,  "Flow  can  we  keep  obstet- 


rics a strong  part  of  family  prac- 
tice?", one  respondent  indicated  that 
it  shouldn't  be  part  of  family  prac- 
tice and  two  respondents  suggested 
a two-track  system  for  those  who 
were  more  inclined  toward  mater- 
nity care.  The  overwhelming  major- 
ity who  answered  this  question  (75% 
of  all  respondents)  spoke  in  favor  of 
keeping  it  strong  and  shared  a vari- 
ety of  ideas  on  how  to  promote  it 
(Figure  4). 

Discussion 

With  61%  of  graduates  responding, 
those  who  didn't  respond  may  have 
been  different  in  some  way  from  re- 
spondents. The  discussion  is  framed 
to  reflect  the  views  of  the  respond- 
ing program  graduates,  not  all 
graduates,  some  of  whom  may  dif- 
fer on  any  of  the  issues. 

Results  show  significantly  fewer 
UW  graduates  providing  maternity 
care  in  1991  than  in  1986.  Seventy- 
nine  percent  of  respondents  in  the 
1986  graduate  survey  provided  ma- 
ternity care  compared  to  65%  in  the 
1991  survey  (p<-02,  chi  square=5.43). 
This  finding  is  consistent  with  what 
has  happened  in  other  regions1,5,6,7 


50% 
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Fig  3 - Percent  of  subgroups  indicating  malpractice  & lifestyle  as  reasons  for  stopping  mater- 
nity care  (n  = 49). 


and  with  AAFP  data  in  Figure  1 that 
shows  a gradual  decline  in  Wiscon- 
sin. 

Many  respondents  expressed 
sadness  about  not  being  able  to  pro- 
vide maternity  care  because  they  felt 
it  was  a great  practice  builder  and 
an  enjoyable  way  to  keep  variety 
and  continuity  in  the  practice.  Some 
feared  that  without  maternity  care, 
their  practice  might  eventually  at- 
tract fewer  young  children,  thus  lim- 
iting practice  growth. 

Survey  respondents  offered  some 
insight  into  the  demographic  differ- 
ences in  providing  maternity  care 
and  planning  to  continue.  The 
higher  percentages  of  rural  physi- 
cians providing  maternity  care  may 
be  related  to  the  high  need  for  the 
services  and  relative  absence  of  turf 
issues  with  competing  obstetricians. 
A supportive  group  of  family  phy- 
sicians with  similar  practice  patterns 
seemed  to  be  helpful  in  supporting 
maternity  care  practice. 

Malpractice  concerns  as  a reason 
for  quitting  were  recorded  in  other 
studies.7,8  Even  though  malpractice 
was  cited,  especially  by  men  and 
urban  physicians,  literature  suggests 
that  even  if  premiums  were  reduced, 
they  wouldn't  return  to  practice.9,10,11 
Respondents  listing  malpractice  as 
the  major  problem  most  often  cited 
"fear  of  malpractice"  suits  rather 
than  charges.  They  noted  that 
people  and  the  legal  system  have 
rising  expectations  of  a perfect  baby. 
One  respondent  said,  "I  love  mater- 
nity care,  but  I don't  want  to  go  to 
court  over  a bad  outcome  that's  be- 
yond my  control." 

Lifestyle  as  a reason  to  quit,  par- 
ticularly cited  by  women  and  rural 
physicians  in  this  study,  corre- 
sponded with  other  studies.7,8  Al- 
most 40%  of  the  women  physicians 
weren't  providing  maternity  care 
and  half  of  those  providing  it 
planned  to  quit  or  were  considering 
quitting.  Ffowever,  women  also 
were  the  most  open  to  restarting  if 
conditions  improved.  They  said 
they'd  consider  returning  if  they 
Continued  on  next  page 
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Table  4.  Respondents  suggestions  on  how  to  keep  maternity  care  a strong 
part  of  family  practice. 

Suggestions  for  keeping 

Number  of 

maternity  care  strong 

respondents 

Strong  pre-  and  post-graduate  education 

52 

Change  in  malpractice 

50 

Positive  experience  during  residency 

39 

Working  with  positive  OB  consultants 

29 

Family  physician  faculty  role  models 

17 

Emphasize  positives  in  medical  school 

11 

Department  and  academy  support 

7 

Continued  from  previous  page 
could  find  family  physician  col- 
leagues who  would  share  their  low- 
intervention  philosophy,  supportive 
obstetric  consultants  and  possibly 
non-physician  providers  such  as  cer- 
tified nurse  midwives  for  additional 
support. 

Suggestions  offered  by  graduates 
correspond  with  efforts  being  made 
in  the  UW  Department  of  Family 
Medicine  and  nationwide  to 
strengthen  maternity  care  in  family 
practice.  Respondents  suggested 
that  3-5  months  of  training  is  essen- 
tial. It's  critical  that  maternity  care 
be  a positive  experience.  They  sug- 
gest avoiding  training  by  non-sup- 
portive  obstetricians,  even  if  it 
means  moving  training  to  rural  or 
urban  areas  where  family  physicians 
routinely  provide  maternity  care 
and  work  collaboratively  with  ob- 
stetric consultants  and  non-physi- 
cian providers.  They  feel  it's  also 
important  that  the  way  they  practice 
maternity  care  in  their  training  par- 
allel the  way  that  they  will  ulti- 
mately practice. 

Smith,  et.al.,  suggest  that  obste- 
tricians and  family  physicians  have 
different  styles  of  practice.12 
Hueston  notes  that  the  demograph- 
ics and  clinical  characteristics  of 
family  practice  and  obstetric  teach- 
ing services  differ  and  agrees  that 
practice  styles  differ.13  Other  re- 
searchers have  suggested  that  fam- 
ily practice  adopt  a philosophy  of 
emphasizing  low  intervention  ma- 
ternity care  techniques  and  not  try 
to  replicate  the  practices  of  obstetri- 
cians.1415 Survey  respondents  urged 
that  these  differences  between  fam- 
ily practice  and  obstetric  maternity 
care  be  clarified,  studied  and  ex- 
plained to  learners,  teachers,  pa- 
tients and  other  providers.  Respon- 
dents suggested  that  the  promotion 
of  family  practice  principles  may 
help  clarify  patient  expectations  and 
actually  could  reduce  malpractice 
risk. 

There  also  are  indications  that 
improvements  in  pre-  and  post- 
graduate training  would  be  wel- 


come and  can  make  a difference. 
Nesbitt,  et.al.  suggest  that  residency 
programs  can  increase  the  interest 
and  participation  of  residents  to  in- 
clude maternity  care  in  their  prac- 
tices after  graduation  with  even 
modest  interventions.16  The  Ad- 
vanced Life  Support  in  Obstetrics 
(ALSO)  course,  developed  by  UW 
Department  of  Family  Medicine  fac- 
ulty in  collaboration  with  obstetri- 
cians, demonstrates  the  overwhelm- 
ing interest  in  high-risk  training 
among  practicing  physicians.17 
Larrimore  suggests  that  education 
about  differences  in  styles  of  care 
and  risk  should  begin  at  the  medi- 
cal student  level  before  misconcep- 
tions cause  students  to  avoid  choos- 
ing family  medicine  and  maternity 
care  in  their  practices.18 

Survey  respondents  also  made 
the  case  for  schools  and  academies 
to  help  fight  for  keeping  maternity 
care  strong  in  family  medicine.  They 
say  family  practice  departments 
need  to  help  keep  it  a priority,  work 
on  the  structure  of  the  education, 
work  with  obstetricians  and  family 
practice  groups  to  promote  collabo- 
ration and  conduct  studies  on  the 
practice  and  teaching  of  maternity 
care.  State  and  national  academies 
also  can  help  address  tort  reform 
and  help  develop  a philosophy  of 
maternity  care  for  family  medicine 


that  can  be  promoted.  The  Ameri- 
can Academy  of  Family  Physicians 
has  helped  by  becoming  the  national 
distributor  of  the  ALSO  course. 

Conclusion 

The  time  and  place  to  reverse  the 
decline  of  family  physicians  provid- 
ing maternity  services  is  while  they 
are  in  training,  before  the  nearly  ir- 
revocable decision  to  quit  is  made. 
Working  toward  malpractice  reform 
is  important,  but  since  it  probably 
won't  really  reverse  the  decision  to 
quit,  the  emphasis  should  be  on  im- 
proved pre-  and  post-graduate  train- 
ing. Training  such  as  the  ALSO 
course  can  be  used  with  students, 
residents  and  graduates  to  help 
them  rehearse  obstetrical  emergen- 
cies so  that  they  can  feel  prepared. 

Training  should  be  done  where 
family  physicians  routinely  provide 
maternity  care,  even  if  that  means 
moving  some  training  to  rural  areas. 
Each  residency  program  should 
have  family  practice  faculty  who  do 
maternity  care  and  like  it.  There 
should  be  an  effort  to  encourage  the 
most  collegial  obstetricians  to  par- 
ticipate in  teaching.  Departments 
and  academies  can  help  by  clarify- 
ing the  characteristics  of  maternity 
care  as  delivered  by  family  physi- 
cians and  helping  everyone  become 
aware  of  differences  from  obstetri- 
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cal  practice.  All  groups  need  to  keep 
in  contact  with  graduates  of  family 
medicine  programs  to  enlist  their 
ideas  and  help  in  keeping  maternity 
care  strong. 

Postscript:  There  are  indications  of 
hope.  Right  now,  80%  of  the  1995 
UW  resident  graduates  are  planning 
to  provide  maternity  care  in  their 
Wisconsin  practices. 
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A curriculum  in  managed  care 
for  family  medicine  residents 


Loren  A.  Leshan,  MD,  Milwaukee 

Managed  care  is  here  to  stay. 

As  it  continues  to  pen- 
etrate the  health  care  environment1, 
it  must  meet  its  promise  to  provide 
low  cost,  high  quality  health  care 
through  effective  management.  In 
order  to  do  so,  HMOs  must  not  only 
manage  health  care  resources  but 
also  change  physician  behavior  and 
their  roles  and  responsibilities  in 
health  care  delivery.  Few  practicing 
physicians  have  been  trained  to  be 
health  care  providers  in  a managed 
care  environment.  Most  have 
learned  what  they  know  about  prac- 
ticing in  this  new  environment 
through  trial  and  error  or  the  sanc- 
tions that  come  from  "doing  it 
wrong."  Although  new  physicians 
increasingly  receive  their  training  in 
managed  care  settings,  most  resi- 
dencies and  medical  schools  have 
not  developed  a specific  structured 
curriculum  in  this  important  area.  A 
partnership  between  medical  educa- 
tors and  managed  care  leaders  could 
design  a curriculum  to  prepare  new 
physicians  to  fulfill  their  changing 
roles  and  responsibilities  in  this  new 
environment.2-3'4  Based  on  a review 
of  the  literature  and  conversations 
with  experts  in  the  field,  this  paper 
will  present  a set  of  abilities  that 
physicians  need  to  practice  in  man- 
aged care  settings.  In  addition,  the 
paper  will  discuss  several  new 
teaching  strategies  we  are  using  to 
help  our  family  acquire  these  abili- 
ties. While  not  an  all  inclusive  de- 
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scription  of  our  entire  family  medi- 
cine curriculum,  this  paper  is  a first 
attempt  to  sketch  an  overview  of  a 
curriculum  in  managed  care.  We 
welcome  feedback  from  readers 
who  have  ideas  on  how  to  improve 
this  curriculum. 

Ability  #1 

Interdisciplinary  collaboration:  under- 
standing professional  roles  and  respon- 
sibilities. In  managed  care  even  more 
than  in  past  settings,  physicians  are 
called  upon  to  work  as  members  of 
a health  care  team.  Specialized  roles 
such  as  nurse  practitioner,  patient 
educator,  case  manager,  social 
worker,  medical  assistant,  and  home 
care  providers  allow  physicians  to 
extend  patient  care  services  to  more 
people  in  more  natural  environ- 
ments such  as  the  home,  school  or 
worksite  instead  of  the  hospital. 
Physicians'  roles  become  more  diag- 
nostic and  managerial  . . . they  are 
the  team  leader  and  resource  man- 
ager and  yet  must  still  maintain  their 
role  of  patient  advocate,  as  they  care 
for  patients  through  collaboration 
with  other  types  of  providers.5 
Knowing  the  roles,  responsibilities, 
strengths,  and  limitations  of  other 
team  members  would  enable  physi- 
cians to  better  oversee  the  care  of 
their  patients.  Leadership  and  man- 
agement are  not  inborn  talents  . . . 
rather  skills  that  must  be  learned 
and  developed.  How  to  see  the  big 
picture,  oversight,  delegation,  evalu- 
ation, how  to  give  constructive  feed- 
back are  just  a few  of  the  manage- 
rial skills  that  physicians  need  to  be 
effective  leaders. 

In  our  residency,  we  have  tried  to 
teach  team  relationships  and  respon- 
sibilities in  several  ways.  First  of  all, 
we  inform  prospective  residents  and 
Family  Practice  Center  (FPC)  staff 
during  their  initial  interview  that 


team  work  is  an  expectation  we  have 
of  our  physicians  and  staff  . . .re- 
specting and  understanding  each 
others'  roles  and  responsibilities  are 
values  we  hold.  Second  of  all,  our 
FPC  meetings  are  interdisciplinary. 
Nurses,  receptionists,  medical 
records  personnel,  and  physicians 
are  always  represented.  Everyone's 
input  is  considered  in  analyzing 
problems  and  coming  up  with  solu- 
tions. Leadership  abilities  are  devel- 
oped by  allowing  and  encouraging 
staff  members  and  physicians  to  take 
responsibility  for  solving  problems. 
Residents  are  given  responsibilities 
for  projects  that  involve  interdisci- 
plinary collaboration. 

Interdisciplinary  home  visits 
have  also  been  effective  in  teaching 
collaboration  in  our  residency  train- 
ing program.  Student  nurses,  social 
workers  and  medical  students  and 
family  practice  residents  make  home 
visits  to  elderly  or  prenatal  patients 
in  interdisciplinary  pairs  or  trios. 
Together  they  assess  the  home  situ- 
ation and  medical  problems  with  an 
eye  to  the  family's  resources  and 
strengths  as  well  as  its  needs.  They 
learn  how  each  discipline  might  ana- 
lyze a situation.  A nurse  or  social 
worker  might  focus  on  a different 
aspect  of  the  patient/ family  than  the 
physician.  Their  disciplines  might 
offer  different  resources  to  solve  a 
problem.  As  medical  care  becomes 
more  oriented  towards  the  outpa- 
tient and  home  setting,  physicians 
must  become  more  aware  of  re- 
sources and  problems  of  providing 
health  care  to  people  in  home  and 
community.  Interdisciplinary  home 
visits  help  physicians  in  training  de- 
velop the  team  skills  needed  to  pro- 
vide excellent  health  care  in  the 
home,  community,  and  outpatient 
environment. 
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Ability  #2 

Communication  and  the  doctor-patient 
partnership.  Communication  is  key 
to  developing  therapeutic  doctor- 
patient  partnerships.  It  is  important 
to  many  other  areas  of  a health  ca- 
reer as  well,  such  as  interdisciplinary 
collaboration,  patient  education, 
and  coordination  of  health  care  be- 
tween primary  care  physicians  and 
consultants.  Communication  skills 
must  be  nurtured  during  residency 
training.511 

Through  participation  in  both  of 
the  activities  described  in  "Ability 
#1",  our  residents  develop  interdis- 
ciplinary communication  skills.  Pa- 
tient education  and  the  doctor-pa- 
tient relationship  are  the  focus  of 
several  other  educational  strategies. 
One-way  mirrors  and  videotaping, 
long  used  by  family  medicine  edu- 
cators, allow  direct  observation  of 
physician  and  patient  interviews. 
Immediate  and  objective  feedback 
on  interactions  can  lead  to  rapid 
improvement  of  interview  skills  as 
well  as  help  with  difficult  physi- 
cian/patient interactions.  Support 
groups  can  help  physicians  deal 
with  the  many  emotional  and  spiri- 
tual dilemmas  of  health  care. 

This  year  we  initiated  a new 
course  in  patient  education  which 
has  given  us  the  opportunity  to 
teach  this  important  area  of  family 
medicine.  To  be  good  patient  edu- 
cators, physicians  must  communi- 
cate and  negotiate  therapeutic  part- 
nerships with  patients  and  families 
of  diverse  educational,  socio-eco- 
nomic and  cultural  backgrounds  of- 
ten different  from  the  physician's. 
Along  with  traditional  patient  edu- 
cation topics,  our  training  program 
emphasizes  respect  and  apprecia- 
tion for  the  cultural  and  socio-eco- 
nomic diversity  of  the  community 
we  serve. 

Our  interdisciplinary  home  visits 
help  our  residents  get  to  know  more 
about  our  patients  and  their  fami- 
lies and  communities.  To  this  we 
have  added,  "A  day  in  the  life...",  a 
real  life  experience  in  which  a fam- 
ily practice  resident  and  a social 


work  graduate  student  walk  and 
ride  the  bus  to  an  inner-city  grocery 
store  to  buy  food  for  a week  for  a 
family  of  three  with  food  stamps, 
then  to  the  welfare  office  and  finally 
to  a food  pantry.  Afterwards,  a spe- 
cial debriefing  interview  helps  the 
resident  and  social  work  student 
gain  a deeper  understanding  of  the 
more  difficult  aspects  of  our  pa- 
tients' lives.  Hopefully,  this  under- 
standing will  help  our  residents 
communicate  more  effectively  with 
patients  and  develop  stronger,  more 
therapeutic  doctor-patient  partner- 
ships. 

Ability  #3 

Charting  and  documentation.  Patient 
care  is  being  scrutinized  more  and 
more  not  only  by  the  public  and 
medico-legal  community  but  also  by 
managed  care  organizations.  Joint 
Commission  on  Accreditation  of 
Health  Organizers  (JCAHO)  and 
other  oversight  organizations.  From 
the  social  perspective,  technology 
assessment  and  evidenced  based 
medical  research  are  looking  care- 
fully at  the  outcomes  of  what  we  do. 
However,  on  the  individual  physi- 
cian level,  charts  and  progress  notes 
are  the  focus  of  investigation.  Chart 
audits  not  only  review  the  appropri- 
ateness of  patient  care  and  whether 
the  charting  legibly  documents  al- 
lergies, medications,  health  promo- 
tion-disease prevention,  chronic  and 
acute  problems,  and  discussion  with 
patients  regarding  risks  and  benefits 
of  treatment  and  diagnostic  options. 

Although  good  documentation 
has  always  been  important  to  good 
patient  care,  clinicians  are  now  ex- 
pected to  document  even  more  de- 
tail in  their  notes  and  charts.  For 
instance,  logging  results  and  follow- 
up on  diagnostic  tests  is  not  often 
done  systematically  by  many  phy- 
sicians, but  it  is  required  by  man- 
aged care  and  oversight  organiza- 
tions such  as  JCAHO.  Reimburse- 
ment levels  by  Medicare  and  other 
payors  is  often  determined  by 
whether  the  clinic  note  includes  past 
medical  history  or  review  of  sys- 


tems. As  more  clinical  guidelines  are 
established,  documentation  of  when 
and  why  physicians  do  or  don't  fol- 
low these  guidelines  will  become  a 
requirement  as  well. 

Training  medical  students  and 
residents  to  follow  these  kinds  of 
charting  requirements  is  important 
for  managed  care  and  the  medical 
legal  environment.  Systems  and 
tools  such  as  computerized  medical 
records  make  it  easier  for  physicians 
to  chart  properly  and  should  be  in- 
cluded in  their  education.  Both  the 
content  and  format  of  good  clinical 
notes  in  ambulatory  and  hospital 
settings  must  be  taught  to  physi- 
cians. Through  chart  audits,  educa- 
tors must  make  sure  that  students 
and  residents  are  learning  how  to 
write  notes  and  organize  charts. 

These  audits  can  be  done  by 
peers.  Residents  and  students  can 
audit  each  others'  charts  and  give 
each  other  feedback  on  legibility, 
content  and  organization.  Peer  au- 
dits offer  the  opportunity  to  learn 
from  both  the  process  of  auditing  as 
well  as  the  feedback.  Peers  learn  not 
only  how  to  improve  their  own 
documentation,  but  also  how  to  give 
and  take  constructive  criticism.  We 
have  begun  to  use  peer  chart  audit- 
ing as  a strategy  to  teach  charting 
and  constructive  criticism.  A very 
important  outcome  of  this  process 
is,  of  course,  improved  patient  care. 
In  addition,  as  our  residents  learn  to 
audit  each  others'  charts  and  give 
and  take  constructive  criticism,  their 
trust  and  respect  for  each  other  as 
co-providers  can  grow. 

Ability  #4 

Utilizing  computerized  reports  to  im- 
prove clinical  practice  patterns.  Com- 
puter reports  containing  informa- 
tion on  physicians  use  of  laboratory 
tests,  medical  imaging,  ancillary  ser- 
vices and  consultants  can  help  phy- 
sicians improve  their  clinical  perfor- 
mance. Studies  have  shown  that 
feedback  of  this  sort  helps  physi- 
cians monitor  and  improve  their 
practice  patterns.5-6-7  This  informa- 
Continued  on  next  page 
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tion  is  used  by  managed  care  orga- 
nizations to  detect  outliers  and  de- 
fine normative  use.  Learning  how 
to  interpret  and  utilize  this  kind  of 
information  to  improve  one's  clini- 
cal performance  should  be  taught  in 
residencies.  If  a resident  physician's 
clinical  performance  is  below  the 
norm,  this  can  be  identified  and 
brought  to  his/her  attention.  To- 
gether, the  resident  and  family  medi- 
cine educators  can  then  address  the 
particular  problems  that  resident  is 
facing.  If  help  from  training  in  prac- 
tice management  to  improving  pa- 
tient care  skills  is  needed,  then  man- 
aged care  experts  could  work  with 
educators  to  provide  it. 

We  are  beginning  to  utilize  these 
reports  in  our  residents'  bi-yearly 
evaluations.  We  hope  to  teach  our 
residents  to  use  this  objective  data 
on  their  behaviors  to  monitor  and 
improve  their  clinical  performance. 
In  a managed  care  environment 
where  the  outcomes  of  medical  care 
are  monitored,  clinicians  will  be  con- 
tinually challenged  to  improve  their 
clinical  behaviors.  Providing  resi- 
dents with  objective  information 
about  their  use  of  lab,  xray,  consult- 
ants, and  ancillary  services  gives 
them  the  opportunity  to  plan  their 
education  to  meet  this  challenge. 
Our  evaluations  should  include  this 
objective  feedback  so  we  can  guide 
our  residents  in  utilizing  this  edu- 
cational opportunity. 

Ability  #5 

Ethical  problem  solving  on  a commu- 
nity level.  In  managed  care  environ- 
ments, physicians  are  likely  to  be- 
come the  managers  of  health  care 
resources  on  a community  level. 
Although  payments  to  physicians 
are  based  on  capitation  per  indi- 
vidual patients,  physicians,  along 
with  the  managed  care  organiza- 
tions, hospitals  and  other  health  care 
institutions,  become  responsible  for 
the  health  of  populations.  Questions 
such  as  who  should  receive  screen- 
ing mammograms  take  on  a differ- 
ent meaning  when  limited  resources 


have  to  be  rationed  out  over  a whole 
population.  Currently,  when  a phy- 
sician is  confronted  by  a dilemma 
such  as  a young  "lump-free  and  risk- 
free" woman  requesting  a 
mammogram  solely  to  relieve  her 
anxiety  about  cancer,  the  physician 
balances  his  decision  to  order  the 
mammogram  for  this  patient  based 
on  her  individual  needs  versus  the 
clinical  guidelines  on 
mammograms.  In  a managed  care 
setting,  however,  that  same  clinical 
situation  would  have  to  be  reconsid- 
ered in  terms  of  how  ordering  that 
mammogram  would  affect  the  re- 
sources remaining  to  care  for  the  rest 
of  the  population  that  physician 
serves.  Epidemiology,  environmen- 
tal and  occupational  risk  assess- 
ment, ethics,  patient  education,  use 
of  clinical  policies,  protocols  and 
medical  decision  making  including 
cost  benefit  analysis  all  become  even 
more  important  to  making  good  de- 
cisions regarding  the  health  care  of 
individuals  and  populations.4'8 

Along  with  learning  how  to  man- 
age the  acute  and  chronic  care  of 
their  patients  and  families,  physi- 
cians must  be  trained  to  evaluate  the 
needs  of  their  communities  and  to 
plan  how  resources  will  be  used  to 
best  meet  these  needs.2  Individual 
patients  must  be  viewed  in  this  con- 
tinuum. In  collaboration  with  man- 
aged care,  community  members  and 
organizations  and  health  care  insti- 
tutions, physicians  must  learn  to 
make  ethical  and  responsible  clini- 
cal decisions  for  individual  patients 
and  communities.  Methods  such  as 
community  granted  primary  care 
(COPC)  can  be  used  to  make  health 
care  more  responsible  to  the  needs 
of  a local  community.  Physicians, 
however,  must  always  be  vigilant 
advocates  for  the  needs  of  their  in- 
dividual patients.  Balancing  the 
needs  of  community  and  individual 
will  require  physicians  to  acquire 
skills  in  ethical  decision-making.21112 

Managed  care  organizations  have 
the  ability  to  collect  and  organize  a 
lot  of  data  on  their  populations,  most 
of  which,  from  hospital  discharge  di- 


agnoses to  health  statistics  to  other 
epidemiological  data  is  currently 
collected  by  many  separate  agencies 
(ie.  health  departments,  hospitals, 
and  insurance  companies).  Com- 
puter programs  can  facilitate  the  use 
of  this  data  for  health  planning.  Fo- 
cus groups  with  community  mem- 
bers, leaders,  and  organizations  can 
integrate  their  input  and  participa- 
tion in  planning,  implementing,  and 
evaluating  community  health  inter- 
ventions and  education. 

Medical  students  and  residents 
should  engage  in  COPC  projects 
during  their  training.  These  can  be 
very  meaningful  experiences  in 
which  trainees  learn  how  to  do  out- 
reach and  education  with  commu- 
nity members  as  well  as  to  plan, 
implement,  and  evaluate  a commu- 
nity health  intervention.  Our  expe- 
rience doing  COPC  projects  with 
residents  is  that  these  take  time  and 
resources  beyond  what  an  indi- 
vidual resident  can  do.  Group  or 
residency  projects  seem  to  work 
best. 

Theoretical  problems  can  also  be 
used  to  help  students  and  residents 
analyze  situations  on  a community 
level.  Reading  and  discussing  "pa- 
tient outcomes"  research  can  lead  to 
developing  an  evidence-based  ori- 
entation to  clinical  practice  patterns. 
Ethics  case  conferences  can  lead  to 
fruitful  discussions  about  the  use  of 
resources  on  an  individual  or  com- 
munity level.  By  reaching  out  to  the 
communities  they  serve,  through 
education  and  service,  physicians 
can  help  make  managed  care  truly 
responsive  to  local  health  care  needs 
while  acquiring  skills  in  ethical  de- 
cision making  on  a community  level. 

Ability  #6 

Clinical  decision  making  strategies  and 
information  mastering.  Because  of  the 
rapid  developments  in  medical  tech- 
nology, pharmacology,  computer 
science,  nuclear  medicine,  radiology, 
laboratory,  science  and  immunology, 
medicine  has  the  ability  to  prevent, 
diagnose  and  treat  far  more  than 
were  our  capabilities  50  years  ago. 
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However,  the  outcomes  of  our  tech- 
nological revolution  are  just  being 
evaluated.  Medical  science  is  just 
beginning  to  explore  the  effects  on 
patients'  lives(both  quality  and 
quantity)  of  our  expanded  capabili- 
ties. We  are  just  beginning  to  ask  the 
questions  we  need  to  ask  about  the 
clinical  outcomes  of  our  diagnoses 
and  treatments.  What  are  the  effects 
on  our  population  and  on  patients' 
lives  of  lowering  cholesterol?  Does 
taking  hormone  replacement 
therapy  usually  make  a postmeno- 
pausal woman  so  miserable  that  she 
would  rather  fracture  her  hip  in  20 
years  than  comply  with  this  preven- 
tion strategy?  When  is  coronary  by- 
pass grafting  more  effective  than 
angioplasty?  How  long  or  when  do 
patients  need  to  stay  in  the  hospital 
after  childbirth?  When  is  inpatient 
psychiatric  treatment  necessary? 
When  is  an  angiogram  necessary  to 
diagnose  a pulmonary  embolus 
when  the  V-Q  scan  gives  equivocal 
results?  How  do  we  use  medical 
imaging  or  laboratory  diagnostics 
cost  effectively  to  make  complicated 
diagnoses?  Does  a more  expensive 
medication  get  better  results  and 
justify  its  use? 

Physicians  must  make  decisions 
everyday  on  the  application  of  medi- 
cal technology  and  pharmacology. 
These  difficult  decisions  are  often 
based  on  limited  understanding  be- 
cause it  is  hard  for  physicians  to 
keep  up  with  the  rapid  expansion  of 
medical  science  and  because  re- 
search often  gives  conflicting  or  con- 
fusing results.  The  factors  affecting 
physicians'  medical  decision  mak- 
ing are  complex,  but  anecdotal  re- 
ports from  colleagues,  mentors,  ex- 
perts and  consultants  are  often  in- 
fluential. Physicians  receive  rela- 
tively little  training  in  formal  medi- 
cal decision  making.8'1112 

As  managed  care  attempts  to 
hold  down  health  case  costs,  doctors 
use  of  medical  technology,  pharma- 
cology, etc.  are  being  scrutinized. 
New  research  efforts  are  focussed  on 
the  outcomes  to  quality  and  quan- 
tity of  patient  lives.  This  new  field 


of  technology  and  pharmacology 
assessment  or  patient-oriented,  evi- 
dence-based medicine  should  be 
helpful  in  clinical  decision  making. 
In  addition,  clinical  policies  or 
guidelines  are  being  developed  by 
experts  to  help  guide  and  evaluate 
medical  practice.  However,  caution 
is  needed  in  how  individual  physi- 
cians and  managed  care  apply  these 
clinical  policies  or  "protocols". 

Clinical  policies  are  usually  writ- 
ten by  panels  of  experts.  These  con- 
sensus statements  are  based  on  care- 
ful literature  review  and  analysis  but 
are  influenced,  as  well,  but  the  ex- 
periences of  their  authors.  Since  the 
clinical  experiences  of  experts  are 
often  defined  by  a "referral"  popu- 
lation of  patients,  it  is  often  differ- 
ent than  the  experience  of  an  aver- 
age clinician.  In  the  end,  it  is  the  "av- 
erage clinician"  who  must  decide 
how  to  apply  a clinical  policy  to  a 
particular  patient's  situation. 

For  instance,  clinical  guidelines 
by  different  consensus  groups  in- 
clude hemoglobin  AlC's  as  "stan- 
dard of  care"  for  diabetics.  A clini- 
cian, therefore,  orders  a hemoglobin 
A1C  on  diabetic  patients.  When  the 
clinician  orders  the  test  and  what  she 
or  he  does  with  the  information  is 
still  left  to  that  clinician's  discretion. 
Many  physicians  don't  know  how 
to  use  the  information  gained  from 
this  test  to  guide  the  care  of  her/his 
patient.  Using  clinical  guidelines, 
like  interpreting  the  medical  litera- 
ture or  making  medical  decisions  in 
general,  requires  many  problem 
solving  skills  and  a solid  knowledge 
base. 

In  order  to  teach  our  residents 
how  to  use  clinical  policies,  how  to 
interpret  the  medical  literature  and 
to  be  information  masters,  we  are 
implementing  a new  curriculum 
module  in  our  residency.  Each  2nd 
and  3rd  year  resident  would  de- 
velop a clinical  policy  for  a common 
outpatient  problem.  In  order  to  de- 
velop these  clinical  guidelines,  the 
resident  will  have  to  review  and  in- 
terpret the  medical  literature  and  ap- 
ply it  to  the  outpatient  setting.  They 


will  learn  about  the  test's  character- 
istics (sensitivity,  specificity,  etc.)  and 
what  the  patient  oriented  evidence 
based  research  says  about  the  par- 
ticular situation.  Their  skills  as  cli- 
nicians and  information  masters 
should  be  enhanced  by  this  en- 
deavor. 

Ability  #7 

Continuous  quality  improvement. 
Based  on  the  principles  of  business 
management  developed  by  the  late 
E.  Deming,  statistician  and  philoso- 
pher, continuous  quality  improve- 
ment (CQI)  offers  techniques  physi- 
cians can  apply  to  improve  health 
care  delivery.  CQI  involves  all  mem- 
bers of  the  health  care  team,  from 
patient  and  community  (our  con- 
sumers) to  reception  and  clerical 
staff  to  nurses  and  clinicians,  in  the 
analysis  of  health  care  delivery  prob- 
lems. The  scientific  method  is  used 
by  these  interdisciplinary  teams  to 
generate  solutions  and  then  to 
evaluate  their  results.  The  evalua- 
tion of  results  is  used  to  generate 
new  and  more  effective  solutions  for 
continual  improvement  of  the  clini- 
cal practice. 

Our  FPC  has  used  CQI  for  the  last 
5 to  6 years  to  improve  many  aspects 
of  our  clinical  practice.  Our  projects 
have  included  a "no-show"  policy 
that  has  reduced  our  no-show  rate 
from  40%  to  20%,  a nurse  triage  sys- 
tem that  has  reduced  unnecessary 
emergency  room  visits,  and  a clini- 
cal prevention  flow  sheet  and  edu- 
cation project  that  has  increased  the 
provision  of  clinical  prevention  ser- 
vices at  our  FPC.  Currently,  our  CQI 
projects  are  a new  computer  system, 
a new  chart,  and  patient  education. 

hike  democracy,  CQI  can  be  frus- 
trating and  tedious  at  times,  espe- 
cially for  busy  residents.  It  grants 
them  the  opportunity  and  means  to 
effect  meaningful  changes  in  their 
residency,  but  requires  that  they  col- 
laborate with  others.9  Because  CQI 
involves  evaluation  of  all  projects, 
residents  and  FPC  staff  are  usually 
rewarded  with  the  positive  results 
Continued  on  next  page 
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Continued  from  preceding  page 
of  their  efforts.  However,  if  the  re- 
sults are  not  effective,  we  still  have 
the  opportunity  to  learn  from  our 
mistakes  and  implement  new  solu- 
tions. The  process  offers  continued 
life  long  learning  and  improvement 
of  health  care  delivery. 

Conclusion 

This  working  paper  presents  an 
overview  of  our  initial  efforts  to  de- 
velop a managed  care  curriculum 
for  family  medicine  residents.  Pre- 
liminary evaluations  indicate  that 
we  have  developed  effective  meth- 
ods of  teaching  interdisciplinary  col- 
laboration, communication  and  the 
doctor-patient  partnership,  respect 
for  educational,  cultural,  and  socio- 
economic diversity,  CQ1,  ethical  de- 
cision making  and  information  mas- 
tery. These  areas  of  health  care  are 
difficult  to  provide  and  much  more 
difficult  to  teach.  We  appreciate  the 
openness  of  our  family  medicine 
residents  who  have  participated  in 
our  first  endeavors.  With  their  feed- 


back, we  hope  to  develop  more  ef- 
fective ways  of  teaching. 

We  welcome  suggestions  from 
our  readers. 
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Little  Adam  knows  all  about 
the  grown-up  subject  of  cancer. 
He's  got  it.  But  he's  also  got 
St.  Jude  Children's  Research 
Hospital  to  help.  To  learn 
^ more,  call  St.  Jude 
0 ..  at  1-800-877-5833. 

— Danny  Thomas,  Founder 
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Over-the-counter  sales  of  cigarettes  to  children: 
results  of  compliance  checks  in  Wisconsin,  1992-1995 

Mary  Gothard,  John  Fox,  MD,  Themis  Flores  de  Pierquet,  Cindy  Musial,  and  Richard  Yoast,  PhD,  Madison 


Introduction 

Over  the  past  30  years,  the  public 
health  paradigm  for  reducing  youth 
smoking  has  emphasized  youth 
education  on  the  health  conse- 
quences of  smoking.  Increasingly, 
efforts  have  focused  on  policies  lim- 
iting access  of  tobacco  products  to 
children.  The  rationale  for  limiting 
youth  access  is  straightforward: 
early  tobacco  use  increases  the  like- 
lihood of  nicotine  addiction.  Eighty 
percent  of  adult  smokers  start  smok- 
ing before  age  18. 1 Furthermore,  of 
children  ages  10  to  18  who  smoke 
daily,  74%  agree  they  smoke  because 
"it's  really  hard  to  quit."2 

Wisconsin  law  makes  it  illegal  for 
a vendor  to  sell  or  give  cigarettes  or 


From  the  Tobacco  Control  Program, 
Chronic  Disease  Prevention  and  Health 
Promotion  Section,  Bureau  of  Public 
Health,  Wisconsin  Division  of  Health. 
The  tobacco  coalitions  cited  are  funded 
in  part  by  the  ASSIST  Project,  a 7-year 
collaborative  project  by  the  Tobacco-Free 
Wisconsin  Coalition,  the  Wisconsin  Di- 
vision of  the  American  Cancer  Society, 
the  Wisconsin  Division  of  Health,  and 
the  National  Cancer  Institute  (funding 
contract  NOl-CN-15373).  Address  re- 
print requests  to  Patrick  Remington, 
MD,  Wisconsin  Division  of  Health,  1414 
E.  Washington  Ave.,  Room  251,  Madison 
WI,  53703.  Copyright  1996  State  Medi- 
cal Society  of  Wisconsin. 


other  tobacco  products  to  minors 
under  age  18  (Wisconsin  Statute 
134.66).  In  this  review,  we  report  the 
results  of  community-based  assess- 
ments of  merchant  compliance  with 
this  law  conducted  in  Wisconsin 
from  1992-1995.  A subsequent  re- 
view will  address  vending  machine 
sales. 

Methods 

Published  reports  of  compliance 
checks3  5 and  reports  sent  to  the  Wis- 
consin Division  of  Health  by  com- 
munity-based coalitions  were  com- 
piled for  1992-1995.  The  compliance 
checks  conducted  by  community- 
based  coalitions  were  done  in  accor- 
dance with  established  protocols.6 
Briefly,  youth  under  age  18,  with 
consent  of  parents  and  law  enforce- 
ment officials,  attempted  to  pur- 
chase tobacco  products  from  sales- 
people. In  an  over-the-counter  sale, 
the  youth  must  ask  the  clerk  for  the 
product;  in  a self-service  attempt, 
the  youth  picks  up  the  product  and 
pays  the  clerk.  In  contrast  to  a sting 
operation  conducted  by  police,  there 
are  no  citations  or  civil  or  criminal 
penalties  in  compliance  operations. 

Results 

Between  1992  and  1995  over  40  com- 
pliance operations  were  conducted 
in  Wisconsin  (table).  During  that 
time  over  1700  over-the-counter  or 


self-service  purchase  attempts  were 
made,  of  which  39%  were  success- 
ful. Purchase  attempts  ranged  from 
7%  to  76%  successful.  The  ability  to 
purchase  cigarettes  from  a clerk  var- 
ied by  county  or  city.  For  example, 
successful  attempts  ranged  from  less 
than  20%  in  La  Crosse,  Rock  and 
Wood  Counties  to  more  than  60%  in 
Marathon  and  Milwaukee  Counties. 

The  effectiveness  of  previous 
compliance  checks  in  decreasing 
over-the-counter  sales  varied.  In 
communities  in  which  follow-up 
checks  were  done,  the  change  in  suc- 
cessful sales  rates  varied  widely.  In 
Green  Bay,  sales  declined  from  59% 
to  33%  in  a 1-year  period,  while  in 
La  Crosse  County,  sales  declined 
from  34%  to  18%  in  a 4-month  pe- 
riod. One  year  after  its  initial  op- 
eration, successful  sales  in  Rock 
County  fell  to  under  10%.  However, 
the  percentage  of  successful  sales  re- 
mained unchanged  or  increased  in 
Dane,  Portage,  Wausau,  and  Wood 
Counties. 

Discussion 

Compliance  checks,  conducted  in 
communities  throughout  Wisconsin, 
demonstrate  that  children  can 
readily  purchase  cigarettes  from 
salespeople.  This  review  shows 
widespread  variation  in  merchant 
compliance  with  existing  state  to- 
Con tinned  on  next  page 
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Tobacco  purchases  by  minors,  Wisconsin,  1992-95 


Over  the  counter  Number  of 


County  or  City 

Date  of 

and  self  service 

successes 

Coalition 

Check 

attempts 

(%  successful) 

Brown  County 

Green  Bay 

9/92 

53 

27 

(51%) 

" 

10/93 

40 

11 

(28%) 

“ 

5-10/95 

64 

27 

(42%) 

De  Pere 

2/94 

10 

5 

(50%) 

Villages1 

8-10/95 

35 

14 

(40%) 

Dane  County 

Outside  of  Madison 

11/93 

133 

35 

(25%) 

" 

12/94 

120 

24 

(20%) 

Madison 

11/95 

277 

147 

(53%) 

Douglas  County 

9/95 

20 

7 

(35%) 

Fond  du  Lac  County 

City  of  Fond  du  Lac 

3/93 

123 

67 

(43%) 

Outside  of  city 

4-8/95 

186 

99 

(53%) 

La  Crosse  County 

11/94 

70 

24 

(34%) 

3/95 

66 

12 

(18%) 

Manitowoc  Co. 

Kiel 

10/95 

8 

2 

(25%) 

Marathon  County 

Wausau 

8/94 

38 

24 

(63%) 

" 

3/95 

18 

11 

(61%) 

Outside  of  Wausau 

12/94 

24 

13 

(54%) 

Milwaukee  County 

Milwaukee 

1/92 

25 

19 

(76%) 

Franklin 

7-9/95 

48 

14 

(29%) 

Polk  County 

6/95 

43 

20 

(47%) 

Portage  County 

10/94 

29 

12 

(41%) 

12/94 

27 

9 

(33%) 

Rock  County 

Beloit 

7/94 

49 

13 

(27%) 

" 

8/95 

48 

4 

( 8%) 

Janesville 

7/94 

56 

16 

(29%) 

" 

8/95 

54 

4 

( 7%) 

Sauk  County 

3/95 

11 

6 

(55%) 

Wood  County 

Wisconsin  Rapids 

7/94 

26 

2 

( 8%) 

7/95 

19 

9 

(47%) 

Marshfield 

11/94 

24 

8 

(33%) 

7/95 

7 

5 

(71%) 

'Villages  of  Ashwaubenon,  Howard,  Allouez,  Ledgeview 


Continued  from  previous  page 
bacco  sales  laws.  This  review  also 
suggests  that  community-based 
compliance  checks  coupled  with  ac- 
tive law  enforcement  can  decrease 
illegal  sales,  as  shown  in  Green  Bay, 
and  La  Crosse  and  Rock  Counties. 
However,  studies  of  compliance  op- 
erations without  enforcement  (e.g. 
Green  Bay)  show  that  initial  declines 
in  sales  are  not  sustained  in  the  long- 
term.7 

Despite  tobacco  access  laws,  there 
is  widespread  public  belief  that  mi- 
nors can  readily  obtain  tobacco 
products.  In  a 1993  Wisconsin  sur- 
vey of  3844  adults  and  294  youth 
ages,  the  majority  of  adults  (70%) 
and  youth  (83%)  believed  that  it  was 
easy  or  somewhat  easy  for  minors 
to  purchase  cigarettes.8 

Elements  of  successful  access  to- 
bacco access  laws  include  licensing 
tobacco  merchants,  graduated  mon- 
etary penalties  for  selling  to  minors, 
and  license  suspension  for  repeated 
sale  to  minors.9  Furthermore,  strong 
community  support,  an  active  law 
enforcement  commitment,  and  con- 
sistent media  messages  are  neces- 
sary elements  in  a successful  strat- 
egy to  limit  youth  access  to  tobacco. 

The  successful  campaign  to  edu- 
cate adults  about  the  health  benefits 
of  a tobacco-free  environment  is  re- 
flected in  declining  adult  smoking 
rates  and  increasing  attempts  to  quit. 
The  public's  concern  about  tobacco 
related  health  problems  is  also  re- 
flected in  its  strong  support  for 
smoking  prevention  among  our 
state's  youth.  The  translation  of  that 
concern  into  effective  public  policy 
is  an  ongoing  effort.  The  success  of 
that  effort  will  determine  smoking 
behaviors  among  our  youth  and  the 
resulting  health  and  economic  con- 
sequences for  generations  to  come. 
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Editor's  note:  This  study  demonstrates 
that  merchants  in  Wisconsin  continue  to 
profit  from  the  sale  of  addictive  tobacco  prod- 
ucts to  our  children.  Physicians  need  to  add 
their  names  to  the  public  demand  for  active 
enforcement  of  these  important  laws.  T.M.  ❖ 
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WAPC  Position  Statement 

Human  Immunodeficiency  Virus  (HIV) 

education  and  testing  in  the  perinatal  period 


Wisconsin  Association  for 
Perinatal  Care  recommendations 

All  pregnant  women  should  be  provided  with  cul- 
turally, linguistically,  educationally,  and  age-appro- 
priate information  regarding  HIV  risk  factors  and 
prevention. 

All  pregnant  women  should  be  offered  and  encour- 
aged to  accept  voluntary  HIV  antibody  testing  early 
in  pregnancy. 

Introduction 

Human  immunodeficiency  virus  (HIV)  infection  is  a 
growing  cause  of  morbidity  and  mortality  among 
women  and  children.  HIV  is  the  fourth  leading  cause 
of  death  in  women  ages  25-44  years,  and  the  seventh 
leading  cause  of  death  in  children  ages  1-4  years  in 
the  United  States.  Heterosexual  women  comprise 
the  most  rapidly  increasing  group  infected  with  HIV 
in  the  United  States.1  As  more  women  are  infected 
with  HIV,  more  infants  are  subsequently  at  risk  of 
acquiring  the  disease.  There  are  7,000  births  to 
women  with  HIV  infection  each  year  in  the  USA.  It 
is  estimated  that  99%  of  new  cases  of  HIV  infection 
in  children  in  1994  occurred  via  perinatal  transmis- 
sion of  the  virus  from  mother  to  infant.2 

Early  intervention  in  the  course  of  HIV  disease  has 
led  to  improvements  in  the  survival  and  quality  of 
life  of  infected  children  and  adults.  When  HIV  in- 
fection is  identified  early  in  pregnancy,  intervention 
options  can  be  presented  for  the  well-being  of  the 
woman  and  her  newborn.  Results  from  a recent  ran- 
domized, placebo-controlled  clinical  trial3  have 
shown  that  the  risk  of  perinatal  transmission  of  HIV 
can  be  significantly  reduced  by  administering 
zidovudine  (ZDV  or  AZT)  in  the  antepartum, 
intrapartum,  and  neonatal  period.4  This  strategy  de- 
pends on  an  HIV-infected  woman  knowing  her  sta- 
tus and  receiving  sound  advice  on  decreasing  the  risk 
of  perinatal  transmission  of  the  virus.  Recognizing 
this,  the  United  Stated  Public  Health  Service,5  the 
American  College  of  Obstetricians  and  Gynecolo- 
gists,8 the  American  Academy  of  Pediatrics,7  the  Wis- 
consin Division  of  Health8  and  other  statewide 
groups9  have  each  recommended  universal,  confi- 
dential HIV  counseling  and  voluntary  testing  of  all 
pregnant  women. 

This  position  statement  presents  information 
about  HIV  infection  in  women  and  infants,  and  rec- 


ommendations for  health  care  providers  concerning 
HIV  education  and  testing  in  the  perinatal  period.  It 
is  intended  to  complement  other  publishing  guide- 
lines for  counseling,  testing,  and  managing  the  health 
care  of  children  and  adults  with  HIV  infec- 
tion 10-n'12-13,14,15,16 

Vertical  transmission  of  HIV 

The  risk  of  vertical  transmission  of  HIV  is  between 
13  and  40%. 17,18,19,20,21  HIV  can  be  transmitted  from  a 
woman  to  her  child  in  the  course  of  pregnancy,  dur- 
ing the  birth  process,  and  through  breast-feeding.22,23 
The  proportion  of  transmission  at  each  of  these  times 
is  uncertain.  However,  there  is  evidence  that  more 
than  half  of  transmission  occurs  close  to,  or  at  the 
time  of,  labor  and  delivery.  Maternal  factors  that  have 
been  associated  with  an  increased  risk  of  vertical 
transmission  include  recent  onset  of  HIV  infection, 
advanced  maternal  disease  (AIDS,  low  CD4+  cell 
count,  or  high  viral  load),  chorioamnionitis,  pro- 
longed rupture  of  the  membranes,  preterm  delivery, 
and  intrapartum  events  that  increase  exposure  of  the 
newborn  to  maternal  blood  and  secretions.19,20,21 

HIV  in  women  and  infants  in  Wisconsin 

As  shown  in  Tables  1 and  2,  HIV  infection  cases  origi- 
nate from  all  regions  of  the  state.  One  hundred  and 
twenty  four  infants  were  born  to  HIV-infected 
women  in  Wisconsin  between  1989-94  as  determined 
by  blinded  seroprevalence  studies.24 

Recommendations 
HIV  Education 

All  pregnant  women  should  be  provided  with  cul- 


Table  1:  HIV  Seroprevalence  among  childbearing 
women  in  Wisconsin  by  region:  1989-1994 


Region 

HIV+ 

Rate/ 10,000 

Milwaukee  Co. 

78 

8.2 

Southeastern 

12 

1.8 

Dane  Co. 

9 

2.9 

Southern 

4 

0.9 

Northeastern 

6 

0.9 

East  Central 

5 

3.4 

Northern 

6 

1.8 

Western 

4 

0.9 

Total 

124 

3.1 

30 
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turally,  linguistically,  educationally,  and  age-specific 
information  regarding  HIV  risk  factors  and  preven- 
tion. 

Factors  that  increase  the  risk  of  HIV  infection  in- 
clude: 

• Involvement  in  a non-monogamous  sexual  rela- 
tionship. 

• Current  or  previous  substance  abuse  (especially 
intravenous  drug  use)  in  the  woman  or  her  sexual 
partner(s). 

• Sex  with  partner(s)  who  has  sex  with  other  men. 

• Transfusion  of  blood  or  blood  products  before 
adequate  screening  began  (between  1978-1985). 

Universal  Testing 

All  pregnant  women  should  be  offered  and  encour- 
aged to  accept  voluntary  HIV  antibody  testing  early 
in  pregnancy.  Ideally,  all  individuals  or  couples 
would  be  offered  HIV  antibody  testing  prior  to  con- 
ception. However,  preconceptional  counseling  is  not 
yet  the  norm,  and  57%  of  pregnancies  are  unin- 
tended.25 

HIV  antibody  testing  should  be  offered  in  a sup- 
portive and  straightforward  manner.  Most  women, 
with  appropriate  discussion,  accept  HIV  testing  when 
it  is  presented  as  part  of  routine  prenatal  care.26,27  If 
testing  is  perceived  as  judgmental  or  coercive,  a 
woman  may  be  discouraged  from  continuing  prena- 
tal care. 

For  women  who  were  not  tested  during  preg- 
nancy, voluntary  HIV  antibody  testing  should  be  of- 
fered and  encouraged  at  the  time  of  labor  and  deliv- 
ery. If  HIV  antibody  testing  prior  to  delivery  cannot 
be  documented,  post-partum  testing  with  the 
mother's  consent  should  be  encouraged. 

Why  Universal  Testing? 

Counseling  and  testing  strategies  that  are  targeted 
only  to  women  who  report  high-risk  behaviors  fail 
to  identify  as  many  as  50-70%  of  infected  women.28 
Women  may  not  perceive  their  own  behavior  as  plac- 
ing them  at  risk  for  acquiring  HIV,  and  may  not  be 


Table  2:  Results  of  blinded  HIV  antibody  testing 
neonatal  blood  specimens  - Wisconsin,  1989-1994 


Year 

Specimens  Tested 

HIV+ 

Percent  + 

1989 

63,716 

15 

0.024% 

1990 

70,261 

30 

0.043% 

1991 

69,903 

14 

0.020% 

1992 

68,164 

23 

0.034% 

1993 

67,779 

19 

0.028% 

1994 

65,098 

23 

0.035% 

Total 

404,921 

124 

0.031% 

aware  of  their  partner(s)'  behavior  or  HIV  status. 
Counseling  and  testing  strategies  based  on  preva- 
lence in  a geographic  region  or  demographic  group 
may  delay  or  discourage  counseling  and  testing  in 
women  who  are  not  perceived  to  be  at  risk,  and  could 
lead  to  discriminatory  testing  practices. 

Universal  counseling  and  testing  of  pregnant 
women  provides  a uniform  policy  that  reaches  HIV 
infected  women  in  all  regions  of  Wisconsin  and  from 
all  demographic  groups.  Although  additional  re- 
sources will  be  needed  to  counsel  and  test  all  preg- 
nant women  in  the  state,  effective  implementation 
of  this  policy  and  subsequent  intervention  will  re- 
duce HIV-related  morbidity  in  infected  women. 
Averted  vertical  transmission  and  early  identification 
of  infected  newborns  will  decrease  both  mortality  and 
morbidity  in  this  group.  This  strategy  becomes  cost- 
effective  even  in  a low-prevalence  state  such  as  Wis- 
consin in  three  infections  can  be  prevented  each 
year.29 

About  the  HIV  test 

The  testing  procedure  for  adults  consists  of  screen- 
ing a single  sample  of  blood  with  an  ELISA  (enzyme- 
linked  immunosorbant  assay)  to  identify  antibodies 
to  HIV.  Positive  ELISA  tests  are  repeated  on  the  same 
sample  of  blood.  Specimens  that  are  positive  by  re- 
peat ELISA  testing  are  subjected  to  Western  blot  test- 
ing for  antibodies  specific  to  viral  proteins.  This  se- 
quence of  tests  (ELISA-ELISA-Western  blot)  has  a 
false  positive  rate  below  1:100,000. 

Summary  of  steps  for  pre-test  counseling30 

• Clarify  why  routine  prenatal  testing  with  consent 
is  being  recommended  for  all  pregnant  women. 

• Review  risk  factors  for  HIV  infection  and  counsel 
regarding  risk  reduction  measures. 

• Provide  written  information  to  reinforce  educa- 
tion and  counseling.31 

• Explain  and  discuss  confidentiality,  partner  noti- 
fication, and  options  for  anonymous  testing.  Re- 
view consent  form  and  obtain  written  consent. 

• Obtain  blood  specimen  as  part  of  routine  prenatal 
panel. 

• Provide  additional  information  and  referrals  for 
needed  services  as  indicated  (e.g.,  substance  abuse 
treatment,  psychologic  or  social  support). 

• Reinforce  the  importance  of  returning  for  prena- 
tal care  including  review  of  laboratory  test  results. 

Summary  of  steps  for  post  test  counseling 

Negative  HIV  Test  Result 

• Give  test  results,  provide  time  for  expression  of 
feelings  and  concerns,  and  assess  for  mental  stress. 

• Review  risk  reduction  measures  for  prevention  of 

Continued  on  next  page 
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HIV  transmission. 

• Recommend  repeat  testing  if  risk  factors  persist 
or  have  occurred  with  the  previous  six  months. 

• Provide  information  and  referral  for  community 
resources  (e.g.,  substance  abuse  treatment, 
psychologic  or  social  support). 

Indeterminate  HIV  Test  Result 

Indeterminate  Western  blot  results  occur  occasion- 
ally. This  may  be  due  to  incomplete  antibody  re- 
sponse to  HIV  in  persons  who  are  HIV-infected,  or  a 
nonspecific  cross-reaction  in  persons  who  are  not 
HIV-infected.  Incomplete  antibody  responses  may 
occur  in  recently  infected  persons  who  are  sero-con- 
verting,  persons  with  end-stage  HIV  disease,  and 
HIV-exposed  newborns  who  are  seroreverting.  Non- 
specific cross-reactions  producing  indeterminate  HIV 
results  are  more  frequent  in  pregnant  and  parous 
women,  and  persons  with  autoimmune  diseases. 

• Give  test  results,  provide  time  for  expression  so 
feelings  and  concerns,  and  assess  for  mental  stress. 

• Explain  that  this  is  not  a positive  test,  but  requires 
further  evaluation. 

• Review  the  woman's  health  history  and  risk  fac- 
tors for  HIV  infection. 

• Review  risk  reduction  methods  for  prevention  of 
transmission  of  HIV. 

• Repeat  testing  immediately  to  distinguish  between 
recent  seroconversion  and  a negative  test  result. 
Testing  for  HIV  DNA  by  polymerase  chain  reac- 
tion (PCR)  may  be  useful. 

• Provide  information  and/or  referral  for  commu- 
nity resources,  and  counseling  and  other  support 
services  as  indicated. 


Table  3.  Treatment  of  HIV-infected  pregnant  women 
and  their  infants  AZT  Regimen  from  ACTG  Proto- 
col 076 


Pregnant  Women 

AZT  100  mg/ dose  5x/ day  po 
begin  after  14  weeks  gestation 
continue  until  labor 

AZT  IV  during  labor 
2 mg /kg  load 
1 mg  /kg /hr  IV  infusion 

Newborn  Infants 

AZT  2mg/kg/ dose  po  QID 

6 weeks  therapy,  if  HIV  PCR  negative 

CBC  at  birth  and  4 weeks 

to  check  white  count,  hematocrit 


Positive  HIV  test  residts 

• Give  test  results,  provide  time  for  expression  of 
feelings  and  concerns,  and  assess  for  mental  stress. 

• Clarify  the  difference  between  HIV  infection  and 
AIDS. 

• Explain  that  it  is  important  for  the  woman  to  re- 
ceive early  and  ongoing  care,  both  for  the  man- 
agement of  her  HIV  infection  and  the  monitoring 
of  her  pregnancy. 

• Discuss  perinatal  transmission  and  intervention 
that  can  decrease  its  risk  (e.g.,  zidovudine  during 
pregnancy  and  in  the  neonatal  period,  avoiding 
breast-feeding). 

• Discuss  possible  effects  of  the  pregnancy  on  HIV 
disease  progression. 

• Offer  medical  information  to  enable  the  woman 
to  make  informed  reproductive  decisions. 

• Review  guidelines  for  risk  reduction  in  prevent- 
ing the  transmission  of  HIV. 

• Discuss  future  plans  to  notify  sexual  and  needle- 
sharing partners. 

• Encourage  HIV  testing  of  children  born  since  HIV 
positivity  occurred  or  since  1977  if  infection  tim- 
ing is  unknown. 

• Provide  resources  for  counseling  and  other  pro- 
fessional support  services  as  indicated. 

• Discuss  community  resources  available  to  persons 
with  HIV  infection. 

• Submit  report  of  positive  test  results  to  the  Wis- 
consin AIDS/HIV  Program. 

Despite  the  advantages  of  being  tested  for  HIV, 
adverse  consequences  may  occur  following  a diag- 
nosis of  HIV  infection.  Possibilities  include  breach 
of  confidentiality,  stigmatization,  domestic  violence, 
psychological  disturbances,  suicidal  thoughts  or 
plans,  and  loss  of  relationships,  employment  and 
health  insurance.  Referral  for  psychological,  social 
or  legal  service  may  help  avert  some  potential  ad- 
verse effects. 

Intervention  for  HIV  infection 
in  the  perinatal  period 

Maternal 

An  HIV-infected  pregnant  woman  should  be  evalu- 
ated to  assess  her  own  health,  including  the  possible 
need  for  anti-retroviral  therapy  and/or  antimicrobial 
prophylaxis,  according  to  published  guidelines.32  33 
Baseline  immunologic  and  hematologic  parameters 
should  be  established  and  assessed  periodically  for 
disease  progression.  Arrangements  should  be  made 
to  assure  continuity  of  general  medical  and  HIV  spe- 
cific care. 

The  previously  cited  clinic  study  (ACTG  076)3  sug- 
gests that  zidovudine  treatment  of  HIV-infected  preg- 
nant women  may  decrease  the  rate  of  transmission 
of  HIV  from  mother  to  infant  from  25%  in  untreated 
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pais  to  8%  in  treated  pairs.  The  protocol  used  by 
these  investigators  includes  administering 
zidovudine  orally  starting  after  the  first  trimester, 
intravenously  during  labor  and  delivery,  and  orally 
to  the  infant  for  six  weeks  after  birth  (Table  3).  Al- 
though long-term  effects  of  ziduvudine  exposure  in 
the  perinatal  period  are  unknown,  the  medication 
was  tolerated  well  by  both  mothers  and  infants  in 
the  study.  Risks  and  benefits  of  zidovudine  treat- 
ment should  be  discussed  with  the  HIV  infected 
woman  to  allow  her  to  make  a fully  informed  choice 
about  zidovudine  use. 

Other  interventions  that  may  decrease  the  risk  of 
transmission  of  HIV  from  mother  to  baby  include: 

• Advise  against  breast  feeding  of  the  infant. 

• Avoid  procedures  that  may  increase  the  risk  of 
exposure  of  the  child  to  maternal  blood  and  se- 
cretions. (eg.  scalp  electrode,  scalp  pH,  early  arti- 
ficial rupture  of  membranes,  etc.) 

(It  has  been  suggested  that  caesarean  section  may  decrease 
the  risk  of  perinatal  transmission  of  HIV34.  However,  data 
on  this  topic  remain  incomplete.  Caesarean  section  should 
be  performed  for  usual  obstetric  indications  only.) 


Neonatal 

Infants  born  to  women  with  HIV  infection  will  have 
passively  acquired  maternal  antibody  to  HIV,  even 
though  they  may  not  be  infected  with  HIV.  Diagno- 
sis of  HIV  infection  in  infants  requires  identification 
of  the  virus,  or  viral  DNA.  This  can  usually  be  ac- 
complished by  1 to  4 months  of  age  using  polymerase 
chain  reaction  (PCR)  for  HIV  DNA,  or  HIV  culture. 
Infants  infected  with  HIV  in  utero  may  have  posi- 
tive HIV  DNA  PCR  shortly  after  birth.  In  infants 
infected  late  in  utero  or  around  the  time  of  birth,  HIV 
DNA  PCR  or  HIV  culture  may  be  positive  only  after 
1 to  4 months  of  age. 

Infants  should  be  followed  for  18  months  to  docu- 
ment loss  of  passively  acquired  maternal  HIV-di- 
rected antibodies  (seroreversion).  The  State  Epide- 
miologist should  be  sent  another  HIV  report  form 
with  the  reclassification  when  seroreversion  occurs. 

Approximately  20%  of  children  perinatally  in- 
fected with  HIV  develop  rapidly  progressive  disease 
and  die  within  the  first  few  years  of  life.  The  remain- 
der of  children  with  perinatally  acquired  HIV  have  a 
more  chronic  course,  with  a median  life  expectancy 
of  9 years.35 

Continued  on  next  page 


FAMILY  PRACTITIONER... 

Want  to  share  call  with  11  other  Family  Practitioners 
and  live  in  the  Brainerd  Lakes  Area?  Immediate  open- 
ing available  at  Brainerd  Medical  Center. 

Brainerd  Medical  Center,  PA 

• 30  physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local 
hospital  - St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Less  than  2-1  /2  hours  from  the  Twin  Cities,  Duluth 
and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 


Call  Collect  to  Administrator: 
Curt  Nielsen 

(218)  828-7105  or  (218)  829-4901 
2024  South  6th  Street 
Brainerd,  MN  56401 


EMERGENCY  ROOM  PHYSICIAN 


Sauk  Prairie  Memorial  Hospital  located  30  min- 
utes north  of  Madison,  Wisconsin,  seeks  a full- 
time emergency  room  physician  to  join  two  full- 
time ER  physicians  in  expanding  services.  Must 
be  BC/BE  in  family  practice  or  other  primary  care 
field.  Certification  in  ACLS/ ATLS/PALS  re- 
quired. Our  candidate  must  be  interested  in 
teaching,  community  involvement,  and  a will- 
ingness to  make  a commitment  in  a beautiful 
geographical  area  that  offers  year  around  recre- 
ation plus  numerous  opportunities  for  profes- 
sional, educational  and  cultural  growth.  Located 
in  the  Wisconsin  River  Valley  midway  between 
Madison  and  Wisconsin  Dells,  we  offer  an  up- 
to-date  and  modern  36  bed  facility  with  an  ex- 
panding young,  primary  care  and  specialty  medi- 
cal staff.  For  confidential  consideration,  please 
send  resume  to: 

Human  Resources 
Sauk  Prairie  Memorial  Hospital 
80  1st  Street 

Prairie  du  Sac,  WI  53578 


Equal  Opportunity  Employer 
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Pneumocystis  carinii  pneumonia  (PCP)  is  the  most 
common  opportunistic  infection  in  children  with  HIV 
infection,  with  peak  onset  between  3 to  6 months  of 
age.  Effective  antibiotic  prophylaxis  for  this  fre- 
quently fatal  disease  relies  on  early  identification  of 
HIV  exposure,  ideally  through  prenatal  identification 
of  HIV-infection  of  the  mother.  Current  Centers  for 
Disease  Control  recommendations36  for  PCP  prophy- 
laxis suggest  that  all  children  born  to  women  with 
HIV  infection  receive  appropriate  prophylaxis  begin- 
ning at  4-6  weeks  of  age.  The  most  common  medica- 
tion used  for  PCP  prophylaxis  in  children  is 
trimethoprim-sulfamethoxazole.  The  drug  is  usually 
well  tolerated  in  children.  The  usual  dose  for  PCP 
prophylaxis  if  150  mg/M2/day,  given  in  2 equal 
doses,  three  days  weekly.  Guidelines  for  the  care  of 
HIV-infected  children  have  been  published  by  the 
State  of  Wisconsin  Division  of  Health.10 

For  additional  information  on  HIV  and  AIDS  re- 
sources and  services  in  Wisconsin  call  1 -800-334- 
AIDS.  In  Milwaukee  call  273-AIDS. 
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T ake  two  of  these  tonight 


• • • 


Call  5 in  the  morning. 


Finally.  A plan  that  eliminates  your  health  care  headaches  and  gives  you  a 
balanced  approach  to  employee  benefits. 

Here  at  SMS  Insurance  Services,  we've  found  a way  to  ease  the  aches  and 
pains  of  providing  health  insurance. 

We've  custom-designed  a health  benefits  plan  specifically  for  members  of  the 
State  Medical  Society  and  your  employees.  The  State  Medical  Society  Health 
Plan  will  allow  you  to  achieve  the  important  balance  of  providing  a superior 
health  package  with  controlling  costs  of  medical  care. 

The  State  Medical  Society  Health  Plan  offers  comprehensive  benefits,  cost 
controls,  and  competitive  prices  all  with  the  total  freedom  of  choice  to  see 
virtually  any  health  care  provider. 

For  a prescription  to  cure  your  health  care  needs,  please  contact  your  SMS 
Insurance  Services  representative  at  I-800-5U5-063I. 


Endorsed  by: 


INSURANCE  SERVICES,  INC. 


Underwritten  by: 
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HEALTH  INSURANCE 
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Wisconsin  Physicians  Service  Insurance  Corporation 
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Socioeconomic 


One  of  a kind 

Combining  sports  medicine,  rehabilitation  and  family 
clinical  care  makes  physical  and  fiscal  sense  for  UW  Clinics 


Michael  Muckian,  special  to  WMJ 

The  last  thing  Lori  Gunderson 
expected  was  the  "pop"  she 
felt  behind  her  left  patella.  The  16- 
year-old  high  school  athlete  was  just 
5 minutes  into  a fierce  high  school 


soccer  game  when  she  felt  the  sen- 
sation, followed  by  the  sickening 
feeling  of  water  flowing  down  the 
inside  of  her  leg  from  kneecap  to 
ankle. 


University  of  Wisconsin  athletic 
trainer  Joe  Greene,  on  hand  to  cover 
the  game  for  James  Madison  Memo- 
rial High  School,  recognized  the 
Continued  on  next  page 


Patients  exercising  in  the  cardiac  rehab  room  at  UW  Clinics-Research  Park.  Photos  by  Bob  Rashid 
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signs  as  he  met  her  at  the  bench.  It 
was  a familiar  sight  for  the  veteran 
trainer.  Greene  didn't  wait  until  the 
end  of  the  game  before  rushing  her 
to  Madison's  UW  Hospital  Sports 
Medicine  Center;  he  was  represent- 
ing the  Center  on  site  in  an  outreach 
capacity. 

It  was  only  later  that  Gunderson 
learned  she  had  torn  an  anterior  cru- 
ciate ligament  connecting  her  tibia 
to  her  femur.  Following  2 weeks  of 
intensive  exercise  therapy  she  un- 
derwent ligament  reconstruction 
surgery  and  began  daily  rehabilita- 
tion, under  Greene's  guidance,  to 
recondition  her  injured  knee. 


Gunderson's  case  was  not  an  iso- 
lated one  as  the  demands  of  more 
strenuous  lifestyles  have  taken  their 
toll  in  injuries  on  athletes  of  all  ages 
and  abilities.  On  any  given  day  doz- 
ens of  them  can  be  found  astride  the 
aerobic  equipment,  hoisting  weights 
or  walking  the  track  circumnavigat- 
ing the  exercise  area  at  UW  Clinics- 
Research  Park  Sports  Medicine  Fit- 
ness Center. 

But  UW  Clinics-Research  Park 
differs  markedly  from  other  health 
clubs,  fitness  facilities,  and  even 
from  the  old  UW  Sports  Medicine 
Center  on  University  Avenue.  The 
82,000-square-foot  facility  brings  to- 
gether in  one  building  a variety  of 


Curt  Kowalczyk,  certified  orthotist,  works  in  the  cast  room  at  UW  Clinics-Research  Park, 
shaping  a positive  model  of  afoot  which  will  he  used  as  a mold  for  a brace.  The  model  is  made 
from  plaster  of  Paris. 


specialties  committed  to  health  pro- 
motion and  preventive  medicine. 
And  it  does  so  in  a way  that  offers 
care  for  the  entire  family  from  injury 
diagnosis  and  treatment  up  through 
rehabilitation  and  release. 

"To  have  built  something  like  this 
just  to  house  sports  medicine  treat- 
ment makes  no  sense  at  all,"  ex- 
plains Brad  Sherman,  director  of  the 
$12  million  facility.  "By  bringing 
together  a variety  of  programs  us- 
ing similar  services  to  maximize 
both  treatment  methodologies  and 
variable  facilities  makes  a lot  of 
sense." 

The  spacious  new  facility  located 
at  621  Science  Drive  in  Madison's 
Research  Park  houses  a variety  of 
interrelated  programs: 

• The  UW  Hospital  Sports  Medicine 
Center  offers  diagnosis  and  treat- 
ment for  patients  with  sports-re- 
lated injuries  and  medical  condi- 
tions affecting  athletic  perfor- 
mance. The  center's  services  in- 
clude an  athletic  training  outreach 
program  like  the  kind  Greene  par- 
ticipates in;  an  exercise  science  lab 
that  measures  everything  from 
muscle  strength  to  aerobic  capac- 
ity; health  promotion  programs; 
and  a fitness  center  houses  in  an 
atrium-like  central  court  with  30- 
foot  ceilings. 

In  addition,  the  center's  lower 
level  contain  a 25-yard  five-lane 
lap  pool  and  a warm  water  pool 
for  aquatic  therapy.  There  also 
several  adjoining  aerobic  rooms, 
including  one  with  a dance  floor 
installed  under  the  parquet  tiles. 

• The  Preventive  Cardiology  Pro- 
gram provides  cardiac  patients  di- 
agnostic exercise  equipment,  nu- 
trition counseling,  back-to-work 
evaluations,  customized  exercise 
prescriptions  and  supervised  ses- 
sions. 

• The  Comprehensive  Spine  Center 
includes  a clinic  and  physical 
therapy  program  for  patients  with 
back  pain  or  injuries.  The  pro- 
gram offers  diagnosis  and  treat- 
ment of  spinal  problems  by  phy- 
sician specialists,  with  rehabilita- 
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Instructor  Nicky  Plaut,  left,  leads  student  Jeanne  Whitsitt  in  stretching  exercises  in  one  of 
the  exercise  rooms. 


tion  opportunities  just  down  the 
hall. 

• The  new  Family  Medicine  Clinic, 
which  offers  primary  care  for  pa- 
tients of  all  ages,  serves  as  a foun- 
dation of  the  facility's  care  pro- 
gram. 

• And  the  Occupational  Medicine 
program,  which  assists  employers 
by  referring  physicians,  insurers 
and  workers  to  help  prevent  on- 
the-job  injuries  and  rehabilitate 
those  workers  that  have  been  in- 
jured. The  program  also  identifies 
productive  alternatives  for  pa- 
tients unable  to  return  to  their  pre- 
vious positions. 

"The  theory  behind  this  place  is 
to  try  and  bring  together  heavy  us- 
ers of  similar  services  and  technolo- 
gies," explains  Dr  Ben  Graf,  who 
specializes  in  knee  and  shoulder  re- 
constructive surgery  in  the  Sports 
Medicine  Center.  "This  gives  us  big- 
ger and  better  resources  than  we  oth- 
erwise could  have  by  ourselves." 

The  various  departments  share 
joint  usage  of  the  facility's  x-ray  cen- 
ter, for  example,  as  well  as  a $2  mil- 
lion magnetic  resonance  imager 
(MRI)  and  services  of  the  orthotics 
lab.  More  important  to  the  physi- 
cians staffing  the  facility  is  the  de- 
partmental integration  and  its  ef- 
fects on  patient  care. 

"We're  seeing  a real  nice  interplay 
between  cardiac  rehab  and  the  fit- 
ness area,"  Graf  says.  "Patients  can 
do  their  early  rehab  closely  super- 
vised, and  then  graduate  to  the  gen- 
eral fitness  center." 

Graf  also  sees  the  benefit  of  the 
Family  Medicine  Clinic's  presence. 
"If  we  run  into  basic  medical  prob- 
lems during  our  sports  medicine 
examination,  we  can  simply  send 
the  patient  down  the  hall  for  treat- 
ment," he  explains. 

Sherman  says  that  so  far  there's 
been  no  shortage  of  patients,  par- 
ticularly those  visiting  Sports  Medi- 
cine. "We  get  many  of  the  local  area 
high  school  and  college  athletes,  in- 
cluding 200  to  300  from  the  UW  vis- 
iting the  Exercise  Science  Lab,"  he 
explains,  estimating  that  the  lab 


alone  likely  will  conduct  more  than 
800  individual  tests  each  year. 

That's  just  the  tip  of  the  iceberg 
when  it  comes  to  patient  load  for  the 
entire  facility.  The  projected  patient 
volume  for  the  center's  first  year  will 
likely  top  66,200  clinic  visits.  That's 
not  counting  visits  by  the  600  gen- 
eral members  of  the  fitness  center, 
which  is  open  to  the  public  on  a lim- 
ited basis  for  an  annual  fee  of  $600 
per  membership  per  year. 

Sports  medicine  physical  therapy 
tops  the  patient  popularity  list  with 
an  estimated  13,000  annual  visits. 
Radiology/MRI  follows  with  12,000 
visits,  with  preventive  cardiology 
(10,800  visits)  and  sports  medicine 
(10,000  visits)  coming  next.  The 
spine  clinic  is  estimated  to  attract 
7,000  annual  visits  and  family  medi- 
cine 4,500  annual  visits. 

The  center  was  eight  years  in  the 
making,  Sherman  says.  "We  needed 
more  space  than  our  old  20,000- 
square-foot  University  Avenue  facil- 
ity. When  we  got  to  thinking  and 
talking,  we  began  realizing  how  sev- 


eral departments  might  effectively 
begin  working  more  closely  together 
in  the  right  environment,"  he  adds. 

The  groundbreaking  on  April  22, 
1994,  was  followed  eventually  by 
formal  dedication  this  past  Septem- 
ber by  Gov.  Tommy  Thompson,  UW 
Board  of  Regents  President  Michael 
Grebe,  UW  Madison  Chancellor 
David  Ward,  UW  Hospital  Superin- 
tendent Gordon  Deizon,  and  UW 
Medical  School  Dean  Philip  Farrell. 

"This  was  first  proposed  as  a 
21,000-square-foot  sports  medicine 
center  in  1987,"  Sherman  says. 
"We've  come  a long  way  from 
there." 

The  facility's  major  emphasis  is  as 
much  on  prevention  as  treatment, 
utilizing  the  condition  and  fitness 
equipment  in  a proactive  as  well  as 
reactive  way  relative  to  patient  in- 
juries. 

"This  provides  us  with  the  oppor- 
tunity to  consolidate  resources,  but 
for  the  UW's  point  of  view  this  also 
provides  tremendous  training  op- 
Continued  on  next  page 
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portunities  for  students  entering  any 
health  care  discipline,"  Sherman 
stresses.  Student  study  areas  adjoin 
most  major  departments  within  the 
facility.  The  center  also  includes 
classroom  and  meeting  space. 

"The  nice  thing,"  Sherman  adds, 
"is  that  despite  the  fact  that  this  is  a 
state-owned  facility,  it  is  completely 
supported  by  patient  revenues.  No 
tax  dollars  go  to  support  the  center." 
Self-  and  private-insured  patients 
are  able  to  use  the  facilities.  The  cen- 
ter also  is  a provider  for  Unity 
Health  Care  and  Group  Health  Co- 
operative clients. 

Sherman  and  Graf  both  agree 
there's  no  other  facility  quite  like  this 
anywhere  else  in  the  country,  and 
there  may  never  be  again. 


"There  were  tremendous  forces 
driving  the  development  of  UW 
Clinics-Research  Park,"  Sherman 
says.  "This  is  just  my  personal  opin- 
ion, but  1 think  decentralization  of 
health  care  will  prevent  the  devel- 
opment of  many  more  if  any  facili- 
ties like  this  one." 

Physicians  like  Graf,  Dr  Thomas 
Zdeblick,  Dr  Greg  Landry  and  other 
who  staff  the  facility  find  that  view 
realistic,  but  disappointing,  espe- 
cially as  they  watch  serious  cardiac 
patients  or  spinal  injuries  move 
through  rehabilitative  steps  from  be- 
ing closely  monitored  to  eventually 
being  able  to  interact  and  exercise 
with  members  of  the  general  public 
who  use  the  center's  workout  facili- 
ties. 


Efficiencies  of  space  and  econo- 
mies of  scale  have  made  UW  Clin- 
ics-Research Park  an  inordinately 
successful  therapeutic  concept,  one 
that  benefits  everyone  involved. 
That's  something  you  can  see  in  the 
faces  of  student  athletes  like  Lori 
Gunderson,  who  are  up  and  pum- 
meling  other  soccer  balls  in  half  the 
time  they  would  be  had  they  had  to 
visit  separate  facilities. 

"When  things  work  well  here  we 
can  accomplish  an  awful  lot  in  one 
day,"  Graf  says  as  he  looks  through 
the  glass  wall  at  an  elderly  cardiac 
patient  taking  his  first  tentative  steps 
up  onto  the  pedals  of  a Stairmaster. 
Almost  on  cue,  physician  and  pa- 
tient both  smile  as  if  sharing  the 
same  secret. ❖ 


Water  aerobics  instructor,  Tracy  Cooney,  demonstrates  an  exercise  to  her  senior  water  aerobics  class,  in  the  UW  Clinics-Research  Park  pool. 
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More  than  I , physicians  in 
Wisconsin  are  operating  in  the 
21st  century 


WHIN  - Wisconsin  Health  Information  Network-links 
physicians  to  the  data  they  need  at  labs,  pharmacies,  hospitals, 
clinics  and  insurance  companies.  It's  the  professional  way  to 
communicate,  for  today,  and  tomorrow. 

With  WHIN  you  can  • Quickly  access  test  results  and  X-ray 
reports  • Instantly  confirm  insurance  eligibility...  before  service  i 
provided  • Reduce  claim  processing  time  and  cost  • Review 
patient  census...  and  more,  from  anywhere,  any  time. 

WHIN  is  all  about  improved  quality 
of  care  and  cost  control  in 
your  practice.  That's  why 
WHIN  is  endorsed  by 
groups  like  the  State 
Medical  Society  of 
Wisconsin  and  Primary 
Resources,  Ltd.,  a subsidiary 
of  the  Wisconsin  Hospital  Association. 

And,  that's  why  physician  enrollment 
in  WHIN  today  is  1,270  plus...and 
counting! 


For  more  information  on  the  Wisconsin  Health  Information  Network  and  how  you  can  sign  on, 
please  call  414-792-6161  or  1-800-331 -WHIN  (9446). 

Your  Healthcare  Connection 

Wisconsin  Health  Information  Network 
HI  450  North  Sunnyslope  Road,  Suite  90 

Brookfield,  Wl  53005 

Visit  our  home  page  at  http://www.fetch.com/whin/net.html 
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A word  from  WIPRO 

Warfarin  encouraged  for 

stroke  prevention  in  atrial  fibrillation 


Jay  A.  Gold,  MD,  JD,  MPH,  Madison 

The  Wisconsin  Peer  Review  Or- 
ganization, in  partnership 
with  collaborating  hospitals,  is 
implementing  a project  to  increase 
the  use  of  warfarin  to  prevent  stroke 
in  atrial  fibrillation  patients. 

A number  of  studies1"5  have 
shown  that  anticoagulation  of  pa- 
tients with  atrial  fibrillation  can  sig- 
nificantly decrease  their  risk  of 
stroke.  A metaanalysis  of  these  stud- 
ies6 concluded  that  warfarin  therapy 
reduces  the  risk  of  thromboembolic 
stroke  by  68%;  in  women,  the  reduc- 
tion in  risk  was  84%.  On  this  basis, 
the  American  College  of  Physicians 
recommended  warfarin  as  the  drug 
of  choice  for  patients  who  are  can- 
didates for  anticoagulation,7  echoing 
the  earlier  recommendation  of  the 
Consensus  Conference  report  of  the 
American  College  of  Chest  Physi- 
cians.8 Results  of  a 5-year  patient 
outcome  study  sponsored  by  the 
Agency  for  Health  Care  Policy  and 
Research,  confirming  these  findings, 
recently  were  announced  a year 
early9  because  of  their  potential  ben- 
efit to  patients. 

Studies  comparing  warfarin  and 
aspirin  indicate  that  warfarin  is  su- 
perior for  stroke  prevention,  and 


A word  from  WIPRO  is  not  reviewed  by 
the  WMJ  Editorial  Board.  Dr  Gold  is 
WIPRO's  Principal  Clinical  Coordinator. 
He  also  serves  as  Assistant  Clinical  Pro- 
fessor in  Preventive  Medicine  and 
Health  Policy  Institute  at  the  Medical 
College  of  Wisconsin,  and  as  Senior  Lec- 
turer in  Preventive  Medicine  at  the  Uni- 
versity of  Wisconsin,  Madison.  Reprint 
requests  to  Jay  A.  Gold,  MD,  JD,  MPH, 
WIPRO,  2909  Landmark  Place,  Madison, 
WI  53713.  Copyright  1996  by  the  State 
Medical  Society  of  Wisconsin. 


rates  of  major  complications  are  in- 
distinguishable.1"2 Furthermore, 
while  many  physicians  are  hesitant 
to  prescribe  warfarin  due  to  concern 
about  its  potential  to  cause  bleeding, 
the  AHCPR  study  indicates  that 
regular  monitoring  will  avoid  such 
problems  in  most  patients.  When 
properly  administered,  AHCPR  in- 
vestigators estimate  that  for  every 
major  bleeding  complication  it 
causes,  the  drug  prevents  20 
strokes.9 

WIPRO's  project  was  formulated 
in  conjunction  with  a local  study 
group  consisting  of  experts  in  car- 
diology, internal  medicine,  family 
practice,  coagulation  research,  and 
quality  improvement.  It  was  done 
in  two  phases.  The  first  phase 
looked  at  211  Medicare  cases  (ages 
60  and  older)  from  7 Wisconsin  hos- 
pitals; the  second,  299  cases  from  10 
additional  hospitals.  We  deliber- 
ately eliminated  cases  from  the 
study  for  a variety  of  reasons  (eg, 
sinus  rhythm  maintained  on  digi- 
talis); we  also  eliminated  cases 
where  there  was  an  arguable 
contraindication  for  warfarin,  even 


though  warfarin  may  well  have  been 
beneficial  (and,  indeed,  actually  was 
given)  in  some  of  these  cases.  In 
Phase  I,  162  cases  (76.6%)  of  cases 
were  found  to  be  eligible  for  the 
study  under  these  criteria.  The 
study  group  recommended  that  the 
list  of  exclusions  be  expanded  even 
further;  as  a result,  139  (46.5%)  of  the 
299  cases  in  Phase  II  were  found  eli- 
gible. 

Our  results  are  found  in  the  table 
below.  In  Phase  I,  we  found  that 
54.3%  of  eligible  patients  (61.2%  of 
those  younger  than  75)  received 
warfarin,  and  another  20.4%  re- 
ceived aspirin;  aspirin  was  more 
common  in  the  older  age  group. 
Phase  II  yielded  similar  results: 
48.9%  received  warfarin  (70.0%  of 
younger  patients),  and  an  additional 
23%,  mostly  older  patients,  received 
aspirin.  In  both  phases,  at  least  one- 
fourth  of  patients  (25.3%  in  Phase  I, 
28.1%  in  Phase  II)  received  no 
anticoagulation  therapy  at  all. 

Given  the  rigorous  elimination  of 
arguably  contraindicated  cases  from 
our  sample,  our  results  indicate 
clearly  that  warfarin  is  underused  in 


Anticoagulation  treatment  patterns 


Treated  with 

Treated  with 

Age 

N 

warfarin 

aspirin  alone 

Phase  I 

60-74 

67 

41  (61.2%) 

11  (16.4%) 

>74 

95 

47  (49.5%) 

22  123.2%1 

162 

88  (54.3%) 

33  (20.4%) 

Phase  II 

60-74 

30 

21  (70.0%) 

5 (16.6%) 

>74 

109 

47  (45.1%) 

27  124.7%! 

139 

68  (48.9%) 

32  (23.0%) 
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atrial  fibrillation  patients.  Further- 
more, physicians  tend  to  prefer  as- 
pirin over  warfarin  in  older  patients 
who  are  higher-risk,  despite  the  evi- 
dence that  it  is  less  effective  and  has 
no  fewer  complications. 

The  recommendation  of  our 
study  group,  backed  by  the  litera- 
ture, is  that  warfarin  be  given  to  pa- 
tients with  atrial  fibrillation  unless 
there  is  a clear  contraindiction. 
Without  clear  contraindications,  the 
evidence  is  convincing  that  the  ben- 
efit of  the  medication  far  outweighs 
the  risk. 
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Uncollected  Receivables  Can  Tam 
Yiur  Profit  Picture 
Upside  Down. 


Seemingly  attractive  write-offs  paint  an  ugly  picture  when  you  think  of 
their  cost  in  terms  of  equivalent  sales. 

Say  you  take  an  average  6%  profit  and  write  off  $2,000  in  bad  debts.  You 
would  have  to  generate  additional  revenue  of  more  than  $33,000  to  recover 
the  loss. 

I.C.  System  can  help  your  profit  picture  stay  right  side  up.  We’re  experts 
at  debt  collection.  In  fact,  over  1,000  business  and  professional  associations 
endorse  us,  including  yours. 

Call  I.C.  System  today. 


1-800-325-6884 
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CD  Rom  review 
Clinical  Reference 

R.  Zorba  Paster,  MD,  Oregon 

Handouts:  You  hand  it  to  the  pa- 
tient and  out  they  go  with  the  infor- 
mation. Do  you  see  a problem  with 
this  picture?  1 look  towards  one  of 
mv  wife's  favorite  sources,  the  Ran- 
dom International  Dictionary  Hand- 
out: (1)  A portion  of  food  or  the  like 
given  to  a needy  person,  such  as 
beggar.  Our  patients  are  needy  but 
they  are  certainly  not  beggars.  The 
food  though  could  be  food  for 
thought.  (2)  a press  release— Nope! 
N/A!  (3)  Any  printed,  typed,  mim- 
eographed or  photocopied  copy  of 
information,  as  a speech,  policy 
statement  or  fact  sheet  given  to  re- 
porters, attendees  at  a meeting,  or 
the  like.  BINGO!  Although  I don't 
really  think  of  my  patients  and  I as 
attendees  at  a meeting  perhaps,  we 
are? 

The  issue  with  handouts  is  com- 
munication. A recent  article  pub- 
lished in  JAMA  (11/27/95)  showed 
how  poorly  our  patients  understand 
our  instructions.  Simple  things  such 
as  an  appointment  slip  or  the  prep 
for  an  UGI  (no  food  after  10  PM) 
were  misinterpreted  nearly  40%  of 
the  time.  Far  too  often  we  assume 
our  patients  know  what  we're  say- 
ing. When  in  fact  they  often  feel  too 
threatened  by  our  authority  position 
to  ask  for  details. 

Handouts  help.  The  ones  we  get 
from  our  friendly,  happy,  cheery 
drug  folks— some  are  good  but  many 
are  biased  and  incomplete.  Tire  com- 
mercial ones— some  are  dynamite. 


This  column  is  not  reviewed  by  the  Edi- 
torial Board  of  the  Wisconsin  Medical 
Journal.  Any  products,  resources  or  other 
materials  mentioned  in  the  column  are 
not  to  be  regarded  as  endorsed  by  the 
State  Medical  Society,  nor  is  the  SMS  or 
WMJ  responsible  for  product  perfor- 
mance or  consumer  satisfaction. 


Software— Patient  Handouts 


Featured  title:  Clinical  Reference  Software— Patient  Handouts 

FOUR  titles  were  reviewed  were  bundled 
(there  are  more  titles  available) 

Adult  Health  Advisor 
Woman's  Health  Advisor 
Pediatric  Health  Advisor 
Electronic  Drug  Reference 


Publisher: 


Rating: 

Audience: 


Clinical  Reference  Systems,  7100  E.  Belleview  Ave., 
Suite  208,  Greenwood  Village,  CO  80111 
Tel:  1-800-237-8401  FAX:  303-220-1685 


Family  physicians,  internists,  pediatricians,  ER  docs, 
OB-GYNS,  general  surgeons  and  anyone  else  inter- 
ested in  good  handouts  for  their  patients 


well  written  with  good  graphics  but 
the  titles  are  limited  and  they  cost  $. 
In  this  day  of  cost  savings,  every 
handout  that  costs  a buck  costs  you 
a buck. 

So  what  we  need  is  a program  to 
generate  handouts  for  your  practice 
for  things  you  do  every  day,  to  fill 
the  niches  that  the  free  or  commer- 
cial ones  don't  fill.  And  these  hand- 
outs must  be  able  to  be  edited  or 
modified.  Sure,  the  next  doc  down 
the  street  recommends  ice  for  48 
hours  after  a sprain,  you're  a 72  hour 
person.  Your  style  is  different,  your 
written  verbiage  should  reflect  your 
style. 

That's  where  this  handy-dandy 
handout  generator  fits  in.  I evalu- 
ated four  independent  stand-alone 
programs,  which  can  be  purchased 
as  a grouping  or  separately. 

Characteristics  (of  all  the  programs) 

1.  It's  DOS  based.  Not  a drawback 

but  not  as  nifty  a screen  as  Win- 
dows programs  are. 


2.  It's  NOT  CD-ROM-Good  for 
folks  who  haven't  upgraded  yet. 

3.  It  fits  on  your  Hard  Disk.  That 
means  it's  quite  fast  (takes  only 
2-3  Megs  of  memory). 

4.  You  can  multi  task  this  with  Win- 
dows 95  or  OS/2  Warp  (for  you 
non-nerds  out  there  that  means 
you  can  run  this  program  while 
you  run  other  programs.) 

5.  Illustrations/drawings  for  some 
topics. 

6.  Bilingual  - English  and  Spanish  - . 
great  benefit  for  some  practices. 

Topics 

The  Adult  Handouts  examples  in- 
clude tendinitis,  stroke,  back  pain, 
breast  biopsy,  gastritis,  athlete's  foot, 
migraines,  laryngitis,  lithotripsy, 
ganglions. 

The  Pediatric  Handouts  examples  in- 
clude childproofing  your  home,  well 
baby  exams,  cradle  car  sickness, 
enuresis,  humidifier,  swimmers  ear, 
weaning  reluctance. 
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The  Woman's  Handouts  examples  in- 
clude amniocentesis,  breast  im- 
plants, bulimia,  osteoporosis,  help 
for  battered  women,  endometrial 
biopsy,  breast  feeding,  chronic  fa- 
tigue syndrome. 

Drug  Reference.  Pick  a drug,  get  a 
handout  which  explains  what  the 
drug  is,  how  to  take  it,  its  effects  and 
the  potential  side  effects. 

Other  titles  not  reviewed  include:  The 
Arthritis  Advisor,  The  ACOG  Advi- 
sor 

Additional  Pros 

The  Peds  handouts  have  some  infor- 
mation in  three  formats:  for  the  par- 


ent, for  the  patient,  and  for  the  teen- 
ager. I liked  this  a lot! 

And  most  importantly  each 
hand-out  can  be  edited.  You  can  put 
your  name  and  telephone  number 
on  the  heading.  You  can  go  into  the 
text  and  delete  and  add  those  things 
important  for  your  practice.  The 
major  strength  of  this  is:  individual- 
ization for  your  practice. 

The  Cons 

I sometimes  had  to  search  from  one 
program  to  the  other.  For  instance, 
mono  wasn't  in  the  adult  handout 
but  in  the  peds  handout.  A unified 
index  system  would  be  useful.  They 
told  me  that  might  be  in  an  update 
and  they  might  then  publish  this  in 


a DOS  and  CD-ROM/ Windows  for- 
mat. 

Conclusion 

If  you  want  good  patient  education 
in  your  practice,  this  is  the  place  to 
land.  The  handouts  are  templates  for 
those  who  wish  to  edit  and  fine  tune; 
they  are  complete  product  for  oth- 
ers. 1 found  that  I liked  some  just  as 
they  were  and  wanted  to  edit  oth- 
ers, when  I had  the  time.  The  topics 
were  fairly  exhaustive,  the  diagrams 
were  just  as  much  as  I needed  and 
the  tenor  was  friendly  and  at  the 
level  of  a USA  Today  article  (the  com- 
mon denominator  of  American 
parlance). 


Health 

Volunteers 

Overseas 


Health  Volunteers 


if  Overseas  is  dedicated  to 

— imProving  the  availability 

^ and  quality  of  health  care  in 

developing  countries  through  training  and  education. 
Volunteer  your  shills!  Become  a member  of  Health  Volunteers  Overseas! 

— W — 

For  more  information,  call  202-296-0928 
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Videoconferen  ci  ng 
Technology  in  medicine 

Douglas  Turecek,  Management  Information  Systems  director 


Health  care  reform.  It  would 
be  difficult  to  pick  up  a 
newspaper  or  magazine  or  tune  into 
a news  station  that  did  not  mention 
it  somewhere.  Regardless  of 
whether  you  represent  the  con- 
sumer, the  provider,  the  insurer  or 
the  regulator,  everyone  is  feeling  the 
pressure  to  create  more  efficient 
health  care  delivery  systems.  The 
reaction  to  this  pressure  is  the  key 
to  remaining  one  of  the  true  players 
in  the  health  care  arena  of  the  future. 

All  over  the  world,  the  health  care 
delivery  system  in  the  United  States 
is  consistently  rated  among  the  best. 
The  recent  heated  debate  over  re- 
form only  proves,  however,  that 
there  is  room  for  improvement.  To 
date,  the  primary  focus  has  been  on 
raising  rates  and  cutting  services, 
but  through  the  utilization  of  avail- 
able technology,  the  cost  of  provid- 
ing many  of  these  well-respected 
services  can  be  reduced. 

One  such  technology  is  video- 
conferencing.  Two-way  interactive 
video  allows  live  interaction  be- 
tween multiple  sites  while  eliminat- 
ing the  expense  of  travel  and  time 
away  from  the  practice  or  office.  It's 
not  likely  to  totally  replace  the  need 
for  occasional  live  face-to-face  net- 
working and  interaction,  but  the 
cost-saving  nature  of  videoconfer- 
encing makes  it  a viable  alternative 
in  many  situations.  Health  care  or- 
ganizations in  Wisconsin  and 
around  the  world  have  already  be- 
gun to  realize  the  potential  of 
videoconferencing  in  applications 
such  as  education/training,  tele- 
medicine, administration,  and  com- 
munity outreach. 


The  State  Medical  Society  of  Wis- 
consin (SMS)  has  initiated  the  devel- 
opment of  the  Videoconferencing 
Advisory  Council  (VAC)  which  con- 
sists of  the  major  health  care  organi- 
zations in  Wisconsin.  The  VAC  is 
dedicated  to  using  videoconfer- 
encing technology  to  reduce  costs 
and,  ultimately,  to  further  the  com- 
mitment to  delivering  quality  health 
care  to  the  citizens  of  Wisconsin. 

In  addition  to  the  SMS,  founding 
members  of  the  VAC  include:  Au- 
rora Health  Care,  Dean  Medical, 
Gundersen  Medical  Foundation, 
Marshfield  Clinic,  Medical  Society 
of  Milwaukee  County,  Meriter 
Health  Services,  Rock  County  Medi- 
cal Society,  U.W.-Madison  Dept,  of 
Medicine,  Max  Weingarten,  MD, 
Wisconsin  Hospital  Association,  and 
Zablocki  Veterans  Affairs  Medical 
Center.  Dave  Brown,  independent 
technology  consultant,  has  also 
agreed  to  assist  the  VAC  in  working 
with  vendors  and  service  providers. 
As  a cooperative  effort,  the  members 
of  the  VAC  will  work  toward  em- 
ploying group  expertise  and  buying 
power  in  order  to  further  their 
respective  videoconferencing 
projects. 


The  SMS  plans  for  video- 
conferencing  technology  include: 

• education  seminars 

• commission  meetings 

• board  meetings 

• legislative  update  broadcasts. 

Currently,  a two-hour  commis- 
sion meeting  often  requires  driving 
two  or  four  hours  to  Madison,  at- 
tending the  meeting  and  then  driv- 
ing two  or  four  hours  back  home- 
in  other  words,  the  commitment  of 
a full  day.  Videoconferencing  will 
eventually  allow  members  from  all 
over  the  state  to  participate  in  SMS 
meetings  face-to-face,  without  leav- 
ing their  geographic  area.  In  many 
cases,  the  journey  will  be  to  the  near- 
est conference  room  in  their  clinic. 
This  means  that  a two-hour  commis- 
sion meeting  requires  only  two 
hours  away  from  the  office  or  prac- 
tice, and  no  travel  expenses. 

As  pressures  on  physicians  from 
many  cost-conscious  sources  con- 
tinue to  increase,  it  is  imperative  that 
the  we  provide  efficient  and  cost- 
effective  choices  for  maintaining  a 
high  level  of  member  participation 
in  SMS  activities.  We  believe  that 
videoconferencing  will  be  one  po- 
tential solution.  ❖ 


Giving  credit  where  credit  is  due 

An  article  published  in  the  November  issue  of  the  Wisconsin  Medical 
journal  pertaining  to  the  Hanlester  decision  was  authored  by  Scott  J. 
Geboy,  of  von  Briesen  & Purtell  law  firm  in  Milwaukee.  ❖ 
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Tenants  insurance 


Michael  J.  Dolan,  CLU,  CHFC,  Madison 


Joan  B.  was  peacefully  watching 
television  one  evening  when  a 
fire  broke  out  in  her  neighbor's 
apartment.  Fortunately,  Joan  was 
able  to  escape  without  injury.  But 
her  own  apartment  was  filled  first 
with  smoke  and  then  with  water  as 
the  firefighters  fought  the  blaze.  Her 
first  thought,  after  she  moved  back 
in,  was  to  collect  for  her  damaged 
property  under  her  landlord's  insur- 
ance. But  Joan  was  in  for  a surprise: 
Her  landlord's  insurance  made  no 
provision  for  the  property  of  tenants. 

As  Joan  found  out  the  hard  way, 
a landlord's  policy  covers  only  the 
building  and  any  property  belong- 
ing to  the  landlord.  Tenants  need 
their  own  insurance.  Yet  most  ten- 
ants don't  seem  to  think  so.  While 
close  to  95  percent  of  homeowners 
carry  insurance,  the  Insurance  Infor- 
mation Institute  notes  that  only 
about  35  percent  of  renters  carry 
their  own  insurance. 

If  you  rent  an  apartment  or  a 
house,  you  should  carry  your  own 
insurance.  If  you  own  property, 
make  sure  your  tenants  have  this 
information.  There  is  a special  form 
of  homeowners  insurance,  called  the 
HO-4,  designed  for  renters.  Here's 
what  it  covers: 


Dolan  is  vice  president  and  chief 
operating  officer  of  SMS  Insurance 
Services  and  a member  of  the  Na- 
tional Association  of  Life  Underwrit- 
ers. 


Personal  property 

Your  personal  property,  furniture, 
clothing,  and  other  personal  belong- 
ings is  covered  for  actual  cash  value 
at  the  time  of  loss;  specific  items, 
such  as  jewelry  and  silver,  are  cov- 
ered to  specific  dollar  limits.  (If  you 
own  valuable  jewelry,  silver  or  furs, 
you  may  want  additional  coverage 
via  an  endorsement  to  your  tenants 
policy  or  a separate  floater.)  For  a 
nominal  additional  fee,  you  can  in- 
sure your  property  for  replacement 
cost  coverage. 

Household  contents  and  personal 
belongings  are  insured  against 
losses  from  a wide  range  of  events, 
ranging  from  fire  and  lightning  to 
building  collapse  to  freezing  of 
plumbing.  If  a fire  starts  in  your 
neighbor's  apartment  and  spreads 
to  your's,  as  happened  to  Joan,  you 
would  be  covered.  If  an  automobile 
or  an  airplane  crashed  into  the  build- 
ing, damaging  your  property,  you 
would  be  covered.  If  a burglar 
makes  off  with  your  stereo  and  your 
television  set,  you  would  be  cov- 
ered. 

Liability 

The  tenants  policy  also  protects  you 
against  liability  for  damages  caused 
by  you,  a member  of  your  family,  or 
even  a pet,  wherever  those  damages 
take  place.  (The  only  exception  is 
liability  resulting  from  the  use  of  an 
automobile,  which  must  be  covered 
separately  by  an  auto  insurance 
policy.) 

If  a guest  slips  on  a throw  rug  in 


Michael  /.  Dolan,  CLU,  ChFC 


your  hallway,  and  takes  a bad  fall, 
you  would  be  covered.  If  your  dog 
bites  a passerby  while  being  walked 
by  your  child  several  blocks  from 
home,  you  would  also  be  covered. 

Additional  living  expenses 

And  the  tenants  policy  will  pay  for 
any  increase  in  living  costs  should 
you  need  to  seek  temporary  hous- 
ing while  your  own  premises  are 
being  repaired  after  insured  dam- 
age. Reimbursement  is  provided,  up 
to  the  policy  limits,  for  the  difference 
between  temporary  housing  ex- 
penses and  normal  ones. 

If  you  are  a renter,  and  you  don't 
have  insurance,  talk  to  your  insur- 
ance agent  today. ❖ 
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Physicians  Please  Note:  Information  on  Health  Insurance  is  available  to  your  patients.  The  following  list 
is  provided  in  the  hopes  that  you  will  make  a copy  of  it  and  post  it  in  your  lobby  or  waiting  room  for  your 
patients. 

Questions  About  Health  Insurance? 

The  following  publications  are  available  from  the  Office  of  the  Commissioner  of  Insurance.  ONE 
COPY  IS  FREE  UPON  REQUEST.  All  materials  may  be  copied  without  permission. 

Health  Insurance  Advice  for  Senior  Citizens 

Medicare  Supplement  Insurance  Approved  Policies 

Guide  to  Long  T erm  Care 

Long-T erm  Care  Insurance  Policies  Available  in  Wisconsin 

Individual  Health  and  Disability  Income  Insurance 

Mandated  Benefits  for  the  T reatment  of  Nervous  and  Mental  Disorders, 

Alcoholism  and  Other  Drug  Abuse 

Cancer  Insurance 

Pregnancy,  Employment  and  the  Law 
Continuation  and  Conversion  in  Health  Insurance  Policies 
Prepaid  Health  Plans  in  Wisconsin  (includes  HMO  information) 

Health  Insurance  Risk-sharing  Plan  (HIRSP) 

Group  Health  Insurance  for  Employers  and  Employees 
Mammograms:  Mandated  Insurance  Coverage 
Group  Health  Insurance  for  Employers  and  Employees 
Insurance  Coverage  and  AIDS 
Health  Insurance  for  Small  Employers  and  Their  Employees 
Health  Insurance  and  Worker’s  Compensation  Insurance  for  Farm  Families 
Standard  Health  Insurance  Forms 

To  order,  write:  The  Office  of  the  Commissioner  of  Insurance 

PO  Box 7873 
Madison,  Wl  53707-7873 

or  call:  (608)266-3585 
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Physicians  keep  medical  practice  in  the  family 

Cheryl  McCollum,  WMJ  contributing  editor 

Across  Wisconsin  there  are  hundreds  of  examples  of  family  members  who  have  headed  down  the  same  career 
path  of  medicine.  The  examples  dwindle,  though,  as  you  look  at  family  members  who  have  chosen  the  same 
speciality.  The  Wisconsin  Medical  Journal  is  taking  a look  at  multi-generational  families  who  opted  to  practice 
family  medicine.  We  estimate  there  are  around  10  parent-offspring  family  physician  teams  in  the  state. 

There  are  a lot  of  proud  parents  out  there  who  were  thrilled  to  learn  their  son  or  daughter  decided  to  head 
down  the  same  path  they  took  25  years  earlier.  Comments  also  rang  loud  and  clear,  that  the  future  of  family 
practice  medicine  has  no  place  to  go  but  up. 


Father-son  working  relationship  works  well  for  Henningsens 


He  calls  what  his  father  did 
"amazing"  and  almost  "ro- 
mantic." 

Brimming  with  pride,  he  says  his 
son  has  the  "personality"  for  being 
a family  physician  and  he  has  a 
"very  positive  feeling"  about  his 
son's  choice  in  careers. 

While  the  father-son  family  phy- 
sician team  of  John  Henningsen,  MD 
and  David  Henningsen,  MD  have 
worked  together  in  Rice  Lake  for  just 
17  months,  the  two  both  say  they  are 
more  than  pleased  with  their 
newfound  working  relationship. 

"Professionally  and  personally. 
I've  found  it  to  be  very  enjoyable," 
father  John,  58,  said.  "I've  learned  a 
lot  from  him." 

Young  son,  David,  31,  agrees. 
"It's  been  a good  experience,"  he 
said.  "I've  really  relied  on  his  expe- 
rience." 

While  Dr  David  said  he  had  some 
doubts  at  first  of  working  so  closely 
with  his  father,  his  concerns  proved 
to  be  unfounded.  "I  did  talk  with 
other  physicians  who  worked  with 
their  parents,"  he  said.  Most  of 


John  T.  Henningsen,  MD 


them,  he  noted,  had  nothing  but 
good  things  to  say  about  the  ar- 
rangement. 

Both  say  they  enjoy  the  challenge 
of  working  in  a community  of  7,700 
residents  in  northwestern  Wiscon- 
sin—they  practice  at  the  Marshfield 
Clinic  Indianhead  Center.  They  also 


David  J.  Henningsen,  MD 


say  they  enjoy  the  path  they  have 
taken  as  family  physicians. 

Dr  John  said  he  went  into  general 
practice  30  years  ago  because  he  felt 
it  would  be  a challenge  "to  see  the 
ongoing  care  of  a family."  He  adds 
that  when  he  was  in  medical  school, 
Continued  on  next  page 
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nearly  everyone  was  headed  to  spe- 
ciality care  and  for  him  to  take  the 
general  practice  route  was  "the 
moxie  thing"  to  do. 

Today,  Dr  John  says  he  see  a 
bright  future  for  family  medicine. 
He  believes  the  50/50  goal  of  hav- 
ing half  of  the  medical  school  gradu- 
ates become  family  physicians  and 
the  other  half  become  specialists, 
recommended  by  the  Council  on 
Graduate  Medical  Education,  is 
"reasonably  appropriate." 


When  asked  about  the  differences 
of  when  he  started  to  practice  and 
when  his  son  started  his  practice  just 
over  a year  ago.  Dr  John  said  the 
availability  of  specialists  to  physi- 
cians is  much  improved  from  years 
ago. 

"When  I started  to  practice,  if  you 
had  a problem  with  a delivery,  you 
were  really  all  alone,"  he  said.  "To- 
day you  really  have  available  to  you 
such  a menagerie  of  help.  So,  it's  a 
little  easier." 


Dr  David  couldn't  agree  more.  "It 
sure  seems  like  he  did  more,"  Dr 
David  said,  referring  to  his  father 
performing  C-sections,  operations, 
skin  grafts  and  more.  "To  me,  it 
seems  amazing  that  one  person 
could  do  that. 

"The  GPs  (general  practitioners) 
that  came  out  of  medical  school  back 
then  were  like  cowboys,"  he  added. 
"It's  almost  romantic  how  he  could 
do  all  of  that  on  his  own  just  one  year 
out  of  medical  school." 


Daughter  follows  in  father's  footsteps 

as  leader  of  Wisconsin  Academy  of  Family  Physicians 


Father-daughter,  family-physician  team,  Charles  Steidinger,  MD  and 
Ann  Berlage,  MD  continue  to  occasionally  work  together. 


Not  only  did  Ann  Berlage,  MD 
and  her  father  Charles 
Steidinger,  MD  practice  side-by-side 
for  more  than  5 years  in  Platteville, 
but  they  also  shared  a Wisconsin 
first.  The  two  were  the  first  ever  fa- 
ther-daughter team  to  both  serve  as 
president  of  the  Wisconsin  Academy 
of  Family  Physicians. 

"That  was  something  fun  to  share 
with  my  dad,"  said  Dr  Berlage,  who 
served  as  president  from  1993-94. 
Her  father  served  as  president  from 
1981-82.  "I  really  enjoyed  talking 
with  him  about  that  experience." 

Along  with  their  common  inter- 
est in  leading  organized  medicine. 
Dr  Berlage,  40,  and  her  father  Dr 
Steidinger,  67,  shared  a private  prac- 
tice for  nearly  6 years.  "We  made 
rounds  together  on  all  our  patients," 
Dr  Steidinger  said.  "We  would  see 
each  other's  patients  together. 

"It  was  very  delightful  to  work 
with  her,"  he  noted.  "I  really  hated 
to  see  her  leave." 

After  her  years  in  Platteville,  Dr 
Berlage  and  her  family  moved  to 
Beaver  Dam,  where  for  the  last  5 
years  she's  worked  in  solo  practice. 


It  was  just  at  the 
end  of  this  year 
that  she  began 
to  work  for  Uni- 
versity  Com- 
munity Clinic. 

Dr  Steidin- 
ger retired  in 
1990  and  now 
lives  in  Portage. 

He  continues  to 
practice  part- 
time  by  filling 
in  for  other 
physicians 
around  the  area 
including  in 
Beaver  Dam 
where  Dr 
Berlage  works. 

Dr  Berlage 
said  she  de- 
cided to  pursue 
a medical  career 
late  in  her  edu- 
cational career.  "When  you  live  the 
life  of  a child  of  a doctor,  you  think 
T don't  want  to  have  that  life,'"  she 
said.  From  her  perspective,  she  said, 
it  appeared  to  be  far  too  time-con- 


suming of  a career.  So,  off  to  college 
she  went  to  study  chemistry.  Then 
during  her  last  year  of  college,  she 
decided  life  in  a laboratory  was  not 
for  her.  She  spent  a day  shadowing 
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her  father  and  that  was  the  day  she 
decided  to  become  a doctor. 

"My  father  really  opened  that 
window  for  me  and  let  me  see  that 
the  life  of  a physician  was  a won- 
derfully, challenging  career,"  she 
said.  "Helping  people  really  suited 
my  personality  better." 

Dr  Steidinger  said  he  was  thrilled 
when  his  middle  child  and  only 
daughter  decided  to  pursue  family 


medicine  as  a career.  "I  knew  it 
would  be  a good  choice  for  her,"  he 
said. 

While  his  career,  "stressed  the 
family,"  he  said  he  always  made  the 
effort  to  have  regular  meal  times 
with  his  family.  Dr  Steidinger 
added  that  it  saddens  him  when  he 
hears  other  physicians  tell  their  chil- 
dren to  not  go  into  medicine.  "I 
wouldn't  tell  any  child  not  to  do  it. 


It's  a wonderful  career  that  I encour- 
age others  to  pursue." 

Yet,  both  agree  there  are  more 
frustrations  today  in  the  field  of 
medicine  and  the  changes  in  the 
HMO  market.  "There's  definitely 
been  some  changes  in  the  business 
medicine,"  Dr  Berlage  said.  "My 
ultimate  concern  though  is  how  do 
these  changes  affect  our  patients." 


Shropshires  enjoy  family  practice  challenges 


Father-son  family  physician  team  Dr  Richard  Shropshire  and  Dr  James 
Shropshire  zvorked  and  opened  a clinic  together  in  Monona. 


Not  only  did  Richard  Shrop- 
shire, MD  and  James 
Shropshire,  MD  have  the  excitement 
of  practicing  together,  but  they  also 
had  the  opportunity  to  work  side- 
by-side  in  starting  a clinic. 

"It  was  really  a lot  of  fun  and  a 
lot  of  sharing,"  said  Dr  Richard,  67, 
of  Monona.  "It  wasn't  really  father- 
son  working  together  as  much  as  we 
were  peers."  While  Dr  Richard  con- 
ceded it  wasn't  always  easy  to  see 
his  son  as  a peer,  it  was  an  experi- 
ence he  said  he  enjoyed  both  profes- 
sionally and  personally. 

Young  Dr  Jim,  34,  practiced  with 
his  father  for  18  months  at  the  Phy- 
sicians Plus  --  Monona  clinic.  His 
father  then  retired  in  May  1994,  al- 
though he  continues  to  do  locum 
tenum  work  for  Physicians  Plus.  Dr 
Jim  admits  he  has  a "tough  act  to 
follow"  but  says  he's  glad  he  was 
able  to  experience  working  with  his 
father.  "It  was  neat  to  have  an  older, 
experienced  person  there  that  I 
could  bounce  ideas  off  and  ask  ques- 
tions of,"  he  said. 

His  father  encouraged  Dr  Jim  to 
do  his  first  house  call.  While  he  ad- 
mits it's  an  extremely  small  part  of 
his  practice,  he  said  his  father 
wanted  to  make  sure  he  didn't  "ex- 
clude that  from  his  family  practice." 

It  wasn't  easy  for  Dr  Jim  to  return 
home  and  practice  in  the  town  in 


which  he 
grew  up. 

"It's  chal- 
1 e n g i n g 
coming 
back  home 
and  seeing 
family  and 
high  school 
friends  as 
patients," 
he  said, 
adding  he 
has  several 
friends  and 
family 
members 
that  are  his 
patients. 

While  the 
experience, 
he  admits, 
has  made 
him  a more 
conscien- 
tious physician,  he  says  that  he  does 
feel  pressure  to  "live  up  to  his 
(father's)  reputation." 

While  general  practice  was  not  a 
very  popular  route  to  specialize  in 
his  days  of  medical  school.  Dr  Ri- 
chard says  he's  been  very  pleased 
with  his  choice.  "Family  medicine 
is  always  challenging  and  never  bor- 
ing," he  said.  "You  can't  be  men- 
tally dull." 


The  senior  Shropshire  said  when 
he  started  his  practice  in  Monona, 
he  came  into  a young  community. 
He  laughed  as  he  said  that  during 
his  career  he  matured  with  his  pa- 
tients. "I  went  through  life  with  my 
patients  and  experienced  many  of 
the  things,  like  having  children,  that 
they  were  experiencing.  Frankly,  I 
think  you're  a better  doctor  when 
Continued  on  next  page 
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you've  experienced  things  that  your 
patients  are  experiencing." 

Dr  Richard  sees  some  exciting 
developments  on  the  horizon  for 
family  physicians.  "The  number  of 
women  going  into  family  medicine 
is  adding  a degree  of  sensitivity  to 


the  profession,"  he  said.  Technology, 
he  said,  will  also  add  a new  dimen- 
sion. 

Challenges  for  medicine,  Dr  Ri- 
chard said,  include  the  inability  for 
the  profession  to  deal  with  the  ethi- 
cal issues  of  medicine,  particularly 
with  technology  and  the  allocation 


of  resources. 

"We  have  a terrible  time  saying 
'no.'"  For  example,  Dr  Richard  said, 
how  do  you  turn  down  a bone  mar- 
row transplant  for  a 3-month-old 
infant  whose  chances  of  survival  are 
extremely  low?  "These  are  the  kinds 
of  questions  really  plaguing  us 
now."* 


Family  practice:  the  call  for  more  generalists  continues 

Martha  Gaie,  SMS  communications  intern 


It's  a jungle  out  there:  Managed 
care  is  dominating  the  health 
care  environment,  fee-for-service  is 
on  the  list  of  endangered  species, 
and  the  generalist  physician  is  the 
latest  candidate  for  an  aggressive 
captive  breeding  program. 

It  seems  like  just  yesterday  the 
push  was  for  physicians  to  special- 
ize and  subspecialize  as  much  as 
possible;  but  as  managed  care 
grows,  so  does  the  demand  for  gen- 
eralist physicians.  The  present  ap- 
proach to  graduate  medical  educa- 
tion, however,  has  created  a signifi- 
cant imbalance  in  the  number  of 
generalists  and  specialists.  Accord- 
ing to  JAMA,  70%  of  the  physicians 
produced  by  the  current  medical 
education  system  are  specialists, 
compared  with  the  30%  who  are 
generalists. 

Citing  the  growth  of  managed 
care,  a 1995  JAMA  summary  of  the 
Sixth  Report  of  the  Council  on 
Graduate  Medical  Education 
(COGME)  recommended  that  "its 
public  funds  be  invested  prudently 
to  slow  the  growth  in  the  supply  of 
specialists;  to  increase  the  relative 
proportie  n of  generalist  and  minor- 
ity physicians,  to  improve  geo- 
graphic distribution,  and  to  increase 
training  in  ambulatory,  primary,  and 
managed  care  settings." 


Exposure  to  primary  care 

The  report  identifies  barriers  medi- 
cal schools  face  in  addressing  the 
imbalance  between  generalists  and 
specialists.  One  obstacle  is  the  rela- 
tive abundance  of  hospital-based 
training  sites  and  the  lack  of  ambu- 
latory, community,  and  managed 
care  opportunities.  With  hospitaliza- 
tion rates  decreasing  and  acuity  of 
care  increasing,  it  makes  sense  to 
find  more  ways  to  get  medical  stu- 
dents out  in  the  community. 

"You  can't  learn  medicine  by 
hanging  around  hospitals  any- 
more," says  Susan  Skochelak,  MD, 
MPH,  associate  professor  in  the  De- 
partment of  Family  Medicine  and 
associate  dean  for  Primary  Care  and 
Outreach  with  the  University  of  Wis- 
consin Medical  School. 

Changes  in  the  way  the  health 
care  market  operates  have  prompted 
the  UW  Medical  School  to  place 
more  emphasis  in  its  curriculum  on 
primary  care.  Skochelak  has  initi- 
ated a program  at  UW  to  increase 
each  student's  exposure  to  these  pri- 
mary care  settings.  The  program, 
funded  by  1 of  5 federal  demonstra- 
tion grants  awarded  throughout  the 
nation,  uses  volunteer  physicians 
who  act  as  generalist  mentors,  be- 
ginning with  an  ongoing  shadowing 
experience  that  begins  in  the  first 
semester. 


Tara  Dali,  a second-year  medical 
student  at  UW,  says  family  practice 
is  getting  lots  of  attention  under  this 
newly  implemented  curriculum. 
Dali  was  paired  in  her  first  year  of 
medical  school  with  mentor  Richard 
Friedman,  MD,  UW  Medical  School 
professor  and  physician  at  UW's  In- 
ternal Medicine  Clinic  in  Middleton. 
She  spent  one  half  to  one  full  day 
every  other  week  shadowing  Dr 
Friedman  as  a way  to  get  exposed 
to  the  personal  side  of  family  prac- 
tice. In  the  second  semester  of  her 
second  year,  she  will  again  be  paired 
with  Friedman  and  participate  in 
more  hands-on  training  and  basic 
assessment. 

Skochelak  estimates  that  by  the 
time  Dali  has  completed  her  second 
year,  she  will  have  seen  nearly  100 
patients;  under  the  past  curriculum 
that  had  students  in  strictly  class- 
room settings  for  at  least  the  first 
year,  she  would  have  seen  "maybe 
6 (patients)."  Dali,  who  intends  to 
pursue  family  practice,  likes  the 
curriculum's  new  emphasis.  "Like 
any  new  program  it  needs  a little 
fine-tuning,  but  it's  generally  well 
accepted  by  the  students  here." 

Demand  and  interest  on  the  rise 

Students  at  the  Medical  College  of 
Wisconsin  also  participate  in  shad- 
owing experiences  for  the  first  2 
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years  of  medical  school.  And  accord- 
ing to  B.  Clair  Eliason,  vice  chair  of 
MCW's  Department  of  Family  and 
Community  Medicine  and  director 
of  graduate  medical  education,  it 
appears  their  attempt  to  promote 
family  practice  is  working:  The  third 
ambulatory  clerkship,  a required  1- 
month  stint  with  a family  physician, 
has  become  the  highest-rated  rota- 
tion according  to  the  medical  stu- 
dents, and  in  1994,  26%  of  their 
graduates  entered  family  medicine. 

UW's  Skochelak  also  expects  to 
see  a rise  in  the  number  of  graduat- 
ing medical  students  opting  for  fam- 
ily practice.  A 1986  pilot  of  the  new 
curriculum,  the  Community  Learn- 
ing Program,  resulted  in  47%  of  par- 
ticipating students  selecting  family 
practice,  compared  to  16%  of  those 
who  did  not  participate  in  this  pro- 
gram. Because  the  students  who  par- 
ticipated in  this  program  were  se- 
lected at  random  from  a group  of 
volunteers,  Skochelak  acknowl- 
edges that  they  were  more  likely  to 
be  motivated  to  choose  family  prac- 
tice in  the  first  place.  But  while  the 
results  of  the  current  program  will 
probably  be  less  dramatic, 
Skochelak  predicts  it  will  result  in  a 
rise  in  the  number  of  graduating  stu- 
dents who  will  practice  family  medi- 
cine. 

Along  with  the  increasing  num- 
ber of  medical  students  interested  in 
generalist  practice  like  family  medi- 
cine and  the  increasing  demand  for 
family  physicians,  the  demand  for 
academic  physicians  to  teach  them 
is  at  an  all-time  high.  Dr  Eliason  at 
MCW  says  there  are  currently  lots 
of  faculty  vacancies  in  family  medi- 
cine. He  relates  that  he  has  had 
many  calls  from  recruiters,  "and  not 
a day  goes  by  that  doesn't  bring 
something  in  the  mail  full  of  ads 
looking  for  family  practice  faculty." 

The  demand  for  generalist  phy- 
sicians in  the  marketplace  has  also 
exceeded  local  supply.  Physician  re- 
cruiter Scott  Lindbloom,  with  Dean 
Clinic,  says  he  has  definitely  noticed 
a shortage  of  primary  care  physi- 
cians. Recruiters  are  attempting  to 


entice  primary  care  providers  with 
incentives  like  allowing  greater  cre- 
ativity with  time  commitments,  al- 
lowing physicians  who  work  50% 
time  become  shareholders,  and  in- 
creasing their  loan  repayment  agree- 
ments. Lindbloom  says  the  nation's 
supply  of  generalist  physicians  is 
sufficient;  the  root  of  the  problem  is 
that  they  are  not  evenly  distributed 
throughout  the  nation,  especially  in 
rural  areas.  The  Wisconsin  Office  of 
Rural  Health  is  addressing  this  prob- 
lem by  matching  communities  in 
need  of  a physician  with  young  phy- 
sicians who  are  looking  for  loan  for- 
giveness programs,  like  Dr  Joel 
Fleischman  on  the  TV  show  North- 
ern Exposure.  And  Wisconsin's  medi- 
cal schools  are  on  the  right  track  by 
trying  to  grow  their  own  generalists; 
a recent  study  by  Seifer,  et  al.  (JAMA , 
1995)  says  that  generalist  physicians 
are  more  likely  than  specialists  to 
stay  in  their  state  of  graduate  medi- 
cal education. 

Protecting  turf 

So  why  is  there  such  an  oversupply 
of  specialists?  Dr  Eliason  thinks  it's 
due  to  the  current  structure  of 
graduate  medical  education.  "Most 
hospitals  are  still  making  money  on 
Medicare  pass-throughs,"  he  says, 
"so  there's  no  incentive  to  stop  train- 
ing specialists."  According  to  JAMA, 
Medicare  will  pay  hospitals  an  av- 
erage of  $70,000  per  resident  per 
year  for  any  resident  they  are  able 
to  recruit,  regardless  of  the  need  for 
that  resident  in  the  health  care  mar- 
ketplace. 

Eliason  says  the  marketplace  has 
to  get  pretty  severe  for  medical 
schools  to  change  their  practices. 
They  tend  to  be  reactive  rather  than 
proactive  because  they  want  to  "pro- 
tect their  turf,"  says  Eliason. 
"They're  like  little  fiefdoms,"  he 
laughs,  but  says  they're  concerned 
with  how  academic  medical  centers 
can  compete  with  hospitals  that 
don't  have  training  programs.  The 
government  is  trying  to  prevent  the 
gutting  of  the  academic  medical  cen- 


ters, but  there  will  be  cuts,  and  medi- 
cal schools  will  have  to  become  more 
competitive  in  the  health  care  mar- 
ket if  they  are  to  survive. 

Skochelak  agrees,  but  says  we 
don't  currently  know  enough  about 
cost-effective  care  to  teach  it  well. 
She  asks  the  $64,000  question:  "How 
much  is  cost-effective  care  helping, 
and  how  much  is  too  restrictive?" 

In  the  midst  of  this  discussion  of 
the  Generalist  Revolution,  it's  inter- 
esting to  have  a little  historical  per- 
spective: The  recent  call  for  more 
generalists  is  not  new  by  any  means. 
A study  by  Nicholas  Christakis 
(JAMA,  1995)  analyzed  the  content 
of  the  major  reports  on  the  reform 
of  undergraduate  medical  education 
published  from  1910  to  the  present. 
Of  the  19  reports  included  in  the 
study,  11  called  for  "fostering 
generalism  and  decreasing  fragmen- 
tation." 

So  why  is  there  this  repeated  cry 
for  reform?  Christakis  convincingly 
argues  that  the  oft-renewed  call  for 
generalism  is  related  to  the  "special 
relationship  between  the  medical 
profession  and  society."  The  pur- 
pose of  repeatedly  proposing  this 
"reform"  goes  beyond  "improving 
the  educational  experiences  of  medi- 
cal students  (it  also)  reaffirms  certain 
core  values  of  the  profession." 

These  core  values  are  exactly 
what  attracted  Skochelak  to  family 
practice  in  the  first  place.  "A  good 
family  physician  needs  to  have  a 
strong  sense  of  curiosity  and  genu- 
inely value  and  care  for  patients," 
she  asserts.  She  also  appreciates  the 
continuity  of  care  over  the  life  span; 
she  says,  "I  like  the  idea  that  I will 
see  a baby  I delivered  come  in  for 
her  kindergarten  shots."  Skochelak 
emphasizes  that  the  ideal  family 
doctor  should  know  when  she 
knows  enough  to  make  a good  de- 
cision and  when  she  needs  to  get 
more  information,  and  above  all, 
must  be  a good  communicator. 
"Family  practice  is  very  challenging; 
you  never  know  what's  going  to 
walk  through  that  door."<* 
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ADA  is  changing  the  way  physicians  practice  medicine 

Kalisa  Barratt,  JD,  SMS  staff  attorney  and  Mark  L.  Adams,  JD,  CAE,  SMS  corporate  counsel 

Although  5 years  old,  the  Americans  with  Disabilities  Act  of  1990  is  still  considered  a relatively  new  law.  Physicians'  practices 
are  influenced  daily  by  the  Act— from  office  hiring  practices  to  treating  disabled  patients.  This  article  is  in  response  to  several 
questions  that  have  been  raised  concerning  the  scope  of  the  Act  as  it  applies  to  a physician's  office  when  treating  hearing 
impaired  patients. 


Title  III  of  the  Americans  with 
Disabilities  Act  (ADA)  gives 
civil  rights  protections  to  individu- 
als with  disabilities  similar  to  those 
provided  to  individuals  on  the  ba- 
sis of  race,  color,  sex,  national  origin 
and  religion.  It  guarantees  equal  op- 
portunity for  individuals  with  dis- 
abilities in  public  accommodations, 
employment,  transportation,  state 
and  local  government  services  and 
telecommunications.  Individuals 
who  have,  have  a record  of,  or  are 
regarded  as  having  a physical  or 
mental  impairment  that  substan- 
tially limits  one  or  more  major  life 
activities  are  protected  from  dis- 
crimination under  the  ADA. 

Private  health  care  providers,  re- 
gardless of  the  size  of  the  office  or 
the  number  of  employees,  are  con- 
sidered public  accommodations  for 
the  purposes  of  the  ADA  because 
they  "affect  commerce"  and  are  con- 
sidered "service  establishments." 
This  is  true  even  for  practices  that 
are  located  in  a private  home.  Re- 
cently, a single  podiatrist  was  found 
to  have  affected  commerce. 

As  a public  accommodation,  a 
physician's  office  must  provide  aux- 
iliary aids  and  services  where  nec- 
essary to  ensure  disabled  patients 
receive  equal  access  (effective  com- 
munication) to  the  services  that  the 
physician  offers. 

Effective  communication 

In  terms  of  hearing  impaired  indi- 
viduals (as  well  as  visually  impaired 
patients),  under  the  ADA,  a 
physician's  office  must  provide  a 
means  to  ensure  "effective  commu- 
nication." In  broad  terms,  effective 
communication  means  that  patients 
with  a hearing  loss  are  communi- 


cated with  as  effectively  as  the  phy- 
sician can  communicate  with  other 
patients.  Usually,  providing  a means 
for  effective  communication  will  not 
constitute  an  "undue  burden"  on  the 
physician  because  it  is  not  consid- 
ered a significant  expense. 

An  undue  burden  is  defined  as 
"significant  difficulty  or  expense" 
taking  into  account  the  cost  of  the 
aid,  the  overall  financial  resources  of 
the  health  care  provider,  the  num- 
ber of  the  provider's  employees  and 
the  difficulty  of  locating  or  provid- 
ing the  aid  or  service.  Rarely  will 
the  provision  of  auxiliary  aids  be 
considered  a significant  expense. 

Appropriate  auxiliary  aids  and 
services  for  individuals  who  are  deaf 
or  hard  of  hearing  may  include: 

• assistive  listening  devices 

• computer-aided  transcription  ser- 
vices 

• telephone  handset  amplifiers 

• telephones  compatible  with  hear- 
ing aids 

• closed  caption  decoders 

• videotext  displays 

• note-takers  and  written  materials, 
depending  on  the  reading  level  of 
the  deaf  individual. 

Which  auxiliary  aid  should  be 
provided  depends  on  the  length  and 
complexity  of  the  communication 
involved.  However,  the  physician 
is  not  required  to  provide  personal 
devices  such  as  hearing  aids  to  the 
patient. 

Providing  an  interpreter 

Recently,  physicians  who  have  effec- 
tively treated  hearing  impaired  pa- 
tients for  a number  of  years  without 
the  aid  of  an  interpreter  are  now 
being  asked,  and  in  some  cases  de- 
manded, by  those  same  patients  to 


provide  interpreter  services.  One 
misconception  about  the  ADA's  re- 
quirements is  that  this  "effective 
communication"  requires  providing 
some  sort  of  qualified  interpreter 
whenever  a hearing  impaired  indi- 
vidual has  an  office  appointment. 
This  is  incorrect  and  is  probably  the 
result  of  advice  given  to  disabled 
patients  from  advocates  who  do  not 
completely  understand  the  law. 

The  Justice  Department  provides 
the  following  illustration.  A hearing 
impaired  patient  goes  to  his  doctor 
for  a bi-weekly  check-up,  during 
which  the  nurse  records  the  patient's 
blood  pressure  and  weight.  Ex- 
changing notes  and  using  gestures 
are  likely  to  provide  an  effective 
means  of  communication  at  this 
type  of  check-up.  However,  upon 
experiencing  symptoms  of  a mild 
stroke,  the  patient  returns  to  his  doc- 
tor for  a thorough  examination  and 
battery  of  tests  and  requests  that  an 
interpreter  be  provided.  The  doctor 
should  arrange  for  the  services  of  a 
qualified  interpreter,  as  an  inter- 
preter is  likely  to  be  necessary  for 
effective  communication  with  the 
patient  given  the  length  and  com- 
plexity of  the  communication  in- 
volved. 

Consider  the  failure  to  provide 
interpreter  services  in  the  informed 
consent  arena.  Can  a hearing  im- 
paired patient  fully  understand  the 
procedures  and  explanations  you 
are  providing  without  an  inter- 
preter? How  better  will  you  and 
your  patient  be  served  by  having  an 
interpreter  present  during  those  dis- 
cussions? In  cases  where  informed 
consent  is  necessary,  providing  the 
service  is  recommended. 

The  best  approach  to  this  issue  is 
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to  come  to  a joint  understanding 
with  your  hearing  impaired  pa- 
tients. Clearly,  an  interpreter  is  not 
needed  in  every  situation.  The  first 
step  is  to  explain  when  you  feel  you 
are  not  required  to  provide  inter- 
preter services.  Open  communica- 
tion is  critical.  Ironically,  the  discus- 
sion concerning  whether  an  inter- 
preter is  needed  may  need  to  take 
place  in  the  presence  of  a qualified 
interpreter  to  ensure  that  the  patient 
fully  understands  the  discussion.  If, 
after  this  discussion,  the  patient  still 
insists  on  having  a qualified  inter- 
preter present  during  a visit,  it  is 
probably  in  the  best  interest  of  both 
the  physician  and  patient  to  provide 
the  service. 

The  effective  communication  re- 
quirement of  the  ADA  does  not  ap- 
ply to  individuals  who  cannot  com- 
municate with  the  physician  merely 
because  of  a verbal  language  barrier. 
There  is  no  ADA  requirement  that  a 
physician  provide  free  interpreter 
services  to  a patient  who  cannot 
communicate  because  they  do  not 
speak  English.  Also,  the  inability  to 
read  because  of  an  education  prob- 
lem is  not  considered  a disability 
under  the  law.  The  ADA  only  ap- 
plies to  individuals  with  specified 
disabilities.  There  may  be  reasons 
other  than  ADA  liability  that  a phy- 
sician would  want  a language  inter- 
preter available  in  those  situations, 
however. 

A qualified  interpreter 

Another  question  that  is  often  raised 
is:  if  a physician  is  going  to  provide 
interpreter  services,  who  constitutes 
a qualified  interpreter?  A qualified 
interpreter  is  one  "who  is  able  to  in- 
terpret effectively,  accurately  and 
impartially,  both  receptively  and 
expressively,  using  any  necessary 
specialized  vocabulary."  The  appro- 
priate interpreter  depends  on  the 
individual  patient.  Like  verbal  lan- 
guage, there  are  many  forms  of  sign 
language.  Some  individuals  require 
interpreters  who  are  fluent  in  Ameri- 
can Sign  Language,  while  others  use 


Signed  English. 

A physician  staff  member  may  or 
may  not  be  a qualified  interpreter, 
depending  on  the  employee's  train- 
ing and  the  patient's  needs.  Like- 
wise, a family  member  might  be 
qualified,  however,  breaching  pa- 
tient confidentiality  then  becomes 
an  issue.  Usually  a family  member 
is  not  the  best  choice  as  an  inter- 
preter because  the  emotional  com- 
ponent tends  to  make  impartiality 
difficult  to  maintain.  Ask  for  the 
patient's  input  when  considering  a 
qualified  interpreter.  At  the  very 
least,  an  interpreter  must  be  able  to 
interpret  complex  medical  terminol- 
ogy- 

Costs  of  providing 
auxiliary  aids  and  services 

It  is  important  to  note  that  the  ADA 
specifically  prevents  the  physician 
from  billing  the  patient,  directly  or 
indirectly,  for  these  auxiliary  aids 
and  services.  This  includes  billing 
the  patient's  insurance  carrier. 
Rather,  the  physician  must  spread 
the  additional  cost  across  the  entire 
patient  base. 

The  difficulty  for  physicians  is 
that  most  interpreter  services  cost 
more  than  what  the  physician 
charges  for  an  office  visit.  Some 
charge  a minimum  two  hour  fee  re- 
gardless of  the  actual  time  spent  pro- 
viding interpreter  services.  Others 
charge  the  physician  even  if  the  pa- 
tient fails  to  keep  the  appointment. 
As  unfair  as  this  seems,  it  is  impor- 
tant to  remember  that  the  purpose 
behind  the  ADA  is  to  prevent  dis- 
crimination. Thus,  the  cost  of  rea- 
sonably accommodating  individuals 
with  disabilities  is  to  fall  on  the  en- 
tire population.  Any  cost  associated 
with  providing  these  services  may 
reasonably  be  treated  like  an  over- 
head expense  and  included  in  your 
office  charge  to  all  patients. 

Several  options  are  available  to 
the  physician.  One  is  for  the  physi- 
cian to  contract  exclusively  with  an 
interpreter  service  and  receive  a dis- 
counted rate  or  a waiver  of  the  two 
hour  minimums.  Another  option  is 


to  recoup  some  of  the  costs  by  imple- 
menting a fee  for  missed  appoint- 
ments. This  missed  appointment  fee 
must  be  applied  and  enforced 
equally,  in  a non-discriminatory 
way,  to  all  patients  and  not  just  to 
the  impaired  patient.  Note,  how- 
ever, that  a physician  may  not  bill 
Medicare  or  Medicaid  for  a missed 
appointment  as  it  is  considered 
fraud.  However,  the  physician  may 
bill  a Medicare  or  Medicaid  patient 
directly,  as  long  as  the  office  has  an 
established  missed  appointment 
policy  and  the  patient  has  been  in- 
formed of  the  policy  in  advance.  Li- 
nally,  a physician  may  have  a quali- 
fied interpreter  on  staff,  thereby 
avoiding  having  to  contract  for  the 
services. 

Staff  training  is  an  important 
component  to  effectively  and  effi- 
ciently managing  the  cost  of  inter- 
preter services.  Consider  these  sug- 
gestions: 

• Have  staff  ask  if  the  patient  needs 
interpreter  services  when  the  pa- 
tient first  makes  an  office  appoint- 
ment. If  you  have  an  interpreter 
on  staff  or  have  contracted  with 
an  interpreter  service,  make  sure 
the  patient  is  informed  not  to 
bring  their  own  interpreter.  There 
is  nothing  in  the  ADA  which  al- 
lows a patient  to  unilaterally  de- 
mand a particular  interpreter's 
services.  Again,  all  that  is  re- 
quired is  effective  communica- 
tion. 

• Have  written  policies  in  place  to 
determine  whether  your  in-office 
interpreter  is  qualified  for  any 
given  patient's  needs.  One  inter- 
preter may  not  be  qualified  for  all 
of  your  patients. 

• Have  a procedure  to  notify  staff 
of  the  days  a hearing  impaired  pa- 
tient is  scheduled  for  an  appoint- 
ment. Once  the  patient  arrives, 
be  sure  he  or  she  is  seen  as  quickly 
as  possible.  Remember,  an  inter- 
preter is  charging  you  an  hourly 
rate  to  wait  with  the  patient. 

• Make  sure  all  hearing  impaired 
patients  are  aware  of  your  office 

Continued  on  next  page 
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policies  by  clearly  posting  them 
in  your  office  and  communicat- 
ing them  to  the  patients. 

On  a bright  note,  most  health  care 
providers  may  claim  a tax  credit  of 
up  to  50  percent  of  eligible  access 
expenditures,  including  the  provi- 
sion of  interpreter  services,  over 
$250  but  less  than  $10,250,  up  to 
$5,000  per  tax  year.  This  tax  credit 
is  available  to  businesses  that,  in  the 
previous  tax  year,  had  revenues  of 
$1  million  or  less,  or  that  employed 
30  or  less  full-time  workers.  In  1994, 
the  AMA  took  the  stance  that  there 
should  be  a 100%  tax  credit  for  the 
expenses  associated  with  providing 
the  qualified  interpreter  services. 
No  legislation  to  this  effect  has  been 
enacted. 

Penalties  and  enforcement 

The  ADA  provides  two  avenues  for 
enforcement  of  Title  III  - through  the 
individual  or  through  the  Justice 
Department.  Individuals  who  are 
being  subject  to  discrimination  may 
file  a civil  action  for  injunctive  relief, 
but  not  money  damages.  If  an  indi- 
vidual files  a complaint  with  the 
Civil  Rights  Division  of  the  U.S.  Jus- 
tice Department,  the  Justice  Depart- 
ment may  conduct  an  investigation, 
and  possibly  bring  a suit  against  the 
physician  for  discrimination.  In  this 
case,  the  remedies  available  range 
anywhere  from  injunctive  relief  to 
all  forms  of  compensatory  money 
damages,  such  as  pain  and  suffering. 
Additionally,  civil  penalties  of  not 
more  than  $50,000  for  the  first  of- 
fense and  $100,000  for  subsequent 
offenses  are  allowed.  No  punitive 
damages  are  allowed.  In  both  cases, 
reasonable  attorneys  fees  and  costs 
may  also  be  sought  by  the  prevail- 
ing party. 

Refusing  to  provide  interpreter 
services  in  violation  of  the  ADA  re- 
cently arose  in  a case  in  New  York. 
A medical  practice  of  19  physicians, 
serving  50,000  patients  a year,  re- 
fused to  provide  any  interpreter  ser- 


vices to  its  10  impaired  patients.  As 
a result,  the  patients  had  to  resort  to 
note-writing  and  lip-reading,  re- 
gardless of  the  reason  for  the  physi- 
cian consult.  The  Attorney  General 
sued  the  practice  on  behalf  of  all 
hearing  impaired  patients  in  the 
state.  Compensatory  as  well  as  civil 
penalty  damages  were  sought.  Be- 
fore going  to  trial,  the  case  settled 
for  an  undisclosed  amount. 

This  should  serve  as  a warning  to 
physicians.  Where  there  is  disagree- 
ment between  the  physician  and  the 
patient  on  the  need  for  interpreter 
services,  the  Justice  Department 
strongly  urges  the  doctor  to  err  on 
the  side  of  caution  and  provide  the 
service.  The  rationale  for  this  is  that 
there  is  a grave  risk  of  not  under- 
standing the  patient's  symptoms, 
misdiagnosing  the  patient's  prob- 
lem, or  the  patient  not  understand- 
ing the  medical  instructions,  warn- 
ings or  prescription  guidelines. 
Moreover,  refusal  to  provide  an  in- 
terpreter may  result  in  the  patient 
bringing  a complaint  with  the  Civil 
Rights  Division  or  filing  a private 
civil  action  for  injunctive  relief.  The 
Justice  Department  does  not  con- 
duct random  compliance  reviews 
and  will  likely  only  conduct  an  in- 
vestigation based  on  a patient  com- 
plaint. 

Physician  concerns  about  the 
amount  interpreter  services  charge 
for  their  visits,  including  hourly 
rates,  minimum  two  hour  charges 
and  the  inability  to  cancel  interpreter 
services  without  financial  penalty 
when  the  patient  cancels  an  appoint- 
ment, raise  interesting  potential  an- 
titrust violation  questions.  If  there 
is  only  one  interpreter  service  in  an 
area,  has  the  group  exerted  illegal 
monopoly  power?  If  there  is  more 
than  one  group  (and  the  groups 
charge  the  same  price  for  their  ser- 
vices), not  allowing  offices  to  indi- 
vidually contract,  have  they  en- 
gaged in  price  fixing;  other  con- 
certed activity;  or  collusion  in  re- 


straint of  trade?  The  answer  to  these 
questions  is:  maybe.  If  you  believe 
possible  antitrust  activities  are  being 
undertaken  by  interpreter  services 
in  your  area,  please  contact  the  le- 
gal department  at  the  SMS  and  we 
will  notify  the  appropriate  authori- 
ties. 

Referrals  and  termination 

The  thrust  of  the  ADA  is  to  prevent 
disabled  individuals  from  being 
treated  differently  because  of  their 
disability.  Care  must  be  taken  not 
to  refer  or  terminate  a hearing  im- 
paired patient  solely  because  of  the 
disability  and  associated  costs  of 
providing  services.  A health  care 
provider  may  refer  a disabled  indi- 
vidual to  another  health  care  pro- 
vider with  a different  specialty  if  the 
individual  seeks  or  requires  treat- 
ment or  services  outside  of  the  re- 
ferring physician's  areas  of  special- 
ization and  if  the  referring  physician 
would  make  a similar  referral  for  a 
non-disabled  individual.  Termina- 
tion of  the  physician /patient  rela- 
tionship implicates  the  ADA  if  the 
termination  is  due  to  the  patient's 
disability  and  not  another  non-dis- 
criminatory  reason.  The  non-dis- 
criminatory  reason  for  termination 
should  be  documented  in  the  patient 
chart  and  clearly  explained  to  the 
patient. 

Conclusion 

Providing  effective  communication 
between  a physician  and  a hearing 
impaired  patient  is  required  by  law. 
There  are  many  misconceptions 
about  how  a physician  may  fulfill  his 
or  her  obligations.  As  this  article  has 
shown,  a number  of  approaches 
may  be  appropriate.  An  individu- 
alized assessment  of  each  hearing 
impaired  patient's  needs  and  open 
communication  will  aid  the 
physician's  compliance  with  the  law. 
The  Justice  Department's  toll-free 
ADA  information  number  is  (800) 
514-0301. ❖ 
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Third  in  a series 

Practical  considerations  regarding 

ethical  questions  in  the  daily  practice  of  medicine 

Maria  Van  Cleve,  SMS  Commission  on  Medicine  and  Ethics  staff 


The  Commission  on  Medicine 
and  Ethics,  under  the  leader- 
ship of  Kathryn  Nichol,  MD,  spends 
a portion  of  every  meeting  discuss- 
ing ethical  dilemmas  that  arise  in  the 
daily  practice  of  medicine.  For  the 
past  year  many  of  these  discussions 
have  centered  around  situations  that 
take  place  in  managed  care  environ- 
ments. Members  of  the  Commission 
consider  these  issues  not  to  develop 
definitive  “answers",  but  to  encour- 
age debate  and  raise  awareness  of 
the  ethical  responsibilities  of  the 
practice  of  medicine.  This  article 
will  focus  on  two  additional  vi- 
gnettes. 

Vignette  1 

A physician  practicing  in  a rural  area, 
miles  from  a hospital,  must  decide 
whether  to  conduct  a procedure  in  the 
office  or  send  the  patient  to  the  hospital. 
The  physician  is  concerned  about  the 
possibility  that,  should  complications 
arise,  he  or  she  will  not  be  adequately 
prepared  to  deal  with  them  on  an  outpa- 
tient basis.  However,  the  managed  care 
organization  that  the  physician  works 
for  would  like  to  have  the  treatment  con- 
ducted in-office  for  the  sake  of  cost. 
What  ethical  issues  are  raised? 

Vignette  2 

A teen-aged  single  mother  who  is  inter- 
ested in  nursing  her  newborn  delivers 
her  baby.  Twenty  four  hours  later 
mother  and  child  appear  healthy  but  the 
mother  is  extremely  unsure  about  her 
ability  to  nurse  the  baby  and  has  had 
little  time  to  become  comfortable  with 
care  of  the  infant,  such  as  bathing,  etc. 
The  managed  care  payer  wants  the  new 
mother  and  baby  discharged.  What  ethi- 
cal questions  are  raised? 


Both  of  these  vignettes  involve 
situations  that  might  arise  when 
physicians  and  managed  care  pay- 
ers disagree  about  the  amount  or 
kind  of  care  a patient  should  receive. 
Members  of  the  Commission  dis- 
cussed general  principals  regarding 
these  situations.  They  agreed  that: 

• It  doesn't  seem  quite  fair  that 
physicians  should  be  responsible 
for  fighting  for  reimbursement/ 
proper  care  coverage  from  insur- 
ance companies,  but  it's  become 
part  of  their  obligation  to  their 
patients. 

• Case  by  case  battles  over  patient 
stays/or  right  to  refer  are  time 
consuming,  tedious  and  largely 
ineffective.  Both  patients  and 
employers  have  power  in  deter- 
mining insurance  policy,  but  un- 
fortunately, patients,  in  particular 
are  not  organized. 

• Outcomes  research  will  be  help- 
ful in  cases  like  short  term  hospi- 
tal stay  for  post-partum  mothers 
and  infants.  No  one  really  knows 
what  effect  this  policy  will  have 
on  the  long  term  health  of  the 
mother  and  child  and  whether,  or 
not,  in  the  end  run,  it  really  saves 
money. 

• From  an  ethical  standpoint,  phy- 
sicians must  hold  paramount 
their  obligations  to  the  interest  of 
their  patients.  In  some  instances, 
though,  this  is  a convenient 
screen  to  hide  behind.  Society  as 
a whole  must  come  to  grips  with 
the  need  to  limit  care  in  some  in- 
stances. Physicians  should  not  be 
made  to  determine  where  these 
instances  lie,  but  they  must  be 
part  of  a dialogue  which  includes 


all  concerned  parties.  Society  as 
a whole  needs  to  establish  health 
care  priorities. 

• In  cases  where  there  is  a dispute 
with  a managed  care  payor,  phy- 
sicians should:  1)  remember  the 
importance  of  documentation  in 
the  medical  record,  2)  advocate 
for  more/better  training  for 
themselves  so  they  are  able  to 
handle  the  situations  required  by 
the  payor,  3)  advocate  for  pay- 
ment for  necessary  treatments, 
and  4)  inform  patients  of  the  ex- 
act provisions  of  their  insurance 
policy. 

Individual  physicians  on  the 
Commission  were  invited  to  share 
their  thoughts  on  each  specific  situ- 
ation. As  is  the  case  with  most  ethi- 
cal questions,  responses  varied.  In 
the  first  vignette,  several  physicians 
expressed  the  belief  that  this  situa- 
tion would  not  or  at  least  should  not 
arise. 

Russell  F.  Lewis,  MD,  states,  “It 
is  very  difficult  for  me  to  believe  this 
scenario  would  ever  arise  in  real  life. 
It  implies  that  either  the  managed 
care  plan  has  established  a protocol 
for  a group  of  procedures,  which 
seems  unreal  or  else  the  rural  phy- 
sician has  to  contact  the  home  office 
before  doing  something,  even  more 
questionable." 

The  opinion  of  Philip  Dougherty, 
MD,  is  unequivocal  as  well.  Fie 
states,  "Without  question  the  phy- 
sician should  do  the  procedure  in  the 
hospital.  Certainly  his  judgement 
supersedes  that  of  the  managed  care 
organization."  Steven  Cohen,  MD, 
writes,  “Under  these  circumstances. 
Continued  on  next  page 
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Continued  from  previous  page 
I find  it  difficult  to  imagine  that  a 
managed  care  organization  would 
still  push  for  an  office  procedure.  If 
approval  was  not  forthcoming,  I 
would  have  serious  questions  about 
the  ethics  of  the  organization,  the 
wisdom  of  its  decision  makers,  and 
the  shortsightedness  of  its  profit- 
motivated  drive.  Rather  than  do 
potential  harm,  the  physician  could 
enlist  the  aid  of  his  hospital  admin- 
istration as  well  as  medical  societ- 
ies, on  the  city,  county  and  state  or 
even  national  level,  before  proceed- 
ing. The  physician  also  needs  to 
know  whether  his  contract  has  a 
"holds  harmless"  statement.  This 
could  shift  liability  away  from  man- 
aged care  if  a disaster  occurs,  leav- 
ing the  doctor  "holding  the  bag!" 

Wm.  Michael  Cross,  MD  agrees 
with  these  assessments  to  some  de- 
gree but  thinks  there  needs  to  be 
more  information  before  a determi- 
nation can  be  made.  Dr  Cross 
writes:  "The  patient  result  would 
appear  to  be  the  paramount  consid- 
eration, period.  However,  we  need 
to  know  more  medical  facts.  Just 
what  is  the  risk  to  the  patient?  Is 
this  a procedure  which  is  inherently 
safe  or  inherently  risky  in  the  hands 
of  this  doctor  with  this  type  patient. 


To  me,  this  is  the  deciding  issue.  In 
any  circumstance,  physicians  deal 
with  their  ability  to  provide  good 
care  versus  the  need  to  refer  to  a 
higher  level  provider." 

Armond  Start,  MD,  stressed  the 
need  for  more  training.  He  states, 
"If  the  managed  care  organization 
would  like  the  physician  to  do  the 
treatment  in-office,  it  must  provide 
the  training  necessary  to  relieve  the 
anxiety  of  the  physician.  Until  this 
training  is  provided,  the  physician 
is  ethically  required  to  refer  the  pa- 
tient." 

The  second  vignette  evoked  a 
similar  series  of  statements  from 
member  physicians.  Members  of  the 
Commission  agreed  on  the  general 
principal  that  the  patient's  needs 
should  be  met,  but  the  specifics  of 
how  this  should  happen  was  a mat- 
ter of  some  discussion.  While  Dr 
Lewis  suggested  that  "the  oppor- 
tunity should  be  offered  her  (the 
post  partum  mother)  of  staying 
longer  at  her  expense,"  Doctors 
Cohen  and  Start  felt  that  other,  less 
costly  and  more  effective  means, 
could  be  employed  to  help  this  pa- 
tient. Dr  Cohen  summed  up  this 
viewpoint  when  he  wrote,  "If  man- 
aged care  is  concerned  about  dura- 


tion of  stay  after  routine  delivery, 
they  need  to  establish  programs  for 
teaching  techniques  of  parenting,  ie., 
feeding,  bathing,  diapering  and 
other  areas  of  newborn  care,  BE- 
FORE delivery.  In  the  first  24  hours 
postpartum,  the  patient  may  be  ex- 
hausted, frightened,  in  pain,  excited, 
or  depressed.  Teaching  and  learn- 
ing are  difficult  under  these  circum- 
stances." Dr  Cross  suggested  that 
home  health  care  might  be  the  best 
way  to  provide  for  the  patient  in  this 
particular  situation  and  Dr 
Dougherty  concurred.  He  writes, 
"The  needs  of  the  young  lady  can 
well  be  met,  and  should  be  met,  by 
appropriate  arrangements  for  out- 
patient supervision  and  follow-up. 
Her  needs  should  not  be  ignored  -- 
they  can  be  cared  for  by  already  ex- 
isting agencies  and  institutions." 

The  Commission  on  Medicine 
and  Ethics  welcomes  your  com- 
ments on  these  ethical  vignettes  and 
your  questions  or  concerns  regard- 
ing any  other  ethical  dilemnas  that 
you  might  face  in  your  practice. 
Please  direct  your  responses  to 
Kathryn  Nichol,  MD,  Chair,  Com- 
mission on  Medicine  and  Ethics, 
State  Medical  Society  of  Wisconsin, 
PO  Box  1109,  Madison,  WI  53715.-> 
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Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to  pro- 
vide a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  fam- 
ily receives  a special  card  with  the  name  of  the  donor.  For  more  infor- 
mation, contact  the  foundation  staff  at  the  SMS.*> 


Bauer,  William  Bernhardt  August 
Jurgens,  MD,  born  in  Brooklyn,  NY, 
Nov  13,  1911,  died  Nov  13,  1995,  at 
his  home  in  Fadysmith.  Dr  Bauer 
earned  his  medical  degree  from 
Fong  Island  College  of  Medicine  in 
1939,  served  an  18-month  internship 
in  Minneapolis  and  set  up  practice 
in  Fadysmith  in  January  1942.  "Dr 
Bill"  remained  in  formal  practice  for 
34  years,  offering  rural  Wisconsin 
general  medicine,  orthopaedics, 
general  surgery,  obstetrics  and  a 
compassionate  bedside  manner.  Fol- 
lowing his  retirement  in  1976,  he 
continued  to  see  patients— loyal  to 
their  Dr  Bill— informally  for  several 
years. 

A voracious  reader  of  medical 
and  classical  literature.  Dr  Bauer  was 
also  an  accomplished  author  and 
poet.  For  years,  he  wrote  a weekly 
advice  column  for  the  Fadysmith 
News.  His  book,  "Brethren  of  the 
Brule,"  which  shares  his  experiences 
fishing  the  Brule  River  and  is  now 
in  its  second  printing,  comple- 
mented his  scores  of  articles  in  na- 
tional trout  fishing  magazines.  He 
also  wrote,  "Out  of  Dr  Bill's  Black 
Bag,"  a collection  of  events  and  char- 
acters gathered  during  his  50  years 
of  medicine. 

The  distinguishing  mark  of  this 
remarkable  man  and  physician  was 
his  love  of  fishing  and  the  outdoors. 
Dr  Bill  caught  his  first  fish  before  he 
was  5 years  old,  and  eventually 
achieved  legendary  status  among 
trout  anglers  as  the  "Doctor  of  the 
Brule."  He  was  a fly  fishing  artist 
and  a master  of  lure  fishing  on  Ca- 
nadian and  American  rivers,  streams 
and  brooks.  Over  the  years.  Dr  Bauer 
transformed  his  backyard  into  a mi- 
crocosm of  trout  habitat,  building  a 
trout  hatchery  and  series  of  terraced 
hillside  trout  ponds,  surrounded  by 
a cultivated  fir  forest.  Dr  Bauer's 
other  passions  included  basketball, 
which  he  played  competitively  into 
his  seventh  decade,  and  golf,  which 
he  played  into  his  84th  year  of  life. 


Dr  Bauer  is  remembered  as  a man 
who  loved  life  to  its  fullest:  a man 
of  passion,  courage,  wisdom,  intui- 
tive sense,  competitiveness  and  love. 

Dr  Bauer  is  survived  by  his  wife 
Augusta  (Gussie),  daughters  Chris- 
tine and  Cathi,  sons  Bill  Jr.,  Mark  and 
Tim,  and  19  grandchildren. 

" The  past  and  future  loom  as  one, 
So  close  before  our  eyes; 

The  precious  moments  that  are  done 
Join  those  about  to  rise... 

Reality  of  what  we  are, 

So  little  and  so  nil, 

Now  jolts  our  senses  from  afar 
As  beauty  rides  our  hill." 

— From  "Inspired  by  Our  Hillside," 
W.B.A.J.B. 

Baylon,  Victoriano  A.,  MD,  died 
Oct  18, 1995.  He  completed  his  sur- 
gical and  pathology  residency  at 
Deaconess  Hospital,  Milwaukee. 
He  was  director  of  Faboratories  for 
All  Saints  Healthcare  Systems  and 
Burlington  Memorial  Hospital.  He 
was  certified  by  the  American  Board 
of  Anatomic  Pathology  and  the 
American  Board  of  Clinical  Pathol- 
ogy. He  was  a member  of  Racine 
County  Medical  Society,  State  Medi- 
cal Society  of  Wisconsin,  American 
Medical  Association,  Wisconsin  So- 
ciety of  Pathologists,  American  So- 
ciety of  Clinical  Pathologists,  Col- 
lege of  American  Pathologists,  and 
Filipino- American  Medical  Associa- 
tion. Dr  Baylon  was  the  founder. 


charter  president,  and  secretary  of 
Racine  Academy  of  Medicine.  Also, 
he  was  the  treasurer  and  past  presi- 
dent of  the  Racine  County  Medical 
Society.  Dr  Baylon  is  survived  by  his 
wife  Carol;  his  sons  Peter  Baylon, 
and  Robert  Baylon;  his  daughter, 
Elizabeth  Sorenson;  and  four  grand- 
children. 

Blankstein,  Samuel  S.,  MD,  died 
Sept  15,  1995,  in  Milwaukee.  He  at- 
tended University  of  Wisconsin, 
Rush  Medical  College,  University  of 
Chicago.  His  internship  was  at  Cook 
County  Hospital  in  Chicago  and  his 
residency  was  at  Billings  Hospital, 
University  of  Chicago  Clinics,  Chi- 
cago. He  was  a member  of  the  State 
Medical  Society  of  Wisconsin,  50 
Year  Club,  American  Academy  of 
Ophthalmology,  Milwaukee  Oph- 
thalmological  Society,  American 
Board  of  Ophthalmology,  Chicago 
Ophthalmological  Society  and 
Clinical  Professor  Ophthalmology 
Medical  College  of  Wisconsin.  He  is 
survived  by  his  wife  Anne,  his  chil- 
dren Fredlyn  B.  Wilson  of 
Northbrook,  111  and  Fynda  B.  Simon 
of  South  Bend,  Ind.;  five  grandchil- 
dren and  one  great  grandchild. 

Ylitalo,  William  H.,  MD,  died  Oct 
24,  1995  in  Madison.  He  attended 
University  of  Minnesota  Medical 
School,  Minneapolis.  He  completed 
his  internship  at  the  U.S.  Naval 
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Hospital,  Marc  Island,  Calif,  and 
completed  his  residency  at  Mayo 
Foundation,  Rochester,  Minn.  He 
helped  to  pass  Wisconsin's  Good 
Samaritan  law  which  allowed  doc- 
tors to  provide  care  at  the  scene  of 
an  accident.  He  was  a member  of 


the  State  Medical  Society  of  Wiscon- 
sin, Dane  County  Medical  Society, 
Northwest  Pediatric  Society  and 
Mayo  Alumni  Association.  He  is 
survived  by  his  wife  Wit,  five  chil- 
dren, Jo  Ylitalo  Sullivan,  St.  Paul 


County  society  news 


Chippewa.  The  Chippewa  County 
Medical  Society  approved  member- 
ship for  Sharlene  P.  Kreitlow,  MD; 
Diane  J.  Meyer,  MD;  Raj  Vir  Singh, 
MD;  and  Rhonda  R.  Whitley,  MD. 

Clark.  The  Clark  County  Medical 
Society  approved  membership  for 
John  D.  Adolphson,  MD;  Ana  C. 
Capati,  MD;  and  Jose  Audie  E.  Lim, 
MD. 

Dodge.  The  following  physicians 
were  approved  for  membership  in 
the  Dodge  County  Medical  Society: 
Robert  A. Coe,  MD;  Marie  P.  Gogin, 
MD;  Prasad  R.  Malempati  Babu, 
MD;  Kenneth  V.  Ostermann,  MD; 
and  Mary  F.  Ostermann,  MD. 

Green  Lake-Waushara.  The  Green 
Lake-Waushara  County  Medical  So- 
ciety approved  membership  for 
Michael  Seitzinger,  MD  and  Kaye  F. 
Zwiacher,  MD. 

Jefferson.  F.  Bradford  Meyers,  MD, 
Jefferson,  and  Mary  Jo  Neustifter, 
DO,  Fort  Atkinson,  stepped  down  as 
president  and  secretary-treasurer  of 
the  Jefferson  County  Medical  Soci- 
ety. For  1996,  the  new  officers  will 
be  Renato  S.  Estrella,  MD  as  presi- 
dent and  Aurora  M.  Estrella,  MD  as 
secretary-treasurer,  both  physicians 
are  from  Watertown.  The  county 
society  wishes  to  thank  Dr  Meyers 
for  his  5 years  of  service  as  president 
and  Dr  Neustifter  for  her  years  of 
service.  The  Jefferson  County 
Medical  Society  approved  member- 
ship for  Kenneth  Kliese,  MD;  Steven 
George,  MD;  and  Donna  R. 
Daufenbach,  MD. 


Kenosha.  The  following  physicians 
were  approved  for  membership  in 
the  Kenosha  County  Medical  Soci- 
ety: Steven  C.  Johnson,  MD;  Stephen 
P.  Feuerbach,  MD;  Peter  Mariani, 
MD;  Michael  P.  Fehmann,  MD;  Torri 
F.  Otte,  MD;  and  Thomas  M.  Ambro, 
MD. 

La  Crosse.  The  Fa  Crosse  County 
Medical  Society  approved  member- 
ship for  the  following  physicians: 
Timothy  J.  Buckley,  DO;  Pamela  A. 
Hanson,  MD;  Stephen  A.  Korte,  MD; 
and  Michael  J.  Price,  MD. 

Manitowoc.  The  Manitowoc 
County  Medical  Society  approved 
membership  for  Kevin  Molteni,  MD. 

Marathon.  The  Marathon  County 
Medical  Society  approved  member- 
ship for  Anne  M.  Murray,  MD. 

Oconto.  The  Oconto  County  Medi- 
cal Society  approved  membership 
for  Samer  Kafelghazal,  MD. 

Oneida-Vilas.  The  Oneida-Vilas 
County  Medical  Society  approved 
membership  for  the  following  phy- 
sicians: Ijaz  Qureshi,  MD;  Jeffrey 
Heffernon,  MD;  Donald  H. 
Kranendonk,  MD;  John  Twelmeyer, 
MD;  Susan  Fee,  MD;  Thomas  Roy, 
MD;  Paul  K.  Wegehaupt,  MD;  and 
David  Simenstad,  MD. 

Outagamie.  The  Outagamie  County 
Medical  Society  approved  member- 
ship for  Karen  R.  Konz,  MD;  Tomasz 
K.  Miaskowski,  MD;  Christine  A. 


Minnesota,  Sally  Ylitalo  Maxton, 
Baltimore,  Md,  Susan  Ylitalo  of 
Spearfish,  SD,  Annmarie  Ylitalo 
Jensen,  of  Minocqua,  Wise,  Bill 
Ylitalo  of  Woodstock,  New  York;  and 
six  grandchildren. ❖ 


Newton,  MD;  Gregory  J.  Hunter, 
MD;  Glenn  E.  Jennings,  MD; 
Michael  M.  Messer,  MD;  Daniel  C. 
Scott,  MD;  Thomas  M.  Steed,  MD; 
and  Michael  P.  Vrabec,  MD. 

Rock.  The  Rock  County  Medical 
Society  approved  membership  for 
Meher  S.  Mallick,  MD;  Farry  Studt, 
MD;  Eugene  Gonzales,  MD;  and 
Manelle  Fernando,  MD. 

Walworth.  The  Walworth  County 
Medical  Society  approved  member- 
ship for  Laura  V.  Calderwood,  MD; 
Christal  Ann  Gordon,  MD;  David  J. 
Hendrickson,MD;  Arif  G.  Jaka,  MD; 
George  E.  Maker,  MD;  Michael  N. 
Mangold,  MD;  Sharon  A.  Smith, 
MD;  and  Jake  S.  Vacarella,  MD. 

Washington.  The  Washington 
County  Medical  Society  approved 
membership  for  David  R. 
Madenberg,  DO,  and  Marjorie  A. 
Vukelich,  MD. 

Waukesha.  The  Waukesha  County 
Medical  Society  approved  member- 
ship for  Andrea  Munoz,  MD;  Rob- 
ert C.  Bruce,  MD;  Cary  J. 
Kohlenberg,  MD;  and  Robert  P. 
Sievert,  DO. 

Winnebago.  The  Winnebago 
County  Medical  Society  approved 
membership  for  the  following  phy- 
sicians: Michael  West,  MD;  Charles 
Strancke,  MD;  Ruby  Casino,  MD; 
Denise  Kennedy,  MD;  and  A1  Fisher, 
MD* 
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Physician  briefs 

Jane  Balint,  MD,  has  been  ap- 
pointed assistant  professor  of  pedi- 
atrics at  the  Medical  College  of  Wis- 
consin. She  completed  her  pediatric 
residency  at  Children's  Hospital  of 
Philadelphia  and  was  summa  cum 
laude  graduate  of  Albany  Medical 
College.  She  is  board-certified  in 
pediatric  gastroenterology  and  nu- 
trition, and  recently  completed  a fel- 
lowship in  this  area  at  Children's 
Hospital  Medical  Center  in  Cincin- 
nati. She  is  a member  of  the  Medical 
College  of  Wisconsin  Physicians  and 
Clinics  at  Children's  Hospital  of 
Wisconsin,  specializing  in  pediatric 
gastroenterology  and  nutrition,  es- 
pecially in  liver  disease  and  nutri- 
tional problems. 

Sharon  Busey,  MD,  has  been  ap- 
pointed assistant  professor  of  pedi- 
atrics at  the  Medical  College  of  Wis- 
consin. She  completed  a fellowship 
in  pediatrics  at  Children's  Hospital 
Medical  Center,  Cincinnati,  Ohio, 
and  a pediatric  residency  at 
Greenville  Hospital  System, 
Greenville,  SC.  She  completed  a 
Master  of  Science  degree  in  epide- 
miology at  the  University  of  Cincin- 
nati School  of  Medicine  and  is  a 
graduate  of  the  Ohio  State  Univer- 
sity College  of  Medicine 

Herman  Cheung,  PhD,  has  been 
awarded  a 4-year  grant  by  the  Na- 
tional Institute  of  Arthritis  and  Mus- 
culoskeletal and  Skin  Diseases  to 
study  the  biological  effects  of  basic 
calcium  phosphate  crystals.  He  is  a 
professor  of  medicine  in 
rheumatology,  biochemistry  and 
orthopaedic  surgery  at  the  Medical 
College  of  Wisconsin. 

Dean  A.  Delmastro,  MD,*  a hema- 
tologist/oncologist has  joined  the 
medical  staff  of  the  Marshfield 
Clinic.  He  earned  his  medical  degree 
from  Rush  Medical  College,  Rush 
Presbyterian-St.  Luke's  Medical 


Center  in  Chicago,  111.  He  completed 
his  residency  in  internal  medicine  at 
the  University  of  South  Alabama 
Medical  Center,  Mobile,  Ala,  and 
completed  a fellowship  in  hematol- 
ogy and  medical  oncology  at  the 
University  of  North  Carolina  in 
Chapel  Hill,  NC. 

Stephen  Elliott,  MD,  has  been  ap- 
pointed associate  professor  of  pedi- 
atrics and  physiology  at  the  Medi- 
cal College  of  Wisconsin.  He  earned 
his  MB,  BS,  and  MD  degrees  at  the 
University  of  Western  Australia.  He 
completed  a neonatal-perinatal  fel- 
lowship at  Baylor  Affiliated  Hospi- 
tals and  pediatric  residencies  at  Case 
Western  Reserve  University's  Rain- 
bow Babies  and  Children's  Hospi- 
tal, Cleveland  and  Princess  Marga- 
ret Hospital  for  Children  in  Perth, 
Western  Australia.  He  is  a member 
of  the  Medical  College  of  Wisconsin 
Physicians  and  Clinics,  specializing 
in  neonatal-perinatal  medicine  at 
Children's  Hospital  of  Wisconsin. 

Eric  S.  Gaenslen,  MD,  an 

orthopaedic  surgeon  has  joined  the 
medical  staff  of  Milwaukee  Medical 
Clinic.  He  earned  his  medical  degree 
at  the  University  of  Wisconsin  Medi- 
cal School  and  completed  an  intern- 
ship in  general  surgery  at  Michael 
Reese /University  of  Illinois  Hospi- 
tals in  Chicago.  He  completed  his 
residency  in  orthopaedic  surgery  at 
the  University  of  Missouri,  Kansas 
City,  and  a fellowship  in  upper  ex- 
tremity surgery  at  Baylor  College  of 
Medicine,  Houston. 

Christopher  J.  Keller,  MD,*  has 

joined  Ear,  Nose  & Throat  Associate 
of  Manitowoc.  He  is  a specialist  in 
Otolaryngology  Head  & Neck  Sur- 
gery and  obtained  his  undergradu- 
ate degree  at  the  University  of  Notre 
Dame  and  received  his  medical  de- 
gree from  the  University  of  Wiscon- 
sin School  of  Medicine.  He  com- 


pleted his  residency  in 
Otolaryngology  Head  & Neck  Sur- 
gery at  the  University  of  Vermont. 

Katherine  L.  Kostamo,  MD,  has 

joined  the  medical  staff  of  the 
Franciscan  Skemp  Healthcare,  La 
Crosse.  She  received  her  under- 
graduate degree  from  Hamline  Uni- 
versity, St.  Paul,  Minn.,  and  earned 
her  medical  degree  from  the  Univer- 
sity of  Minnesota-Minneapolis.  She 
completed  her  internal  medicine  in- 
ternship and  residency  at  Abbott 
Northwestern  Hospital  in  Minne- 
apolis, Minn,  and  a fellowship  in 
nuclear  medicine  at  the  University 
of  Minnesota. 

J.  David  Lewis,  MD,*  a surgeon  at 
St.  Joseph's  Community  Hospital  of 
West  Bend,  specializing  in  general 
and  vascular  surgery  was  elected 
vice  president  of  the  Wisconsin  Peer 
Review  Organization  (WIPRO). 
WIPRO  is  a non-profit  organization 
specializing  in  health  care  quality 
improvement  services  aimed  at  im- 
proving care  provided  to  Wisconsin 
patients. 

Donald  H.  McDonald,  MD,*  was 

recently  reelected  to  the  Board  of  Di- 
rectors of  the  Wisconsin  Medical 
Peer  Review  Organization  (WIPRO). 
He  is  a charter  Fellow  of  the  Ameri- 
can Academy  of  Family  Physicians, 
a Fellow  of  the  American  Geriatrics 
Society,  the  Medical  Director  of  the 
Omro  Health  Care  Center,  and  a 
clinical  instructor  in  the  Department 
of  Family  Practice  at  the  Medical 
College  of  Wisconsin. 

Jane  L.  Neumann,  MD,*  a 

pulmonologist  from  Memorial  Hos- 
pital, Waukesha,  has  been  elected 
president  of  The  Wisconsin  Peer 
Review  Organization  (WIPRO).  She 
has  been  an  active  member  of  the 
WIPRO  board  since  1984.  She 
Continued  on  next  page 
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Continued  from  previous  page 
served  as  vice  president  of  the  board 
from  1985-1995.  WIPRO  is  a non- 
profit organization  specializing  in 
health  care  quality  improvement 
services  aimed  at  improving  care 
provided  to  Wisconsin  patients. 

Susan  S.  Quinn,  MD,*  a specialist 
in  physical  medicine  and  rehabilita- 
tion, has  joined  the  medical  staff  at 
Skemp  Healthcare.  She  earned  her 
medical  degree  from  the  University 
of  Minnesota-Minneapolis  and  com- 
pleted her  residency  at  the  Mayo 
Graduate  School  of  Medicine  in 
Rochester,  Minn. 

Marcia  J.S.  Richards,  MD,*  Presi- 
dent of  the  State  Medical  Society  of 
Wisconsin,  has  been  named  fellow 
of  the  American  College  of  Radiol- 
ogy. She  was  selected  for  her  out- 
standing contributions  to  the  field  of 
radiology.  She  was  named  one  of  the 
130  new  fellows  by  the  College's 
board  of  chancellors. 

Dean  Schueller,  MD,*  orthopaedic 
surgeon,  has  joined  the  Monroe 
Clinic.  He  received  his  undergradu- 
ate degree  with  honors  from  the 
University  of  Michigan  in  Ami  Ar- 
bor and  his  medical  degree  from 
Wayne  State  University  School  of 
Medicine  in  Detroit,  Mich.  He  com- 
pleted his  residency  in  Orthopaedic 
Surgery  form  the  University  of  Chi- 
cago Medical  Center  and  earned  the 
Chicago  Spine  Fellowship  from 
Rush-Presbyterian-St.  Luke's  Medi- 
cal Center. 

Daniel  Sherry,  MD,*  president  of 
the  Wisconsin  Academy  of  Family 
Physicians,  and  a member  of  the 
WISPAC  board  was  awarded  the 
University  of  Minnesota,  Duluth 
(UMD)  Distinguished  Alumni 
Award.  This  award  was  established 
as  part  of  the  University  of  Minne- 
sota-Duluth's  one  hundredth  year 
anniversary. 

Michael  Seitzinger,  MD,*  an  inter- 
nationally known  gynecologist  and 


world-renowned  inventor  of  surgi- 
cal instruments,  has  joined  the  Com- 
munity Health  Network  and  Berlin 
Memorial  Hospital.  He  is  an  instruc- 
tor with  the  American  Association 
of  Gynecologic  Laparoscopists 
(AAGL),  who  regularly  teaches  sur- 
gical procedures  to  other  physicians 
and  surgeons  throughout  the  world 
using  these  instruments.  He  is  a 
graduate  of  Tulane  School  of  Medi- 
cine in  New  Orleans,  La.  He  is  board 
certified  by  the  American  Board  of 
Obstetrics  and  Gynecology.  He  com- 
pleted a 4-year  residency  and  3-year 
internship  in  obstetrics/ gynecology 
at  Oakwood  Hospital  in  Dearborn, 
Mich. 

Dale  Tavris,  MD,  MPH,  of  Lake 
Mills,  has  been  appointed  assistant 
professor  of  preventive  medicine  at 
the  Medical  College  of  Wisconsin. 
Also,  he  is  associate  clinical  coordi- 
nator of  the  Wisconsin  Medical  Re- 
view Organization  and  is  research- 
ing the  health  status  of  Wisconsin's 
Native  American  population  and 
the  factors  which  influence  it.  He 
earned  his  Master  of  Public  Health 
degree  in  epidemiology  at  the  Uni- 
versity of  California,  Berkeley, 
School  of  Public  Health.  He  com- 
pleted his  residency  at  Brooks  Air 
Force  Base,  San  Antonio,  Texas  and 
graduated  from  Indiana  University 
School  of  Medicine. 

John  Trible,  MD,  has  been  ap- 
pointed assistant  professor  of  oph- 
thalmology at  the  Medical  College 
of  Wisconsin.  He  completed  a fel- 
lowship in  glaucoma  at  Bascom 
Palmer  Eye  Institute  in  Miami,  Fla, 
and  a residency  in  ophthalmology 
at  Wills  Eye  Hospital  in  Philadel- 
phia. He  is  an  honors  graduate  of 
Georgetown  University  School  of 
Medicine.  He  is  a diplomate  of  the 
National  Medical  Board  of  Examin- 
ers and  is  board-certified  by  the 
American  Board  of  Ophthalmology. 
He  is  a member  of  the  Medical  Col- 
lege of  Wisconsin  Physicians  and 
Clinics. 


James  Turek,  MD,*  an  ob/gyn,  has 
joined  the  Women's  Health  Center 
at  the  Monroe  Clinic.  He  received  his 
medical  degree  with  honors  at  the 
University  of  Nebraska  School  of 
Medicine.  He  completed  his  intern- 
ship and  residency  in  Obstetric  and 
Gynecology  at  the  Madigan  Army 
Medical  Center  in  Tacoma,  Wash.  He 
has  served  as  the  department  chair 
of  Obstetrics  and  Gynecology  at 
General  Leonard  Wood  Community 
Hospital  for  the  past  3 years.  He  is  a 
member  of  the  American  College  of 
Obstetrics  and  Gynecology,  Ameri- 
can Association  of  Gynecological 
Laparoscopists  and  the  American 
Medical  Association. 

Marvin  Wagner,  MD,*  a surgeon,  is 
the  first  recipient  of  the  newly  en- 
dowed Marvin  Wagner  Professor- 
ship of  Anatomy  and  Cellular  Biol- 
ogy at  the  Medical  College  of  Wis- 
consin. He  was  honored  for  his  con- 
tributions to  the  medical  school  and 
his  expertise  in  anatomy  and  cellu- 
lar biology.  He  earned  his  medical 
degree  from  Marquette  University 
School  of  Medicine.  He  has  devel- 
oped an  active  research  progrma  in 
anatomy  and  surgery,  contributing 
more  than  60  publications  to  his 
field.  He  has  co-authored  Segmental 
Anatomy:  Applications  to  Clinical 
Medicine. 

Timothy  Zelko,  MD,*  a specialist  in 
obstetrics  and  gynecology  has  joined 
the  staff  of  the  Aurora  Health  Cen- 
ter. He  earned  his  medical  degree 
from  the  Philadelphia  College  of 
Osteopathic  Medicine.  He  is  board 
certified  by  the  American  College  of 
Obstetricians  and  Gynecologists. 

John  W.  Zwiacher,  MD,*  surgeon, 
has  joined  the  medical  staff  of  Ripon 
Medical  Center.  He  is  a member  of 
the  American  College  of  Surgeons 
and  earned  a Fellowship  in  Thoracic 
Surgery  from  the  University  of  Ne- 
braska. He  earned  his  medical  de- 
gree from  the  University  of  Okla- 
homa College  of  Medicine.  ❖ 
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Bayfield  County  to  have  model  program 


Grace  Heitsch,  MD  (center,  with  daughter,  Aria),  Ashland,  is  the  first  Wisconsin  pediatrician  to  receive  an  American  Academy 
of  Pediatrics  Community  Access  to  Child  Health  (CATCH)  planning  grant,  funded  by  Wyeth-Ayerst  Laboratories.  Dr  Heitsch 
used  her  CATCH  grant  to  help  establish  The  First-Time  Parent  Mentor  Program  in  northern  Wisconsin. 

Celebrating  with  Dr  Heitsch  during  a recent  reception  at  Duluth  Clinic  in  Ashland  are  (from  left):  Rick  Watke,  Wyeth- 
Lederle  Vaccines  and  Pediatrics  territory  manager;  David  Ammend,  MD,  a Duluth  Clinic-Ashland  pediatrician;  Dr  Heitsch; 
Sharon  Stezvart,  housing  & community  development  consultant;  and  Dan  Hymans,  president  and  chief  executive  officer,  Me- 
morial Medical  Center. 

The  First-Tune  Parent  Mentor  Program  zvill  initially  serve  Bayfield  County  families,  and  eventually,  expand  to  Ashland 
County.  It  is  based  on  the  "Healthy  Families  America"  model  that  has  successfully  defined,  and  met,  the  health  needs  of  children 
in  communities  across  the  nation. 

"The  program  zvill  help  families  zvho  are  having  their  first  child  establish  positive  family  life  patterns  that  zvill  enhance  their 
children's  long-term  health  and  well-being ,"  Heitsch  said. 
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Do  You  Know 

The  Physician-Citizen  of  the  Year? 


The  State  Medical  Society  of  Wisconsin  is  asking  the  people  of  Wisconsin  to 
nominate  doctors  for  the  Physician-Citizen  of  the  Year  award.  The  award  was 
created  to  recognize  the  civic,  cultural,  economic,  charitable  and  health  care 
services  provided  by  doctors  to  their  local  or  state  communities.  Here  are  the 
criteria: 

• The  doctor  must  be  a Wisconsin  resident. 

• The  doctor  must  be  either  an  MD  or  a DO. 

• Except  in  unusual  circumstances,  the  service  to  the  community  should 
be  uncompensated.  (Preference  is  given  to  current  service  over  lifetime 
service.) 

• Previous  winners  of  the  award  are  not  eligible.  (The  Medical  Society  will 
notify  you  if  the  doctor  you  nominate  is  a previous  winner.) 

• The  deadline  for  submitting  nominations  is  Feb.  5, 1996. 


How  do  you  nominate  someone? 

Write  to  the  Medical  Society  and  provide: 

• The  name  of  the  doctor. 

• The  doctor's  home  or  office  address. 

• Your  name  and  address. 

• Why  you  think  the  doctor  deserves  to  win:  What  has  the  doctor  done 
for  the  community? 

• Send  to:  Commission  on  Public  Information,  Attn:  Lynne  Bjorgo, 
State  Medical  Society  of  Wisconsin,  PO.  Box  1109,  Madison,  WI  53701, 
FAX  (608)  283-5401,  e-mail  - LynneB@SMSWI.ORG. 

< ^ State  Medical  Society  of  Wisconsin 
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Classified  ads 


FAMILY  PHYSICIANS  sought  for  ru- 
ral and  midsize  communities  in  Iowa, 
Minnesota,  North  Dakota,  South  Dakota, 
and  Wisconsin.  Contact:  VHA  North 
Central,  3600  West  80th  Street,  Suite  550, 
Minneapolis,  MN  55431.  Call  collect: 
612-896-3492,  FAX  612-896-3425.  Ask  for 
Jerry  Hess.  1-3/96 

DELAVAN,  WISCONSIN.  No  Call  - 
No  Hospitalization  Required!  We  are 

actively  recruiting  BE/BC  internal  medi- 
cine physicians  to  practice  at  the 
Riverview  Clinic  location  in  Delavan, 
Wisconsin  (population  6,000)  located  30 
minutes  south  of  Janesville.  Delavan  is 
a safe  family  oriented  community  with 
excellent  schools  and  recreational  oppor- 
tunities with  a lake  located  within  the 
community.  Excellent  compensation 
and  benefits  are  provided  with  employ- 
ment leading  to  shareholder  status.  Con- 
tact Stan  Gruhn,  MD,  Riverview  Clinic, 
PO  Box  551,  Janesville,  Wisconsin  53547- 
0551,  phone  608-755-3520.  1-3/96 

MEDICAL  DIRECTORS  - KANSAS/ 
MISSOURI.  Respected  managed  care 
plans  seek  licensed  Board  Certified  MDs 
for  Medical  Director  positions.  Candi- 
dates experienced  in  managed  care,  CQI, 
utilization  review,  and  case  management 
with  minimum  3 years  clinical  experi- 
ence contact:  Michael  Shirley  Associates, 
Inc.,  220/299, 7300  W.  110th,  S-230,  Over- 
land Park,  KS  66210.  1/96 


RATES:  70  cents  per  word,  with  a 
minimum  charge  of  $30  per  ad. 

BOXED  AD  RATES:  $40  per  col- 
umn inch.  All  ads  must  be  pre- 
paid. 

DEADLINE:  Copy  must  be  re- 
ceived by  the  1st  of  the  month  pre- 
ceding the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical  Jour- 
nal, PO  Box  1109,  Madison,  WI 
53701.  FAX:608-283-5401.  Classi- 
fied ads  are  not  taken  over  the  tele- 
phone, but  questions  may  be  di- 
rected to  608-257-6781  or  toll-free 
1-800-362-9080. 


JANESVILLE,  WISCONSIN.  Dean 
Medical  Center  a 350+  physician  private 
multi-specialty  group  is  actively  recruit- 
ing a BE/BC  Internist  for  our  Riverview 
Clinic  in  Janesville,  Wisconsin  (popula- 
tion 50,000  and  is  located  40  miles  south- 
east of  Madison).  Janesville  is  a beauti- 
ful, family  oriented  community  with  ex- 
cellent schools  and  abundant  recre- 
ational activities.  Currently  there  are  12 
internal  medicine  physicians  at  the 
Riverview  location.  The  call  schedule 
will  be  1 in  12  for  weekdays  and  week- 
ends. Excellent  compensation  and  ben- 
efits will  be  provided  with  full  time  em- 
ployment leading  to  shareholder  status 
in  two  years.  For  more  information  con- 
tact Stan  Gruhn,  MD,  Riverview  Clinic, 
PO  Box  551,  Janesville,  Wisconsin  53547- 
0551,  phone  608-755-3520.  1-3/96 

DELAVAN,  WISCONSIN.  No  Call  - 
No  Hospitalization  Required!  We  are 

actively  recruiting  BE/BC  family  physi- 
cians to  practice  at  the  Riverview  Clinic 
location  in  Delavan,  Wisconsin  (popu- 
lation 6,000)  located  30  minutes  south  of 
Janesville.  Delavan  is  a safe  family  ori- 
ented community  with  excellent  schools 
and  recreational  opportunities  with  a 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

TFN/95 


PPS  for  PSP2* 

* Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.  Box  791  • Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


lake  located  within  the  community.  Ex- 
cellent compensation  and  benefits  are 
provided  with  employment  leading  to 
shareholder  status.  Contact  Stan  Gruhn, 
MD,  Riverview  Clinic,  PO  Box  551, 
Janesville,  Wisconsin  53547-0551,  phone 
608-755-3520.  1-3/96 

LAKE  MICHIGAN  SHORELINE 
COMMUNITY.  Join  85  physicians  at  an 
integrated  health  care  system  in  south- 
eastern Wisconsin.  Enjoy  working  in  a 
progressive  organization  with  eight  fam- 
ily physicians  and  affiliate  with  two  lo- 
cal hospitals.  Excellent  call  coverage,  no 
obstetrics,  aiad  an  attractive  income 
package.  Easy  access  to  both  Chicago 
and  Milwaukee.  For  more  information, 
call  Susan  Pierce  at  (800)  243-4353.  1 /96 

FOLLOW  YOUR  INSTINCTS  - Like 
the  other  35  physicians  in  Family  Medi- 
cine Department!  They  joined  one  of  the 
nation's  largest  multispecialty  groups 
for  very  good  reasons:  shared  call  cov- 
erage, strong  specialty  network,  and 


MADISON,  WI 
Family  Practice 
Opportunities 

Physicians  Plus  Medical  Group,  a 
multi-specialty  group  of  225  phy- 
sicians seeks  additional  Family 
Physicians  for  its  rapidly  expand- 
ing department.  Established  and 
new  locations.  Large  call  groups. 
Full  lab  and  x-ray.  Guaranteed 
salary  plus  incentives  with  a full 
benefits  package.  Send  CV  or  call 
collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)  252-8580 
FAX:  (608)282-8288 

Physicians 

#Phis 

An  Equal  Opportunity  Employer 
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Physicians  Exchange 

Continued 

comprehensive  salary /benefits.  Enjoy 
autonomy,  freedom  from  office  manage- 
ment, and  protection  from  high  insur- 
ance premiums.  Opportunities  are  cur- 
rently available  in  a variety  of  attractive 
Iowa  and  Wisconsin  locations,  including 
Department  Chair  of  Family  Medicine 
at  the  main  clinic  in  Wisconsin.  For  more 
information,  call  Susan  Pierce  at  (800) 
243-4353.  1/96 

WAUSAU,  WISCONSIN  - PEDIAT- 
RICS. Seeking  BC/BE  Pediatrician  to 
join  practice  in  picturesque  North  Cen- 
tral Wisconsin  community  of  40,000 
with  draw  area  of  120,000.  The  320  bed 
hospital  ranked  one  of  the  top  100  in  the 
nation,  1995.  Competitive  salary  with  ex- 
cellent benefits.  Wausau  offers  a high 
quality  of  living  with  abundant  recre- 
ation opportunities  year  round,  theater, 
excellent  schools  and  a friendly  safe  en- 
vironment. For  more  information  about 
this  excellent  opportunity  send  or  fax  CV 
to:  Finda  Forbes,  2800  Westhill  Dr.,  Suite 
110,  Wausau,  WI  54401,  FAX:  (715)845- 
8450;  Phone:  (715)848-1055.  12/95-1/96 

MADISON,  WISCONSIN.  Dean  Medi- 
cal Center  is  a growing  350  physician 
multi-specialty  group  and  is  actively 
seeking  a BE/BC  Dermatologist  to  join 
its  five  member  department.  Excellent 
referral  base  of  over  700  physicians.  Full 
range  of  dermatological  services  offered 
including  dermatologic,  cosmetic,  thera- 
peutic and  mohs  surgery.  Madison  is  the 
state  capital  and  the  home  of  the  Uni- 
versity of  Wisconsin  with  enrollment  of 
over  40,000.  Abundant  cultural  and  rec- 
reational opportunities  available  year 
round.  Excellent  compensation  and  ben- 
efits are  provided  with  employment 
leading  to  shareholder  status.  For  more 
information,  contact  Scott  M.  Findblom, 
Dean  Business  Office,  1808  West  Beltline 
Highway,  PO  Box  9328,  Madison,  Wis- 
consin, 53715-0328.  Call  work  toll-free  1- 
800-279-9966,  (608)250-1550  or  at  home 
(608)833-7985.  An  equal  opportunity 
employer.  12/95;l-2/96 

MADISON,  WISCONSIN  - URGENT 
CARE.  Dean  Medical  Center,  a 350+ 
physician  multispecialty  group,  is  seek- 
ing a full  time  physician  to  assist  in  staff- 
ing our  two  urgent  care  centers.  Quali- 
fied applicants  should  BE/BC  in  Fam- 
ily Practice,  Emergency  Medicine  or  In- 


ternal Medicine  with  experience  in  Pe- 
diatrics. Dean  Medical  Center  operates 
two  Urgent  Care  Centers  365  days  per 
year,  from  7:00  a.m.  - 10:00  p.m.  All  phy- 
sicians employed  at  the  urgent  care  cen- 
ters are  paid  on  an  hourly  basis,  and  full 
time  physicians  are  eligible  to  buy  into 
the  corporation  after  two  years  of  em- 
ployment. Excellent  compensation  and 
benefits.  Contact  Scott  Findblom,  Dean 
Medical  Center,  1808  W.  Beltline  High- 
way, Madison,  Wisconsin,  53715-0328, 1- 
800-279-9966  or  (608)250-1550  or  FAX 
(608)250-1441.  ll-12/95;l-3/96 

EMERGENCY  MEDICINE  - WISCON- 
SIN. Position  available  to  join  young, 
well  established,  residency  trained/ 
board  certified  EM  group  located  in 
southern  Wisconsin.  Recently  renovated, 
state-of-the-art  ED  and  hospital  facilities 
with  strong  medical  staff  support,  ED 
volume  of  30,000  plus  with  MD/PA 
double  coverage.  Opportunities  for  aca- 
demic affiliation  available  if  desired. 
Benefit  and  comprehensive  package  in 
excess  of  $150,000  for  first  year.  Strong, 
stable  local  economy  with  low  cost  of  liv- 
ing. Easy  drive  to  Chicago,  Madison  and 
Milwaukee.  For  more  information  send 
CV  to:  Jacquelyn  Degenhardt,  Physician 
Recruitment,  BELOIT  MEMORIAL 
HOSPITAL,  1969  W.  Hart  Road,  Beloit, 
WI  53511,  800-637-2641,  ext.  5757.  e- 
mail:  BMH-jfd@bossnt.com. 

11/95-1/96 

MADISON,  WISCONSIN.  Dean  Medi- 
cal Center,  a 350+  physician,  private, 
multi-specialty  group,  is  actively  recruit- 
ing a BE/BC  internist  to  join  our  Dean 
Clinic  (our  main  building)  on  Fish 
Hatchery  Road  in  Madison.  The  Fish 
Hatchery  Road,  Middleton,  and  our 
West  Madison  Clinic  share  a call  sched- 
ule which  is  approximately  a one  in  ten 
call  schedule.  A two  year  guaranteed 
salary  plus  incentive  and  benefits  is  be- 
ing offered  for  this  position.  For  more 
information  contact  Scott  M.  Lindblom, 
Medical  Staff  Recruiter,  Dean  Medical 
Center,  1808  West  Beltline  Highway, 
Madison,  Wisconsin,  53713,  work 
(608)250-1550,  home  (608)833-7985  or  fax 
(608)250-1441.  11-12/95,1/96 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 350  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  locations 
in  Janesville,  Milton  and  Delavan,  Wis- 


consin. Janesville,  population  55,000,  is 
a safe,  beautiful,  family  oriented  com- 
munity with  excellent  schools  and  abun- 
dant recreational  activities.  Excellent 
compensation  and  benefits  are  provided 
with  employment  leading  to  share- 
holder status.  Send  CV  to  Stan  Gruhn, 
MD,  Riverview  Clinic,  P.O.  Box  551, 
Janesville,  WI  53547,  or  call  (608)755- 
3500.  ll-12/95;l-10/96 

NO  ASSEMBLY  LINES  HERE.  FPs,  IMs 
and  OB/GYNs  at  North  Memorial 
owned  and  affiliated  clinics  don't  hand 
patients  off  to  the  next  available  special- 
ist. Guide  your  patients  through  their 
entire  care  process  at  one  of  our  25  prac- 
tices in  urban  or  semi-rural  Minneapo- 
lis locations.  Plus,  become  eligible  for 
$15,000  on  start  date.  Interested  BC/BE 
MDs,  call  1-800-275-4790  or  fax  CV  to 
612-520-1564.  1,3,5,7,9,11/96 

PLATTEVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 350+  physician  private 
multi-specialty  group  is  actively  recruit- 
ing a BE/BC  internist  to  join  their  affili- 
ated Doctors  Park  Clinic  in  Platteville, 
Wisconsin  (population  10,000).  The  cur- 
rent staff  consists  of  four  family  practice 
physicians,  one  general  surgeon  and 
three  physician  assistants.  Each  physi- 
cian works  4-1/2  days  per  week,  sees 
approximately  25  patients  per  day.  A 
minimum  $115,000  guaranteed  salary 
plus  incentive  is  provided.  There  is  also 
a loan  forgiveness  program  being  offered 
for  eligible  physicians.  For  more  infor- 
mation, contact  Scott  M.  Lindblom, 
Medical  Staff  Recruiter,  Dean  Medical 
Center,  1808  West  Beltline  Highway, 
Madison,  Wisconsin,  53713,  work 
(608)250-1550,  home  (608)833-7985  or  fax 
(608)250-1441.  ll-12/95;l/96 

STRESS  RELIEVER  RETREATS 

Come  and  enjoy  Wisconsin's 
Northwoods  Fall- Winter-Spring-Sum- 
mer. Executive  Private  lakeshore 
Homes  Available  to  qualified  renters. 
Quiet  - Comfortable  - Picturesque  - Ro- 
mantic Weekends  - Weekly  - Monthly  - 
Seasonal.  All  sizes,  price  ranges:  from 
cozy  little  cabins  to  contemporary  homes 
with  vaulted  ceilings,  to  luxurious  log 
homes  with  warm  fireplaces  - and  ev- 
erything in  between.  Send  Yourself  - 
Your  Friends  - Your  Clients!  Call  us  for 
information:  Property  Management  of 
Hayward,  Inc.,  Hayward,  Wisconsin 
800-454-4764.  PS.  Interested  in  your  own 
vacation  home  as  an  investment?  If  so, 
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Physicians  Exchange 

Continued 

rent  one  from  us,  find  your  own  and 
we'll  help  you  pay  for  it  by  occasionally 
renting  it  for  you.  Join  the  Gold  Rush 
for  Northwoods  property  while  its  still 
affordable.  11/95-1/96 

ESCAPE  FROM  THE  ORDINARY!! 

Needed!  General  Surgeon  to  work  in  our 
thriving  rural  family  practice.  Candidate 
should  have  skills  in  C-Section,  Gyne  & 
Laparoscopic  surgery.  8 weeks  vacation- 
CME.  Consultants  available.  Only  group 
in  county  with  3 referral  centers  1 hour 


Medical  Meetings  - Continuing  Medical 


February  8-9, 1996 

20th  Annual  Winter  Pediatric  Seminar 
Indianhead  Mountain  Resort 
Wakefield,  MI 

Contact:  Marshfield  Clinic,  Office  of 
Medical  Education,  1000  North  Oak  Ave, 
Marshfield,  WI  54449, 1-800-541-2895. 

11/95-1/96 

February  23, 1996 

Management  of  Chronic  Pain  in 
Primary  Care 

8:00  am  - 4:30  pm  at  the  Helfaer  Audito- 
rium, Froedtert  Hospital  Ambulatory 
Care  Building,  9200  West  Wisconsin  Ave, 
Wauwatosa,  WI  53226.  Sponsored  by 
The  Medical  College  of  Wisconsin, 
Froedtert  Memorial  Lutheran  Hospital, 
and  the  Zablocki  VA  Medical  Center.  For 
more  information  and  to  register  call  the 
office  of  the  Associate  Chief  of  Staff  for 
Education,  Zablocki  VA  Medical  Center, 
414-384-2000,  ext.  2070.  i/96 

February  28  - March  2, 1996 

The  Medical  College  of  Wisconsin  and 
the  University  of  Wisconsin  Medical 
School  will  sponsor  its  third  bi-annual 
"Wisconsin  Board  Review  Course  in 
Geriatric  Medicine"  on  February  28  - 
March  2,  1996,  at  Lake  Lawn  Lodge  in 
Delavan,  Wisconsin  (just  outside  Lake 


away.  Uniquely  situated  on  1-94  half  way 
between  Madison  and  Twin  Cities.  Small 
town  pride,  excellent  51  bed  hospital, 
great  schools  and  recreation  including  all 
water  sports,  hunting,  fishing,  cross 
country  & down  hill  skiing.  Cohesive 
group  of  caring  physicians!!  Contact  or 
send  CV  to  Gary  K.  Petersen,  Krohn 
Clinic,  Ltd.,  610  W.  Adams  St.,  Black 
River  Falls,  WI,  54615.  Phone  715-284- 
4311.  TFN 

EMERGENCY  MEDICINE:  WISCON- 
SIN. Be  a partner  in  your  own  demo- 
cratic partnership  in  family  oriented 
communities  close  to  Milwaukee.  Low 


Education 


Geneva.)  This  intensive  training  course 
will  be  an  in-depth  review  of  the  field  of 
geriatric  medicine,  designed  to  assist 
physicians  who  will  be  sitting  for  the 
Certificate  of  Added  Qualification  ex- 
amination in  Geriatric  Medicine.  It  will 
also  serve  to  assist  clinicians  who  wish 
to  provide  better  care  to  their  geriatric 
patients.  Course  participants  will  be  ex- 
posed to  principles  of  aging  such  as 
demography,  biology  and  physiology, 
and  the  clinical  approach  to  the  geriat- 
ric patient;  and  major  syndromes  such 
as  dementia,  incontinence,  falls,  and 
metabolic  bone  disease.  Special  empha- 
sis will  be  placed  on  geropsychiatry,  so- 
cial/ reimbursement  issues,  and  systems 
of  geriatric  care,  including  long-term 
care  and  geriatric  assessment.  Organ- 
specific  diseases  that  have  special  import 
for  the  geriatric  patient  will  also  be  re- 
viewed. Finally,  an  optional  workshop 
focusing  on  the  principles  of  multiple 
choice  examination  tests  and  strategies 
to  complete  these  examinations  effi- 
ciently will  be  given.  Enrollment  will  be 
limited.  Clinicians  interested  in  reserv- 
ing a spot  or  obtaining  further  informa- 
tion should  contact  Penny  Romasko  ad 
(414)384-2000,  X-2775.  12/95-1/96 


volume  ED's.  Medical  Director,  Full-time 
and  Part-time  positions  available.  Call 
414-332-6228  or  send  CV  to  the  Emer- 
gency Resources  Group,  509  West 
Montclaire  Avenue,  Milwaukee,  Wiscon- 
sin, 53217.  9/95-2/96 

NEW  OPENINGS  DAILY!  — FP,  IM, 

OB/GYN,  PED.  We  track  every  commu- 
nity in  the  country,  including  over  2000 
rural  locations.  Opportunities  in: 
Appleton,  Green  Bay,  Kenosha,  Madi- 
son, Milwaukee,  Chicago,  Cincinnati, 
Indianapolis,  and  more.  Call  now  for 
details.  The  Curare  Group,  Inc.  (800)880- 
2028.  TFN 


February  29-March  1, 1996 

Practical  Strategies  in  the  Evaluation  and 
Management  of  the  Geriatric  Patient 
Indianhead  Mountain  Resort 
Wakefield,  MI 

Contact:  Marshfield  Clinic,  Office  of 
Medical  Education,  1000  North  Oak  Ave, 
Marshfield,  WI  54449,  1-800-541-2895. 

11/95-1/96 

May  17-18, 1996 

5th  Annual  Neurology  for 
Primary  Care  Providers 
Landmark  Inn  Resort  and 
Conference  Center 
Egg  Harbor,  WI 

Contact:  Marshfield  Clinic,  Office  of 
Medical  Education,  1 000  North  Oak  Av- 
enue, Marshfield,  WI  54449.  1-800-541- 
2895.  1-3/96 

IM  BOARD  REVIEW  COURSE  - Excel- 
lent passing  record.  San  Diego  2-17  to  2- 
21-96;  St.  Louis  4-10  to  4-14-96;  Newark, 
NJ  6-26  to  6-30-96;  Columbus,  OH  7-31 
to  8-4-96.  Call  voice  mail  (614)631-2756 
or  write  to  IMBRC,  5892  Whitestone 
Drive,  Columbus,  OH  43228.  i2/95;i-3/96 
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FOR  SALE 


Miscellaneous 


Advertisers 


FOR  SALE:  Abbott  Vision  Chemistry 
Analyzer  in  excellent  condition  rarely 
used.  Please  call  collect  414-567-0366  or 
write  Philip  M.  Marden,  MD,  SC,  340 
East  Summit  Avenue,  Oconomowoc,  WI 
53066.  1-2/96 


VXCXTION  IN  OUlk 
JXMXlCX  VILLX. 
MXID,  COOK,  POOL, 
8 €XCH,  TlkXNQUlUTy. 
SL€€PS  8.  608-231-1003. 


RADIOLOGY  PRACTICE 
FOR  SALE 

Milwaukee,  Wisconsin 

Are  you  tired  of  hospital  politics, 
meetings,  evening  and  weekend 
call  and  long  hours?  1-1/2  - 2 
hours  per  day  maximum,  five 
days  a week.  No  fluoroscopy  - just 
film  reading  in  a multi-specialty 
complex.  Gross  minimum  of 
$16, 000/month.  Perfect  for  semi- 
retirement  or  even  adjunct  to  other 
part-time  radiologist  in  Milwau- 
kee area.  Call  Norm  at  414-821- 
3075. 

1/96 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling 
programs  in  conflict  with  others.  Hos- 
pitals, clinics,  specialty  societies,  and 
medical  schools  are  particularly  in- 
vited to  utilize  this  listing  service. 
There  is  a nominal  charge  for  listing 
of  Continuing  Medical  Education 
courses  at  the  following  rates:  70  cents 
per  word,  with  a minimum  charge  of 
$30.00  per  listing.  All  listings  must  be 
prepaid. 

BOXED  LISTINGS:  $40.00  per  col- 
umn inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the  dis- 
cretion of  the  editors. 

COPY  DEADLINE  for  listings  is  1st 
of  the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August 
issue  is  due  by  July  1.  Address  com- 
munications to:  Wisconsin  Medical  Jour- 
nal, Box  1109,  Madison,  WI  53701;  or 
phone  608-257-6781;  or  toll-free  1-800- 
362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue 
of  each  month  of  the  Journal  of  the 
American  Medical  Association. 


BIRCHBARK  CANOE  BUILDING 
COURSE.  June  29-July  14  or  July  20- 
August  4,  1996,  Lake  Superior  (Wiscon- 
sin shore).  "Total  immersion  in  birchbark 
canoe  construction,"  Lorenzo  Carcereri, 
MD  (Italy).  "Absolutely  delightful," 
Lawrence  Manion,  MD  (New  York).  In- 
formation: David  Gidmark,  Dept.  11, 
Box  26,  Maniwaki,  Quebec  J9E  3B3. 

12/95;l/96 


he  voice  of  freedom 
never  faltered,  even 
though  it  stuttered. 

Winston  Churchill  was  perhaps  the 
most  stirring,  eloquent  speaker  of  this 
century.  He  also  stuttered. 

If  you  stutter,  you  should  know  about 
Churchill.  Because  his  life  is  proof  that, 
with  the  will  to  achieve,  a speech 
impediment  is  no  impediment. 

Leam  about  the  many  ways  you  can 
help  yourself  or  your  child.  Because  your 
finest  hour  lies  ahead. 


BStut 

sw 

I FORMERLY  SPEfc 


Stuttering 

DATION 
MER1CA 


FORMERLY  SPEECH  FOUNDATION  OF  AM 

A Non-Profit  Organization 
Since  1947 

1-800-992-9392 


P.O.  Box  11749  • Memphis,  TN  38111-0749 


AMA  - The  Doctors  Advisory 

Network 4 

Brainerd  Medical  Center 11,33 

Franciscan  Physician  Placement 9 

Medical  Protective  Company IBC 

PIC-Wisconsin BC 

Sauk  Prairie  Memorial  Hospital 33 

SMS  Insurance  Services,  Inc IFC,36 

Wausau  Medical  Center 35 

Wisconsin  Health  Information 

Network 41 


The  power 
tobecome. 


With  a lot  of  determination 
and  the  help  of  Easter  Seal 
quality  rehabilitation 
programs,  millions 
of  people  are 
living  better  lives. 

Give  the  power  to  become. 
Support  Easter  Seals. 

‘Easter 

Seals 

u® 
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Why  Do  60,000  Doctors  Trust  Us  With 
Their  Professional  Reputations? 


In  an  era  of  "not  if,  but  when"  a doctor  will 
be  accused  of  malpractice,  your  choice  of 
professional  liability  coverage  is  extremely 
important.  We  know  that  any  allegation  can 
be  devastating  to  both  your  professional  repu- 
tation and  your  personal  assets...  making  the 
company  you  choose  critical  to  your  future 
well-being.  Many  factors  should  be  taken  into 
account  when  making  a decision. 

Consider  our  financial  strength  and  stabil- 
ity. We  are  rated  A+ (Superior)  by  A. M.  Best 
and  AA  ( Excellent)  by  Standard  & Poor’s.  No 
other  company  with  an  exclusive  focus  on  the 
needs  of  the  health  care  community  has  higher 
financial  ratings. 


Look  at  our  experience.  For  nearly  a century 
we  have  specialized  in  defending  and  protecting 
doctors.  No  other  company  has  successfully 
defended  more  than  180,000  malpractice 
claims. 

Local  service  is  important,  too.  Our  General 
Agents  and  Field  Claim  Managers  work  with 
you  on  every  allegation.  They  average  more 
than  1 5 years  experience  working  with  doctors 
and  the  legal  system. 

Why  do  more  than  60,000  doctors  trust 
their  professional  reputation  and  personal  assets 
with  us?  No  other  company  combines  nearly 
a century  of  experience  with  financial  strength 
and  the  local  service  provided  by  The  Medical 
Protective  Company. 


For  your  copy  of  the  FREE  book  on  evaluating  professional  liability  companies,  call: 


ana 


Professional  Protection  Exclusively  since  /899 


800-344-1899 


Some  are  strong. 
Some  are  sensitive. 

Ffew  are  both. 


Nice  support. 


With  PIC  Wisconsin,  you  get  the  brawn  of  the  state's 
largest  professional  liability  medical  insurance  carrier 
to  back  you  up.  But  you  also  get  the  gentle  touch  you 
don’t  usually  associate  with  size  and  strength. 

PIC  insures  35  percent  of  Wisconsin’s  physicians, 
plus  hospitals,  dentists  and  other  medical  professionals 
And  the  attorneys  we  hire,  some  of  the  state’s  most 
aggressive,  dig  in  to  defend  our  clients. ..and  their 
reputations. 

We  work  in  partnership  with  our  policyholders  to 
stabilize  rates  and  anticipate  future  trends.  Volatile 
rates  make  it  difficult  to  accurately  budget  the  cost  of 
your  professional  liability  coverage  from  year-to-year. 


When  Wisconsin  physicians  helped  create  PIC,  we 
promised  to  end  this  type  of  volatility.  That's  one  of 
the  reasons  we  are  not  increasing  our  rates  from  1995 
to  1996. 

Our  commitment  to  rate  stabilization  has  won  the 
approval  of  our  policyholders,  and  is  one  of  the  reasons 
we're  the  only  professional  medical  liability  insurance 
company  endorsed  by  the  State  Medical  Society.  We 
find  it’s  easier  to  win  praises  like  these  when 
you’re  the  strong,  sensitive  type. 


(608)  831-8331  • (800)279-8331 
Tomorrow's  Insurance  Solutions  Today. 


PIC 

WISCONSIN 


© 1995  PIC  Wisconsin 
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SERIALS  LIBRARY  t 


SERIALS  LIBRARY 
COLLEGE  OF  PHYS.  OF  PHIL. 

19  SOUTH  22ND  STREET 
PHILADELPHIA  PA  19103-3001 


T ake  two  of  these  tonight 


• • • 


Call5M5  in  the  morning. 


Finally.  A plan  that  eliminates  your  health  care  headaches  and  gives  you  a 
balanced  approach  to  employee  benefits. 

Here  at  SMS  Insurance  Services,  we've  found  a way  to  ease  the  aches  and 
pains  of  providing  health  insurance. 

We've  custom-designed  a health  benefits  plan  specifically  for  members  of  the 
State  Medical  Society  and  your  employees.  The  State  Medical  Society  Health 
Plan  will  allow  you  to  achieve  the  important  balance  of  providing  a superior 
health  package  with  controlling  costs  of  medical  care. 

The  State  Medical  Society  Health  Plan  offers  comprehensive  benefits,  cost 
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President's  page 

Competing  on  truly  significant  issues 

(Or,  c'mon.  Let's  simplify  procedures,  rules  and  regulations) 

"It  is  amazing  how  much  people  can  get  done  if  they  do  not  worn/  about  who  gets  the  credit." 

—Sandra  Swinney 


Market  forces  are  shaping 
health  care  delivery. 
Competition's  "golden  pot"  at  the 
end  of  this  era  is  touted  to  be  re- 
duced cost  and  better  value.  Time 
will  tell.  Regardless,  physicians 
continue  to  try  and  do  our  best  to 
optimize  medical  outcomes  for  our 
patients,  and  families  (yes,  both 
our  own  families,  and  those  of  our 
patients). 

As  in  any  endeavor,  each  partici- 
pant has  limited  resources  to  ap- 
ply in  pursuit  of  a goal.  Most  of  the 
attention  in  the  current  market- 
place has  been  on  the  use  of  finan- 
cial resources;  little  attention  is 
given  to  improving  functioning 
within  the  health  care  system. 
Many  of  the  current  differences  be- 
tween insurance  companies, 
HMOs,  etc.  are  not  relevant  to  im- 
portant competitive  variables.  The 
significant  issues  are  the  real  vari- 
ances in  clinical  results,  patient  sat- 
isfaction, and  resource  utilization. 

I believe  physicians,  insurers, 
employers,  and  patients  need  to 
work  to  simplify  and  standardize 
procedures  common  among  deliv- 
ery systems,  insurance  companies, 
and  even,  physicians.  How  much 
less  frustrating  it  would  be  for  all 
of  us. 

When  I dream,  I hope  for  a uni- 


form electronic  medical  record  that 
all  approved  providers  may  ac- 
cess, regardless  of  location.  How 
wonderful  it  would  be  to  not  have 
to  make  numerous  telephone  calls 
to  obtain  laboratory  studies,  pre- 
vious treatment  records,  and  medi- 
cal imaging  from  various  sites. 
How  wonderful  it  would  be  to  not 
rely  on  patients,  reluctant  friends 
or  family,  or  the  US  post  office  and 
other  package  delivery  services  to 
deliver  this  vital  information.  (Of 
course  the  fax  has  helped  to  reduce 
some  delays,  but  much  time  and 
labor  is  still  devoted  to  both  send- 
ing and  receiving.) 

This  dream,  I know,  realistically 
lives  far  in  the  future.  But  I believe 
there  are  smaller  attainable  goals 
that  would  conserve  resources,  and 
allow  health  care  competition  to 
occur  over  important  aspects  of 
care.  We  have  often  heard  (and  dis- 
covered for  ourselves)  that  to  attain 
desirable  goals,  we  need  to  break 
our  dreams  into  smaller,  more 
achievable  parts.  Only  my  cat  leaps 
from  the  second  to  the  first  floor  in 
my  home;  I must  make  the  transi- 
tion in  small  steps. 

Redundant  credentialing  appli- 
cations, similar  pharmacy  books, 
different  insurance  and  referral 
forms,  and  numerous  800  numbers 


Marcia  /.  S.  Richards,  MD 


are  all  examples  of  unnecessary, 
non-productive  and  costly  differ- 
ences. With  current  technology,  we 
should  be  able  to  call  one  800  num- 
ber for  authorizations  and  refer- 
rals, and  then  with  the  assistance 
of  a recorded  menu,  select  a num- 
ber and  go  to  the  specific  insurance 
company  for  an  individual  patient 
request.  A single  credentialing 
form  with  check  boxes  for  the  in- 
dividual plans,  similar  to  the  hos- 

Continued  on  next  page 
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Continued  from  preceding  page 
pital  credentialing  done  in  Mil- 
waukee and  Madison,  is  desirable. 

Costly  drugs  are  similarly  ex- 
pensive for  most  health  care  plans 
so  the  use  of  identical  cheaper  sub- 
stitutes is  preferred.  A "Managed 
Care  Pharmacopoeia"  could  even 
be  computer  based,  and  tied  in 
with  electronic  access  to  pharma- 
cies through  paperless  prescrip- 


tions. And  how  about  making  an 
electronically  updated  referral  and 
network  directory  available  on- 
line, indicating  who  belongs  to 
which  plans  and  who  is  accepting 
new  patients?  (Is  anyone  out  there 
listening?) 

If  procedures  such  as  these  were 
standardized,  we  could  then  com- 
pete on  true  medical  value  and 


outcomes.  But  outcome  reports 
will  only  have  significance  if  we  all 
use  the  same  scale.  The  SMS,  with 
its  Medical  Outcomes  Research 
Project,  is  working  to  achieve  a 
potential  common  ground  for  re- 
porting medical  results  and  patient 
satisfaction.  Please  read  on  in  this 
month's  Journal  to  learn  more.*:* 


EVP  report:  The  view  from  here 
From  ideas  to  action 

" Organizations  change  with  the  times  or  they  go  away. 
—Unknown 


The  leaders  of  your  State 
Medical  Society  have  histori- 
cally kept  the  above  truism  in 
mind.  That  is  why  over  the  past 
10  years,  we  have  programs  like 
PartnerCare  and  CHILDSAFE. 

New  ideas  and  new  thinking.  I 
cannot  think  of  a better  example  of 
how  your  current  leaders  are  step- 
ping forward  to  confront  the 
changes  facing  the  profession  than 
with  its  Medical  Outcomes  Re- 
search Project  (MORP).  Like  it  or 
not,  purchasers  of  health  care,  in- 
cluding physicians'  services  are  de- 
manding proof  that  the  health  care 
they  receive  is  necessary  and  that 
the  quality  of  that  care  is  worth  the 
cost. 

Your  medical  society  is  position- 
ing itself  to  help  you  respond  to 
this  demand  with  MORP. 

MORP  responds  to  the  medical 
community's  need  for  quality  as- 
sessment and  improvement  pro- 
grams. It  focuses  on  clinic  setting 
data  and  it  allows  the  clinics  to  col- 
lect the  information  for  both  re- 
search and  for  direct  clinic  appli- 
cations. Finally,  MORP  Will  be  a 
way  of  demonstrating  outcomes  of 


care  for  physicians  engaged  in  pro- 
vider contracting  who  often  are 
faced  with  responding  to  informa- 
tion about  their  costs  and  utiliza- 
tion. 

To  the  future 

As  I look  to  the  future,  I see  the 
MORP  going  through  some  diffi- 
cult times.  In  a 1994  speech,  Rob- 
ert Keller,  MD,  executive  director 
of  the  Maine  Medical  Assessment 
Foundation,  said  "as  you  begin  to 
use  data  here  in  Wisconsin,  you 
will  find  that  (practice)  variations 
exist  here  as  well."  I am  sure  the 
variations  will  be  significant  and 
will  disturb  you,  he  said,  adding 
that  much  of  the  "variation  in 
practice  patterns  is  based  on  a lack 
of  solid  scientific  information  on 
which  to  base  decision  making. 
Through  delegated  decision-mak- 
ing, physicians  end  up  making 
choices  for  patients  based  on  their 
own  perceptions,  beliefs,  training 
and  community  practice  style  — not 
the  basis  of  accurate,  scientific  in- 
formation." 

It's  MORP's  goal  to  establish 
data  formats  with  the  express  pur- 


Thomas  L.  Adams,  CAE 


pose  of  allowing  state  and  national 
comparisons  and  to  provide  accu- 
rate information.  There  will  be 
challenges  in  this  process,  but  over- 
time we  are  confident  that  physi- 
cians across  the  state  will  come  to 
trust  the  work  of  the  Medical  Out- 
comes Research  Project. 

If  you  are  interested  in  more 
information  about  the  Medical 
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Outcomes  Research  Project,  please 
contact  Project  Director  Sally 
Wencel  at  1-800-362-9080,  (608) 
257-6781,  or  via  e-mail  at 
SallyW@SMSWI.ORG.  This  issue 
of  WMJ  is  designed  to  further  ac- 
quaint you  with  MORP.  Let  us 
know  what  you  think  of  the 
project. 

We  need  your  ideas 

Our  goal  at  the  SMS  is  to  take  the 


ideas  of  our  members  and  build 
them  into  solid  and  doable  pro- 
grams. It  was  after  4 years  of  dis- 
cussion and  planning  by  the  SMS 
Board  and  its  Task  Force  on  Qual- 
ity Assessment  and  Implementa- 
tion of  Practice  Parameters  that 
MORP  was  born. 

We  encourage  our  members  to 
come  to  us  with  ideas  on  how  to 
build  a better  mousetrap.  You  can 
submit  resolutions  to  the  House  of 


Delegates  each  year  with  your 
ideas  on  what  your  State  Medical 
Society  should  be  pursuing.  This 
is  an  excellent  starting  point  and  I 
encourage  you  get  your  resolutions 
into  our  office  by  Feb  16.  This  is 
your  organization.  Ideas  on  how 
to  make  the  health  care  system  a 
better  one  come  from  our  mem- 
bers. Ideas  just  like  MORP.*:* 


Letters  to  the  editor 

Managed  care's  ethical  dilemma 


To  the  editor:  I read  with 
great  interest  the  dialogue 
between  Dr  James  Fogerty,  of 
Barron,  and  President  Marcia 
Richards,  of  the  State  Medical  So- 
ciety, published  in  your  November 
1995  issue.  This  exchange  of  ideas 
was  a clear  demonstration  of  the 
ethical  dilemma  facing  us  with  ref- 
erence to  managed  care.  Some 
physicians  clearly  feel  that  we 
must  resist  managed  care  at  all 
costs.  Other  physicians  may  feel 
that  these  represent  forces  with 
which  we  cannot  deal  effectively 
and,  therefore,  must  yield  in  order 
to  survive. 

I believe  that  Doctor  Fogerty 
may  have  overinterpreted  Doctor 
Richards'  comments  on  the 
President's  Page.  Nonetheless,  his 
concern  that  physicians  are  begin- 
ning to  capitulate  before  managed 
care  organizations  is  a real  one. 

There  are  burning  ethical  issues 
which  we  must  face  at  the  present 
time.  Is  it  ever  ethical  for  a doctor 
to  earn  his  living  on  the  basis  of  ra- 
tioning of  health  care?  Is  this  not  a 
violation  of  the  ethical  standards 
by  which  most  of  us  were  trained? 
Having  said  that,  some  of  my  es- 
teemed colleagues  are  working  full 
time  for  managed  care  organiza- 
tions in  an  attempt  to  limit  the 


amount  of  health  care  services  of- 
fered in  order  to  save  money.  There 
may  be  nothing  wrong  with  that, 
but  it  does  raise  ethical  issues  if  it 
is  carried  to  an  extreme.  When  you 
work  for  the  managed  care  com- 
pany, can  you  be  objective  in  de- 
ciding ethical  issues  regarding  al- 
location of  resources? 

I do  feel  that  a healthy  dialogue 
is  necessary  within  the  medical 
profession  regarding  the  ethics  of 
managed  care.  This  dialogue 
needs  to  be  candid,  direct,  but  civil. 
We  owe  it  to  our  patients  as  medi- 
cal professionals  to  carefully  scru- 
tinize what  is  going  on  in  the  cur- 
rent health  care  reform  situation. 
As  a profession,  we  will  suffer  if 
we  do  not  insist  upon  maintaining 
standards  of  care.  We  owe  it  to  our 
patients,  and  they  certainly  expect 
it  of  us. 

It  also  is  incumbent  upon  those 
of  us  in  leadership  positions  within 
organized  medicine  to  place  these 
ethical  issues  at  the  forefront  of  dis- 
cussion. We  need  to  wade  into  dis- 
cussions such  as  the  one  which  was 
held  between  Doctors  Fogerty  and 
Richards,  rather  than  avoid  these 
uncomfortable  confrontations.  It  is 
my  sincere  hope  that  the  state  and 
county  medical  societies  will  take 


Note:  Letters  to  the  editor 
may  be  edited  for  length,  clar- 
ity and  grammer. 


a greater  role  in  encouraging  this 
discussion  and  offering  leadership 
reference  how  to  deal  with  the  ethi- 
cal dilemmas  of  managed  care.  We 
need  to  stay  focused  on  our  pro- 
fession and  on  the  welfare  of  our 
patients.  If  we  can  do  this  within 
the  setting  of  managed  care,  so  be 
it.  If  we  must  sell  out  our  prin- 
ciples and  engage  in  less  than 
"ethical"  conduct  in  order  for  that 
to  transpire,  then  I propose  we  are 
obligated  to  resist. 

I hope  to  see  further  exchanges 
of  ideas  such  as  the  one  mentioned 
in  this  letter.  I also  hope  that  the 
State  Medical  Society  and  our 
County  Medical  Society  will  con- 
tinue to  encourage  this  type  of  dis- 
cussion and  perhaps  offer  us 
greater  leadership  and  direction  in 
these  difficult  but  challenging  and 
exciting  times. 

—Ron  H.  Stark,  MD 
Wauwatosa 

( Chair,  Task  Force  on  Managed  Care 
and  Group  Formation,  Medical 
Society  of  Milwaukee  County)* 


Wisconsin  Medical  Journal  • February  1996 


75 


Christmas  turkey 

To  the  editor:  Yesterday  two 
well-dressed  ladies— one  a 
director,  the  other  a physical  thera- 
pist-representing a privately  run 
nursing  home,  barged  into  my  of- 
fice. One  was  carrying  a large  tur- 
key and  the  other  a large  pot  of 
Christmas  decorations.  They  pro- 
ceeded to  thank  me  for  sending 
them  a couple  of  patients  this  last 
fall.  I was  frankly  flabbergasted 
and  bowed  down  my  head  as  if  to 
glance  at  my  own  professional  un- 
derside, something  seemed  to  be 
violated  there. 

For,  unknown  to  these  ladies, 
just  2 weeks  ago  1 had  written  a 


letter  to  the  medical  director  of  an 
HMO,  warning  them  and  alerting 
them  to  the  fact  that  this  corporate- 
run  nursing  home  had  a policy  of 
milking  every  possible  reimburs- 
able service  to  the  patient.  I had 
even  recommended  that  these  pa- 
tients not  be  kept  there  much 
longer,  because  they  were  not  in 
any  need  for  rehabilitative  care  and 
that  1 had  refused  to  sign  any  fur- 
ther stay  orders. 

Now,  perhaps  next  time  the 
HMO  expects  me  to  protect  its  in- 
terests, I should  receive  five  tur- 
keys from  the  HMO  for  Christmas. 
After  all,  1 have  seen  medical  pro- 


Non-economic damage  cap 


To  the  editor:  Dr  Gomelick's 
letter  "Tort  reform  con- 
verts" ( Wisconsin  Medical  Journal, 
vol.  94(9);490)  addresses  some  of 
the  aspects  of  the  recently  enacted 
state  law  limiting  non-economic 
(pain  and  suffering)  awards  to 
$350,000.  The  high  costs  of  medi- 
cal care  and  other  costs  required  of 
disabled  people  cannot  be  denied. 
Dr  Gomelick,  like  many  people 
who  take  care  of  handicapped 
people,  rightly  decries  the  eco- 
nomic plight  their  patients  suffer. 

However,  it  must  be  recognized 
that  a very  small  percentage  of  dis- 
abled people  are  that  way  second- 
ary to  medical  malpractice.  Also, 
the  law  does  not  limit  the  ability 
of  plaintiffs  to  recover  economic 
damages.  Economic  experts  are  in- 


volved in  every  major  malpractice 
case  specifically  for  the  purpose  of 
evaluating  the  future  needs  of  the 
plaintiff.  Often  there  is  some  dis- 
agreement on  the  part  of  the  plain- 
tiff and  the  defense  experts  as  to 
the  specific  economic  damages,  but 
it  is  the  jury  that  decides  the  fair 
amount  given  to  meet  the  patient's 
economic  needs.  Limits  on  non- 
economic damages  do  not  limit  the 
ability  of  the  plaintiff  to  recover 
damages  for  future  expenses. 

The  value  of  pain  and  suffering 
is  impossible  to  fix  to  a specific  dol- 
lar amount.  The  decision  to  limit 
the  awards  to  $350,000  is  economic 
and  set  at  what  our  legislators  felt 
represented  a fair  award  in  most 
cases.  This  limits  the  ability  of 
awards  to  go  "sky-high"  based  on 


fessors  accepting  thousand-dollar 
checks  from  drug  companies  to 
speak  and  tout  their  products. 
Aren't  some  HMOs  now  openly 
providing  financial  incentive  (gifts) 
to  physicians  to  decrease  services 
to  patients?  Where  do  we  draw  the 
line? 

We  need  to  decide  whether  we, 
as  part  of  American  medicine,  con- 
sider ourselves  a jewel  of  western 
civilization  as  we  know  it,  or 
should  we  cease  to  pretend  to  be 
noble  virgins  and  become  turkey 
vultures  instead. 

—Vinoo  Cameron,  MD 
Athens  * 


sympathy  for  the  plaintiff.  It  is  es- 
timated that  this  ceiling  on  pain 
and  suffering  awards  will  decrease 
the  cost  of  liability  coverage  in  the 
state  of  Wisconsin  by  16.7%.  This 
will  hopefully  allow  all  physicians 
to  hold  back  on  any  increase  in  fees 
secondary  to  rising  liability  cover- 
age costs. 

Working  for  ways  to  improve 
the  plight  of  the  disabled  within 
our  society  should  be  a very  impor- 
tant goal  for  all  of  us.  The  enrich- 
ment of  a very  few  with  large  pain 
and  suffering  awards  does  not  ad- 
vance this  goal. 

— Charles  Schauberger,  MD 
La  Crosse 

(member,  SMS  Commission 
on  Medical  Liability  and 
Risk  Management)* 
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SMS  should  support  Kleckza 


To  the  editor:  After  reading 
Mr  Adam's  EVP  report  in 
the  WMJ,  Nov  1995  issue,  I feel  that 
a few  comments  need  to  be  made. 
I find  his  criticism  of  Mr.  Kleckza 
to  be  on  very  narrow-minded 
grounds.  I watched  Mr  Kleckza 
during  a stretch  of  the  House  Ways 
and  Means  Committee  debate  of 
the  Medicare  reform  bill,  and  was 
most  impressed  with  the  sincere 
and  thoughtful  amendments  he  in- 
troduced. I heard  he  and  his  col- 
leagues expressing  very  legitimate 
concerns  for  the  way  our  patients 
will  be  affected  by  these  reforms, 
and  I did  not  hear  specific  logical 
arguments  from  the  majority  that 
struck  down  each  and  every 
amendment. 

What  I have  heard  from  the  ma- 
jority is  that  they  are  interested  in 
preserving  Medicare  for  our  chil- 
dren. I didn't,  however,  hear  their 
concerned  voices  2 years  ago, 
when  the  same  Medicare  program 
was  predicted  to  be  out  of  money 
in  the  year  2000.  Now,  2 years  later, 
without  any  major  or  even  minor 
reforms  in  the  interval,  the  forecast 
year  of  the  trust  fund  insolvency 
is  2002.  This  suggests  to  me  that 


perhaps  we  should  turn  our  atten- 
tion to  making  the  system  right  for 
our  patients,  and  not  lose  sleep 
over  dire  prognostications. 

When  I review  the  "physician 
reforms"  in  the  House  bill  that  are 
championed  by  the  SMS,  and  that 
I presume  the  pictured  individuals 
spoke  with  Mr  Kleckza  about,  I 
have  no  problem  in  understanding 
any  criticism  of  perceived  physi- 
cian motives.  We  are  not  asking  for 
monies  in  support  of  breast  cancer 
screening,  community  education 
to  reduce  rates  of  smoking,  HIV 
disease,  drug  abuse,  or  even  our 
dying  public  hospitals.  Instead  we 
are  asking  for  physician  protection 
from  malpractice  and  government 
regulation.  It  takes  a stretch  of 
logic  to  get  from  the  SMS  lobby 
platform  to  any  ideas  of  concern 
for  patients. 

Perhaps,  if  we  really  want  to 
protect  our  children's  future,  we 
should  look  after  their  welfare  now. 
Mr  Kleckza,  I believe,  tried  to  make 
this  point  during  the  recent  debate. 
Mr  Adams,  and  the  SMS,  should 
support  him. 

—Harrison  Robinson , MD,  MS 
Milton* 


Kudos  to  medalists 


To  the  editor:  1995  marked  the 
centennial  of  the  discovery 
of  the  x-ray  by  Wilhelm  Conrad 
Roentgen.  Professor  Roentgen  was 
awarded  the  first  Nobel  Prize  in 
Physics  for  his  monumental  dis- 
covery. Anyone  associated  with 
medicine,  even  in  the  most  periph- 
eral manner,  is  aware  of  the  impor- 
tant impact  that  the  x-ray  has  had 
on  the  diagnosis  and  therapy  of  nu- 


merous diseases.  At  the  1995  meet- 
ing of  the  Radiological  Society  of 
North  America  (RSNA)  and  the 
American  Association  of  Physicists 
in  medicine  (AAPM),  four  medals 
were  awarded  to  commemorate 
the  centennial  event.  Two  of  the 
medalists  honored,  Drs  John  H. 
Juhl  and  John  R.  Cameron,  are 
members  of  the  University  of  Wis- 
consin Medical  School  faculty. 


No  revolution  for 
women  faculty 

To  the  editor:  Typing  my 
daughter's  term  paper  on  the 
women's  suffrage  movement  at  the 
same  time  I was  writing 
December's  cover  story  for  the  Wis- 
consin Medical  journal  on  women's 
increasing  role  in  medical  school 
had  a minor,  but  lasting  effect  on 
the  published  article. 

In  discussing  what  can  be  done 
to  increase  the  number  of  women 
in  academic  leadership  positions. 
Dr  Philip  Farrell,  dean  of  the  UW 
Medical  School,  acknowledged 
that  "it's  only  a natural  evolution  for 
them  (women)  to  be  in  leadership 
positions,"  not  revolution  as  I inad- 
vertently wrote.  Though  this  mat- 
ter is  of  great  concern  to  medical 
schools  across  the  country,  no  ral- 
lying calls  have  been  heard  just  yet. 

1 apologize  for  the  slip-up  and 
look  forward  to  writing  more  on 
the  subject. 

—Genie  Campbell 
Madison 


The  awards  were  made  in  four 
areas:  Plain  Film  Radiology;"High- 
Tech"  Radiology;  Radiation 
Oncology;  and  Medical  and  Radio- 
logical Physics.  Drs  Juhl  and 
Cameron  represented  Plain  Film 
Radiology  and  Medical  and  Radio- 
logical Physics  respectively.  Pro- 
fessor Juan  del  Regato,  a native  of 
Cuba,  who  practiced  radiation 
Continued  on  next  page 
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Continued  from  preceding  page 
oncology  in  the  United  States  over 
several  decades,  represented  thera- 
peutic radiology.  Professor  Olle 
Olsson  of  Lund,  Sweden,  was  the 
representative  for  "High-Tech" 
Radiology.  Professor  Olsson  for 
many  years  had  been  one  of  the 
world's  leading  angiographers. 

Dr  Juhl  is  widely  respected  as  a 
superb  teacher  of  radiology  who 
has  trained  a very  large  number  of 
residents  and  medical  students 
over  his  6-decade  career.  In  addi- 
tion, he  has  been  the  editor  and  co- 
author of  the  text.  The  Essentials  of 
Roentgen  Interpretation,  which  was 
first  published  in  1959.  The  sev- 
enth edition  is  currently  in  prepa- 
ration. Dr  Juhl  is  acknowledged  as 
one  of  the  individuals  who 
changed  the  direction  of  radiologi- 
cal post-graduate  training  when  he 
championed  a division  of  the  spe- 
cialty in  two  distinct  areas:  diagno- 
sis and  therapy.  During  his  tenure 
as  chair  at  the  UW  Radiology  De- 
partment, a medical  physics  sec- 
tion was  founded  by  John 
Cameron. 

John  Cameron,  PhD,  is  consid- 
ered by  many  to  be  the  father  of 
medical  physics  in  the  United 
States.  The  Medical  Physics  De- 
partment at  Wisconsin  was  an  out- 
growth of  the  medical  physics  sec- 
tion of  the  Radiology  Department 
and  was  the  first  of  its  kind  in  the 
country.  The  stellar  reputation  of 
the  department  is  based  on  numer- 
ous advances  which  had  been  ini- 
tiated here.  The  widespread  test- 
ing and  calibration  of  medical  x-ray 


John  H.  Juhl,  MD 


machines  in  order  to  protect  the 
public  from  unnecessary  radiation 
and  to  improve  the  quality  of  the 
images  were  championed  by 
Cameron.  He  developed  many  of 
the  instruments  for  such  measure- 
ments. In  addition,  the  technique 
of  thermoluminescent  dosimetry 
for  the  quantitation  of  x-ray  expo- 
sure was  the  outgrowth  of  an  ob- 
servation by  Chemistry  Professor 
Farrington  Daniels  of  UW.  He 
noted  that  certain  crystals,  when 
exposed  to  x-rays,  changed  their 
properties  so  when  heated  they 
would  give  off  light.  Cameron 
quantitated  this  technique  so  one 
can  calculate  the  amount  of  radia- 
tion the  crystals  had  been  exposed 
to,  therefore  determine  the  x-ray 
dose.  This  has  become  a widely 


John  R.  Cameron,  MD 


utilized  technique  in  both  diagnos- 
tic and  therapeutic  radiology. 

Dr  Cameron  was  also  very  ac- 
tive in  the  measurement  of  bone 
density  by  the  use  of  radiological 
techniques.  This  has  developed 
into  a widely  used  method  to 
quantitate  osteoporosis— a major 
problem  for  post  menopausal  fe- 
males. The  quantitation  of  such 
bone  density  has  allowed  the  sci- 
entific evaluation  of  various  thera- 
peutic endeavors. 

The  Departments  of  Radiology 
and  Medical  Physics  at  UW  are 
proud  that  these  faculty  been  rec- 
ognized with  Centennial  medals 
by  these  prestigious  organizations. 
-Andrew  B.  Crummy,  MD  and 
John  C.  McDermott,  MD 
Madison* 
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Soundings 

When  giants  walked  the  halls  of  academia 


WHERE  HAVE  ALL  THE  giants 
of  academia  gone? 
Where  are  the  William  Osiers,  the 
Harvey  Cushings,  the  Fuller 
Albrights?  They  are  still  here! 
There  have  always  been  living  leg- 
ends in  medical  education,  and 
they  will  be  there  as  long  as  stu- 
dents, interns  and  residents  lust  for 
their  leadership  and  guidance  in 
the  pursuit  of  the  art  and  science 
of  medicine.  Some  of  these  giants 
are  of  international  acclaim;  others 
are  known  only  in  our  own  local 
areas.  My  hero  is  only  five-and-a- 
half  feet  tall,  but  he  is  truly  a giant 
among  clinicians  and  teachers. 

Jack  Klieger  is  an  octogenarian 
physician  who  is  still  active  at  St 
Joseph's  Hospital  in  Milwaukee, 
where  he  practices  and  teaches  ob- 
stetrics. Dr  Klieger  has  won  innu- 
merable awards  for  his  teaching 
skills.  He  has  trained  countless 
medical  students  and  residents  in 
the  art  of  assisting  mothers  at  the 
time  of  parturition.  Age  has  not 
dimmed  his  intellectual  skills  in  the 
least,  but  it  has  made  him  more  tol- 
erant of  the  foibles  of  his  appren- 
tices. His  soft,  kindly  demeanor 
masks  the  inner  tiger  whose  un- 
ending search  for  excellence  made 
a rotation  with  him  as  a student  in 
the  past  a time  of  terror  and  an  un- 
wanted revelation  of  one's  inad- 
equacies. To  survive  "Black  Jack" 
was  the  goal,  but  the  reality  was 
the  attainment  of  the  realization 
that  excellence  is  possible  in  medi- 
cine. In  another  milieu,  Jack 
Klieger  might  have  been  Vince 
Lombardi  or  George  Patton. 

I spent  a month  in  my  senior 
year  of  medical  school  on  an  ob- 
stetrics rotation  at  Dr  Klieger's 
hospital.  My  student  partner  dur- 
ing that  month  was  the  redoubt- 
able Walter  Hogan.  If  you  have 
been  blessed  in  life,  you  had  a 
medical  school  classmate  like 


Hogan.  He  was  (and  still  is)  bright 
and  enthusiastic,  and  endowed 
with  a sense  of  humor  that  could 
wipe  a frown  off  the  face  of  an  un- 
dertaker at  a distance  of  50  yards. 
Hogan  is  more  than  a person;  he 
was  then  and  remains  a most 
unique  experience.  As  you  might 
imagine,  we  were  a taciturn,  strait- 
laced pair  whose  only  experience 
with  obstetrics  had  been  as  partici- 
pants, with  some  help  from  our 
mothers.  Solemn  and  staid  were 
the  usual  adjectives  applied  to  us. 

On  day  one  of  my  rotation,  I was 
told  to  join  Dr  Klieger  in  the  deliv- 
ery room.  I scrubbed  and 
scrubbed,  hoping  that  the  pregnant 
lady  in  stirrups  would  precipitate 
her  baby  through  the  birth  canal 
before  I could  enter  the  room.  I 
knew  I would  be  subject  to  rapid 
fire  questions  about  the  position  of 
the  occiput,  the  blood  supply  of  the 
labia,  the  indications  for  a puden- 
dal block,  and  the  significance  of  a 
transverse  lie.  I was  the  lamb  about 
to  be  devoured  by  the  voracious 
wolf  of  obstetrics. 

"If  you  haven't  scrubbed  off  all 
of  the  bacteria  yet,  you  at  least  have 
drowned  them!"  hissed  Black  Jack. 
"Get  in  here!" 

I accepted  the  towel  from  the 
nurse,  and  entered  the  delivery 
room  with  the  confidence  of  a man 
about  to  have  a circumcision  with- 
out an  anesthetic.  I then  attempted 
to  put  my  surgical  gown  on  back- 
wards, which  did  not  escape  the  at- 
tention of  the  man.  After  putting 
my  fingers  literally  through  my 
gloves,  Klieger  had  had  enough. 

"Get  out  of  my  delivery  room," 
he  intoned.  I had  lost  round  one, 
but  this  was  a 15-round  match. 

So  went  the  month.  Dr  Klieger 
drove  me  to  read  more  about  ob- 
stetrics than  I ever  cared  to  learn. 
Despite  this,  he  had  no  difficulty 
in  exposing  more  of  my  ignorance. 


He  showed  no  favorites.  If  I bled, 
Hogan  hemorrhaged.  If  Hogan 
was  skewered,  I was  harpooned.  It 
was  our  intellectual  Spanish  Inqui- 
sition, and  we  were  on  the  rack,  be- 
ing stretched  to  reveal  our  every 
flaw.  Interested  spectators 
throughout  this  process  were  the 
delivery  room  nurses.  They  en- 
joyed our  banter  during  our 
Klieger-less  interludes,  and  I'm 
convinced  that  they  reveled  in  our 
repeated  lessons  of  humility.  They 
could  barely  contain  themselves 
when  they  came  to  tell  us  that  Dr 
Klieger  wanted  us  in  the  delivery 
room. 

On  that  eventful  night,  there 
was  a surprising  lull  in  the  seem- 
ingly endless  flow  of  deliveries  in 
this  obviously  Catholic  hospital. 
Walt  and  I were  sent  to  the  adja- 
cent call  rooms  to  rest  and  almost 
immediately  entered  a deep  level 
of  coma.  I don't  know  whether  we 
slept  for  minutes  or  for  hours,  but 
I will  never  forget  the  nurses' 
voices  in  that  pitch-dark  room, 
shouting  in  semi-panic  that  a 
woman  was  having  a precipitous 
delivery  and  Dr  Klieger  wanted  us 
in  the  delivery  room  immediately. 

Years  later,  even  after  training 
and  practicing  as  an  endocrinolo- 
gist, I cannot  understand  how  such 
a volume  of  catecholamines  could 
have  been  released  that  quickly. 
My  heart  rate  catapulted  to  the 
200s,  every  body  sphincter  tight- 
ened to  near  obliteration,  and  an 
overwhelming  sense  of  impending 
doom  flooded  my  consciousness. 
There  was  a universal  contraction 
of  my  musculature,  and  I ordered 
my  body  to  action.  I could  easily 
have  propelled  myself  from  the 
bed  to  the  delivery  room  500  feet 
distance  in  one  gigantic  leap.  But 
nothing  happened!  I couldn't 
move!  1 was  paralyzed! 

Continued  on  next  page 
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Then  reality  stepped  in.  During 
our  deep  sleep,  the  nurses  had 
taped  us  into  our  beds!  Bands  of 
adhesive  tape  girdled  our  fore- 
heads, our  chests,  our  arms  and 
our  legs  to  the  beds.  The  interlude 
was  probably  only  seconds  in  du- 
ration, but  it  seemed  longer  to  Walt 
and  me  until  we  realized  that  we 
had  been  the  dupes  in  the  world's 
greatest  prank. 

After  we  were  cut  loose,  life  on 
this  rotation  seemed  different.  Dr 
Klieger  became  a kinder,  more 
gentle  man,  probably  because  his 
two  minions  had  learned  a good 
deal  more  about  obstetrics.  I'm 
sure  several  nurses  still  regale  their 


colleagues  and  newer  generations 
of  students  with  this  story.  I've  of- 
ten wondered  whether  Black  Jack 
put  them  up  to  this  caper. 

Several  days  after  our  taping  ad- 
venture, I was  in  the  delivery  room, 
positioned  at  the  mother's 
perineum,  waiting  for  Dr  Klieger 
to  gown,  when  the  baby  got  tired 
of  the  delay  and  almost  leapt  into 
my  open  arms.  Mom  was  aware 
that  I had  delivered  her  beautiful 
child.  The  following  day,  on  ma- 
ternity rounds,  she  gushed  that  it 
must  be  very  gratifying  for  a phy- 
sician to  bring  a new  life  into  the 
world.  "Can  you  still  remember 
the  first  child  you  delivered?"  she 
asked. 


"Yes,  I can/'  I replied,  "It  seems 
like  only  yesterday."  Black  Jack 
smiled.  By  the  way,  both  Hogan 
and  I received  a grade  of  A in  this 
course. 

It  has  been  three  decades  since  I 
worked  under  Jack  Klieger 's  tute- 
lage. About  a year  ago,  I sent  him 
a note,  thanking  him  for  his  inspi- 
ration and  guidance.  He  replied 
that  student  education  remains  the 
highlight  of  his  day,  but  assured  me 
that  he  continues  to  be  as  intimi- 
dating, bellicose,  argumentative 
and  cantankerous  as  ever.  He  in- 
sisted that  he  had  not  mellowed 
one  iota. 

—James  M.  Cerletty,  MD 
Milwaukee* 
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Focus  on  Medical  Outcomes 


CESF  Medical  Quality  Research  Council  pilot  year 

Jerry  M.  Ingalls,  MD,  FACS,  chair.  Medical  Quality  Research  Council 


Review 

The  year  of  1995  has  been  a year  of 
marked  growth,  acceptance  and  in- 
creased understanding  of  the  in- 
tent and  scope  of  the  CESF  Medi- 
cal Outcomes  Research  Project 
(MORP)  initiative.  Foremost  has 
been  the  increased  awareness  that 
a need  for  a definition  of  quality 
has  now  become  a focal  point  of 
deliberations  in  relation  to  cost. 
During  the  past  year,  one  episode 
that  caught  everyone's  attention 
was  the  debate  between  cost  and 
quality  over  the  length  of  stay  fol- 
lowing newborn  delivery.  The 
point  worth  citing  is  that  the  defi- 
nition of  Medical  Outcome  is  the 
"patient's  quality  of  life  following 
an  episode  of  medical/surgical 
need."  We  feel  this  is  the  most 
proper  way  to  determine  what  is 
an  appropriate  cost-quality  rela- 
tionship. 

The  Project  initiative  as  placed 
on  the  table  by  the  Medical  Soci- 
ety Research  Council  also  has  re- 
ceived excellent  support  from 
those  who  now  influence  the  medi- 
cal community:  payers,  managers 
of  insurance  plans,  governmental 
agencies  and  companies  with  a 
vested  interest  in  their  employees. 
It  has  been  pleasing  to  see  the  con- 
tinued input  and  open  discussions 
that  have  occurred  at  Council 
meetings  between  all  of  those  who 
have  played  a role  in  creating 
MORP.  The  inclusion  of  state  offi- 


cials with  representation  of  the 
Office  of  Health  Care  Information, 
affiliated  organizations  such  as  the 
Wisconsin  Hospital  Association, 
The  Wisconsin  Medical  Group 
Managers  Association,  payers  in 
the  form  of  WPS  and  Blue  Cross/ 
Blue  Shield,  others  with  expertise 
in  the  labor  arena  as  well  as  the 
basic  task  force  physician  mem- 
bers has  given  a broad  base  to  our 
discussions.  With  the  submission 
of  data  by  clinics  and  hospitals,  it 


"The  Project  initiative  has 
received  excellent  support 
from  those  who  now 
impact  the  medical 
community:  payers, 
managers  of  insurance 
plans,  governmental 
agencies  and  companies 
with  a vested  interest  in 
their  employees." 

— Jerry  M.  Ingalls,  MD,  FACS 


has  now  become  a reality  that  in- 
formation is  being  transmitted  to 
the  Project  data  bank  for  develop- 
ment of  meaningful  data  pools.  We 
are  now  at  the  point  where  the  next 
year  will  doubtless  see  even  more 
marked  growth  and  involvement 
of  this  multitude  of  players. 


Jerry  M.  Ingalls,  MD,  FACS 


Attitudes 

The  increasing  awareness  of  the 
physician  community  in  relation  to 
"clinical  outcomes"  has  been  facili- 
tated both  by  outside  pressures 
and  internal  attempts  at  education 
through  the  State  Medical  Society 
as  well  as  programs  of  American 
College  of  Surgeons,  the  AMA,  the 
American  Society  of  Internal  Medi- 
cine, and  many  specialty  societies. 
Many  of  these  are  considering  vari- 
ous plans  to  move  forward  with  in- 
volvement in  the  "outcomes"  data 
collection  arena.  The  increased  em- 
phasis by  the  third  party  payers 
and  managed  care  has  further 
Continued  on  next  page 


Wisconsin  Medical  Journal  • February  1996 


81 


Continued  from  preceding  page 
brought  the  need  for  mechanisms 
such  as  our  Project  to  be  in  place 
to  support  the  practicing  physician 
whether  they  be  in  a single  office, 
a single  specialty  group,  a multi- 
specialty group  irregardless  of 
their  size.  The  ability  to  compare 
data  obtained  directly  from  the 
patient  as  to  his  or  her  perception 
of  his  or  her  quality  of  life  affords 
the  most  complete  mechanism 
with  which  to  review  the  efficacy 
of  treatment  whether  guided  by 
practice  parameters,  or  guided  by 
the  practice  habits  of  each 
physician's  own  training.  The 
ability  to  determine  this  informa- 
tion for  each  individual  physician 
in  his  or  her  own  office,  with  di- 
rect input  from  the  patient,  is  and 
will  become  even  more  invaluable 
over  the  next  few  years  as  the 
health  care  community  faces  a con- 
tinuation of  changes  which  are 


now  being  woven  into  the  fabric  of 
clinical  practice  and  directly  im- 
pacting the  cost  vs.  quality  rela- 
tionships. 

Ongoing  efforts 

The  Council  through  its  work 
groups  will  not  only  be  coordinat- 
ing the  entire  Medical  Outcomes 
Research  Project,  but  also  begin- 
ning to  develop  information  and 
data  concerning  geographical 
variations— this  follows  on  the 
original  studies  of  Wennberg  and 
Keller  with  the  Maine  Medical 
Foundation. 

We  have  been  pleased  this  year 
to  note  the  ready  acceptance  of 
many  physicians,  clinics,  and  hos- 
pitals to  recognize  the  potential  use 
that  this  process  has  in  TQM/CQI 
and  as  a most  valid  source  of  data 
to  be  use  in  ongoing  physician  edu- 
cation. The  continuation  of  this 
clinical  outcomes  endeavor  will  re- 


PROVING: 

Responding  to  the 
demand  for  accountability 

♦ from  the  health  care  systems 

♦ from  patients 

♦ from  payers  and  purchasers 

♦ from  society 


quire  much  further  effort  expendi- 
ture, as  well  as  fiscal  expenditure. 
After  this  successful  pilot  year,  we 
are  more  convinced  than  ever  that 
the  collection  of  this  data  in  a part- 
nership between  the  patient  and 
physician,  and  the  ability  to  use 
this  data  on  behalf  of  the  patient, 
employer,  or  voter  will  help  us 
move  toward  a true  balance  be- 
tween cost  and  quality  in 
tomorrow's  health  care  environ- 
ment. ❖ 


ORGANIZATIONAL  CHART  - 
MEDICAL  OUTCOMES  RESEARCH 

PROJECT 


82 


Wisconsin  Medical  Journal  • February  1996 


A pilot  site  experience: 
The  first  year  of  learning 

Janice  Smith  Pigg,  BSN,  RN,  MS,  Milwaukee 


The  Columbia  (Hospital) 
Musculoskeletal  Institute  in 
Milwaukee  has  implemented  a to- 
tal hip  replacement  outcomes  pi- 
lot study  as  a part  of  the  Medical 
Outcomes  Research  Project.  Co- 
lumbia Hospital  is  a community 
teaching  hospital  with  a tradition 
of  expertise  and  experience  in  mus- 
culoskeletal conditions  and  treat- 
ment. The  Institute  represents  the 
organization  and  coordination  of 
the  programs  and  services  of 
orthopaedics,  physiatry,  and 
rheumatology.  The  importance  of 
the  musculoskeletal  area  to  Colum- 
bia Hospital  is  demonstrated  in 
part  by  the  dedicated  56-bed  MSK 
nursing  inpatient  unit,  the  off-cam- 
pus four-story  ambulatory  muscu- 
loskeletal program  facility  that  in- 
cludes an  Ambulatory  Surgery 
Center  for  Orthopaedics,  MSK  Re- 
habilitation/Sports Medicine,  Cen- 
ter for  Work  Fitness,  physician  of- 
fice space  and  ancillary  support 
services,  as  well  as  two  other  geo- 
graphically located  satellite  facili- 
ties. 

Columbia  Hospital  has  a com- 
mitment to  quality  patient  care. 
The  Vision  Statement  of  the  Co- 
lumbia Musculoskeletal  Institute 
includes  a commitment  to  "con- 
tinuous improvement  of  its  contri- 


Janice  Smith  Pigg  (Musculoskeletal 
Programs  Consultant),  BSN,  RN,  MS, 
is  director  of  Program  Development 
and  Research  at  the  Columbia  Muscu- 
loskeletal Institute  of  Columbia  Hos- 
pital, Milwaukee,  and  a member  of  the 
SMSW  Medical  Quality  Research 
Council.  She  was  principal  investiga- 
tor in  a federally  funded  nursing  study 
in  1974-1976  on  Outcomes  of  the  Pa- 
tient with  Early  Rheumatoid  Arthritis 
and  Patients  Undergoing  Total  Hip 
Replacement. 


butions  to  science,  education,  and 
service."  Quality  improvement 
(QI)  activities  are  a way  of  organi- 
zational life  at  the  hospital.  Qual- 
ity improvement  activities  related 
to  hip  replacement  include  evalu- 
ation of  PCA  (patient  controlled 
analgesia)  and  the  postoperative 
complication  of  ileus.  A total  hip 
replacement  clinical  pathway  has 
been  developed  by  a multidisci- 
pline team. 

The  first  total  hip  replacement 
in  the  state  of  Wisconsin  was  done 
at  Columbia  Hospital  by  Dr  Rob- 
ert Zuege  in  1968.  In  the  interven- 
ing years,  Columbia  has  had  the 


"People  change 
what  they  do  when 
they  see  what 
happened  when  they 
did  what  they  did." 

—N.  Hoover , MD 
Milwaukee  orthopaedic  surgeon  and 
member  of  the  Medical  Quality 
Research  Council 


largest  cumulative  experience  with 
joint  replacements  of  any  hospital 
in  southeast  Wisconsin.  Because  of 
the  volume  of  joint  replacement 
procedures  done  at  Columbia,  a 
joint  study  group  comprised  of  the 
physicians  (including  orthopaedic 
surgeons,  physiatrists,  and 
rheumatologists)  who  had  a spe- 
cial interest  in  the  area  was  formed 
in  1993. 

These  activities  provided  the 
"right  timing"  of  the  outcomes 
project.  As  the  market  leader  in 
joint  replacements,  there  was  rec- 
ognition of  an  external  need  to  pro- 
vide accountability  for  patient  out- 


comes. Internally,  the  joint  study 
group  had  a desire  to  have  more 
than  just  anecdotal  knowledge  of 
patient  outcomes  as  a basis  for  im- 
proving their  practice.  Profiling 
demonstrated  significant  varia- 
tions in  practice  and  raised  the 
question  of  "which  rate  is  right" 
from  a variety  of  perspectives.  Phy- 
sicians were  interested  in  clinical 
results;  patients  were  interested  in 
their  satisfaction  with  the  results; 
and  the  hospital  was  interested  in 
ways  to  control  cost  while  still 
maintaining  and  improving  qual- 
ity clinical  and  satisfaction  out- 
comes. 

Purpose  of  the  project 

The  purpose  of  this  ongoing  study 
is  to  gather  health  status  and  pa- 
tient perceived  outcomes  on  a 
population  undergoing  elective 
primary  total  hip  replacement.  Pa- 
tients who  have  fractured  and  sub- 
sequently undergo  a hemi- 
arthroplasty are  not  included  in  the 
study  nor  are  those  having  revision 
of  a previous  replacement.  Patients 
with  systemic  rheumatologic  con- 
ditions such  as  rheumatoid  arthri- 
tis, systemic  lupus  erythematosus, 
or  ankylosing  spondylitis  are  in- 
cluded if  they  meet  the  other  crite- 
ria as  are  those  patients  with  avas- 
cular necrosis. 

Support  for  project 

The  project  was  not  begun  until  the 
key  orthopaedic  surgeons  ex- 
pressed their  support  and  willing- 
ness to  participate.  One  surgeon 
was  chosen  as  "physician  cham- 
pion" to  take  the  lead  in  the  devel- 
opment of  the  clinical  path.  The 
Joint  Study  Group  indicated  the 
study  should  have  high  priority. 
The  Orthopaedic  Department 
Continued  on  next  page 
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Continued  from  preceding  page 
agreed  that  all  patients  undergoing 
an  elective  primary  total  hip  re- 
placement would  be  placed  on  the 
clinical  pathway  and  enrolled  in 
the  outcome  study.  This  linkage  of 
the  study  with  other  high  priority 
organizational  activities  such  as 
clinical  pathways  helped  to  insure 
that  it  would  "happen."  Shared 
data  with  the  QI  studies  and  path- 
way team  was  planned  to  avoid 
duplication.  The  extended  data 
base  on  each  case  includes  demo- 
graphics, key  clinical  information, 
pathway  variations,  QI  study  data, 
outcomes  data,  and  financial  data 
on  each  patient.  Some  of  this  data 
was  already  being  gathered. 

Most  recently,  the  study  has 
been  identified  as  one  of  the  six 
priority  action  items  for  the  MSK 
Division  for  1996  through  the  first 
half  of  1997.  This  makes  the  study 
a part  of  the  overall  strategic  plan 
identified  in  the  previous  article: 
"Participate  in  State  Medical  Society 
ofWl  Outcomes  Research  Project  for 
total  hip  replacement." 

Description  of  project 

Comparisons  of  outcome  status 
(e.g.,  the  patient's  satisfaction  with 
the  end  result,  change  in  measur- 
able function,  and  quality  of  life) 
pre-operatively,  initial  post-opera- 
tively,  immediate  post-operatively 
(3  months),  during  the  first  year 
follow-up  and  annually  thereafter 
will  be  made. 

Implementation 

The  first  step  in  implementing  the 
project  was  selection  of  measure- 
ment instruments.  A general  de- 
mographic data  gathering  tool 
(personal  characteristics)  is  used  to 
gather  the  usual  information  on  the 
characteristics  of  the  population, 
the  SF  36  Medical  Outcomes  Trust 
is  used  to  gather  general  health  sta- 
tus data  from  the  patient's  perspec- 
tive. Health  Outcomes  Institute's 
condition  special  Total  Hip  Re- 
placement Type  (technology  of  pa- 
tient experience)  forms  are  used  for 


both  the  surgeon's  assessment  and 
patient  reports.  Data  is  gathered 
pre-operatively,  immediate  post- 
operatively,  3 months,  6 months,  9 
months,  1 year  and  periodically 
thereafter. 

The  second  and  most  challeng- 
ing step  has  been  establishment  of 
a system  of  gathering  the  data. 
Data  is  gathered  at  multiple  private 
orthopaedic  practices1,  several  dif- 
ferent departments  within  the  hos- 
pital setting,  and  from  patients  at 
home.  Written,  telephone,  and  per- 
sonal communication  along  with 
frequent  reinforcement  was  used 
to  enlist  the  cooperation  of  the  dif- 
ferent office  staff  personnel  of  the 
orthopaedic  surgeons.  Relation- 
ships were  reaffirmed  with  the  dif- 
ferent hospital  areas:  pre-admis- 


sion testing,  nurse  lead  on  the  clini- 
cal pathway,  in-patient  nursing 
unit,  quality  assurance  depart- 
ment, and  financial  department. 
Data  is  gathered  from  patients  by 
mail  surveys.  The  pre-op  survey  is 
presented  at  the  education  session, 
which  is  a part  of  the  clinical  path, 
with  return  by  pre-paid  postage 
envelope.  A method  of  tracking  the 
intake  of  the  various  survey  and 
evaluation  forms  over  time  was 
computerized  in  late  fall. 

The  study  was  implemented  in 
January  1995.  Study  patients  are 
identified  via  the  clinical  pathway. 
Because  the  clinical  pathway  was 
implemented  at  the  same  time  as 
the  study,  identification  of  patients 
has  been  an  initial  problem.  Col- 
lection of  physician  evaluations 
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has  been  spotty.  Pre-operative  pa- 
tient surveys  (both  SF  36  and  Hip 
TyPE)  have  a poor  rate  of  return. 
With  the  difficulty  in  patient  identi- 
fication and  thus  missing  informa- 
tion on  addresses,  follow-up  3 
month  surveys  were  delayed  until 
September.  The  poor  return  on  pre- 
op surveys  from  patients  was 
speculated  to  be  a result  of  the 
sheer  volume  of  pages  (6  in  total, 
with  3 two-sided)  the  patient  was 
asked  to  fill  out  as  well  as  the  ap- 
pearance of  the  forms.  Yet  the  same 
survey  forms  are  used  for  the  post- 
op follow-up  and  have  had  a 71% 
rate  of  return. 

Stressing  the  importance  of  dis- 
tribution of  the  pre-op  surveys 
with  explanations  and  emphasis  to 
the  patients  is  hoped  to  alleviate 
this  situation.  "Packaging"  the  sur- 
vey materials  separate  from  the 
rest  of  the  materials  distributed  at 
the  pre-op  educational  session  may 
also  help.  Addresses  of  patients 
who  are  known  not  to  be  attend- 
ing the  session  are  to  be  sent  to  the 
survey  coordinator  so  they  can  be 
mailed  out  before  the  patient  en- 
ters the  hospital  for  the  surgical 
procedure. 

Other  interventions  have  been 
put  into  place  to  help  correct  these 
problems  encountered  during  this 
pilot  year.  The  most  significant  of 
these  has  been  the  use  of  a software 
program  to  track  incoming  data 
forms  by  patients  to  provide  accu- 
rate coding,  identify  follow  up 
dates  and  print  mailing  labels,  pro- 
duce reports  for  physicians  (and 
their  staff)  showing  missing  data 
forms,  calculating  length  of  stay, 
etc. 

Because  of  the  multiple  data  col- 
lection times  using  the  same  forms 
caused  some  confusion,  forms 
were  both  numbered  and  color 
coded.  Fluorescent  chart  flags  are 
being  considered  to  help  physi- 
cians quickly  identify  study  pa- 
tients. 

Data  entry  and  analysis 

Data  entry  is  being  incorporated 
with  that  of  the  clinical  path.  Rec- 


ognizing it  is  important  to  provide 
feedback  to  increase  cooperation 
with  data  gathering,  periodic  sum- 
maries and  tabulations  are 
planned.  Before  analysis  can  be 
done,  more  clearly  defined  ques- 
tions need  to  be  formulated.  It  is 
hoped  that  early  analysis  of  the 
follow  up  data,  along  with  physi- 
cians' experience,  will  help  deter- 
mine the  critical  times  of  change  in 
the  first  post-operative  year  to  help 
determine  when  follow-up  sur- 
veys will  be  most  helpful. 

Data  gathered  will  be  shared 
with  the  SMSW  Medical  Outcomes 
Research  Project  to  be  aggregated 
with  similar  data  from  other  set- 
tings. 

Summary 

Although  it  has  taken  the  first  year 
to  establish  a data  collection  sys- 
tem, it  has  been  a positive  learning 
experience.  We  learned  a coordina- 
tor or  primary  lead  person  is  also 
essential  to  ongoing  problem  solv- 
ing and  to  maintain  project  mo- 
mentum. We  believe  it  is  important 
to  make  sure  all  involved  parties 
understand  the  study  process  and 
purpose  and  believe  in  the  value 
of  the  effort.  Feedback  to  care  pro- 
viders that  is  timely,  accurate,  and 
helpful  will  be  essential  for  contin- 
ued cooperation. 

Response  from  patients  has 
been  cooperative  and  positive. 
Only  one  patient  has  objected  to 
what  was  perceived  as  the  personal 
and  immaterial  nature  of  some  of 
the  questions;  this  person  viewed 
the  project  as  a waste  of  time  and 
money  as  well  as  contributing  to 
keeping  health  care  costs  unduly 
high.  Several  of  the  patients  have 
called  personally  to  make  sure  it 
was  understood  that  although 
their  answers  indicated  they  were 
having  functional  or  comfort  prob- 
lems, it  was  not  the  new  hip,  but 
their  back  or  knees  that  were  now 
the  problem.  (This  appears  to  be  a 
problem  with  the  measurement 
tools,  particularly  the  Hip  TyPE.) 

Personal  interaction  with  a 
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number  of  the  more  than  100  pa- 
tients enrolled  to  date  indicates  not 
only  acceptance  and  willingness  to 
participate  in  the  study,  but  plea- 
sure in  seeing  that  their  feelings 
and  experiences  are  valued.  This  is 
more  remarkable  in  that  this  pa- 
tient population  is  older  and  less 
accustomed  to  an  active  participa- 
tory role  in  their  health  care.  It  is 
suspected  that  only  with  more 
feedback  and  results  of  the  study 
will  professionals  likewise  come  to 
recognize  and  value  the  patient 
perspective  of  outcome  as  well  as 
the  technical  success  of  the  proce- 
dure. 

We  are  getting  ready  to  imple- 
ment a similar  study  with  patients 
having  total  knee  replacement. 
Several  lessons  that  have  been 
learned  from  the  hip  study  will  be 
put  into  place.  Although  the  data 
management  system  and  familiar- 
ity with  the  process  will  be  easier 
the  second  time  around,  it  is  still 
important  to  emphasize  the  impor- 
tance of  the  project  to  each  stake- 
holder in  terms  that  have  meaning 
for  them.  The  support  of  the  phy- 
sician group  (joint  study  group) 
and  hospital  administration  con- 
tinue to  be  vital  in  defining  the  ac- 
tivity as  one  of  priority  in  time  and 
resource  expenditure.  To  attach  the 
outcomes  study  processes  to  other 
ongoing  activities  helps  ensure  fol- 
low through. 

As  Arnold  Reiman  said,  "We 
can  no  longer  provide  health  care 
without  knowing  more  about  its 
successes  and  failures.  The  Era  of 
Assessment  and  accountability  is 
dawning..."2 
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Defining  quality — moving 
beyond  the  metaphysical  debate 


Sally  L Wencel,  JD,  CESF  Medical  Outcomes  Research  Project  director 


WHETHER  WE  BELIEVE  in  OUr 

ability  to  determine  our 
own  path  or  that  everything  is  pre- 
ordained, it's  hard  to  deny  the 
ever-mounting  pressure  from 
health  care  consumers  and  pur- 
chasers for  information  about 
medical  practices  will  result  in 
more  private  and  public  data  col- 
lection. Already,  this  pressure  has 
led  to  private  efforts  to  develop 


"We  stand  on  the  threshold  of  a 
new  era  in  which  managed  care  plans 
will  probably  dominate  health  care. 
Yet  there  is  much  we  do  not  know 
about  the  consequences  of  this  revo- 
lution." 

Arnolds.  Reiman,  former  editor 
New  England  Journal  of  Medicine 
Taken  from  the  Wall  Street  Journal 
September  6,  1994 


health  quality  "indicators"  and  re- 
port cards,  with  the  state  Legisla- 
ture considering  mandated  health 
plan  performance  measures  re- 
porting. In  other  words,  the  time 
is  past  to  philosophize  over  the  cor- 
rectness or  legitimacy  of  health 
care  data  collection  and  instead 
focus  on  how  to  maintain  an  active 
role  in  its  development  and  uses. 

In  this  journal,  articles  are  of- 
fered describing  the  CESF  Medical 
Outcomes  Research  Project's  effort 
to  answer  to  the  question  "what  is 
good  quality  health  care?"  This 
effort  is  based  in  part  on  the  rec- 
ognition that  cost  accountability  is 
not  enough  to  assure  good  quality 
health  care  is  being  delivered  and 
that  the  true  gauge  of  good  out- 
comes is  whether  patients  do  bet- 
ter. The  medical  community  needs 
to  be  proactive  in  defining  quality, 
rather  than  relying  on  others'  defi- 


nition. This  recognition  of  a major 
shift  occurring  in  external  efforts  to 
define  quality  is  well-founded  in 
consideration  of  recent  events.  The 
activities  of  the  world  that  sur- 
rounds us,  in  fact,  reinforce  our 
purpose  and  resolve  to  provide  a 
voluntary,  scientifically  sound  and 
ethical  data  collection  and  analy- 
sis project. 

Proving  and  improving  quality 

One  of  the  best  catch  phrases  we 
heard  in  the  early  days  of  MORP 
is  that  outcomes  research's  pur- 
pose is  to  "prove  and  improve 
quality."  (For  those  of  you  who 
have  received  Project  correspon- 
dence, you  may 
be  aware  of  our 
adoption  of  that 
apt  slogan.)  A 
key  reason  for 
the  SMSW's  ap- 
pointment of  the 
Task  Force  on 
Quality  Assess- 
ment and  Imple- 
mentation of 
Practice  Param- 
eters, the  pro- 
genitor of  the 
CESF  Medical 
Quality  Re- 
search Council 
was  to  ensure 
that  Wisconsin 
physicians  as- 
sume a knowl- 
edgeable role  in 
the  continuing 
discussions  of 
medical  care 
quality.  This 
mission  state- 
ment, broadly 
taken,  echoes 

this  two-fold  jjy  james  Kelly,  of  internal  medicine,  at  the  Monroe  Clinic  ex- 
concern about  plaining  the  Medical  Outcomes  Survey  to  a patient. 


quality:  to  understand  quality  you 
must  know  how  it's  defined  but 
also  how  it  defines  you. 

Managed  care  plan 
"report  cards" 

True  to  the  SMSW  Board's  augury, 
health  care  in  Wisconsin,  like  the 
rest  of  the  nation,  is  being  judged 
on  an  increasing  number  of  perfor- 
mance measures.  Although  cost  of 
care  remains  an  important  crite- 
rion, health  care  purchasers  are  us- 
ing standardized  measures  that  al- 
low for  the  comparison  of  provider 
networks,  plans  and  medical 
groups.  The  sentinel  model  is  the 
Health  Plan  Employers  Data  and 
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Information  Set,  known  by  the  ac- 
ronym "HEDIS."  HEDIS  was  de- 
veloped by  a national  consortium 
of  employer  groups  in  cooperation 
with  the  National  Managed  Care 
Association  as  a pilot  report  card 
project  to  evaluate  managed  care 
plans.  Now  in  its  second  version, 
HEDIS  includes  60  or  so  measures 
that  are  aggregated  into  five  major 
groups:  Quality  of  Care,  Member- 
ship Access  and  Satisfaction,  Mem- 
bership and  Utilization,  Finance 
and  Health  Plan  Management  and 
Activities.  Currently,  several  large 
employers  require  health  plans 
contracting  to  provide  care  to  em- 
ployees to  report  HEDIS  datasets, 
including  Ameritech,  Federal  Ex- 
press, GTE  and  Dow  Chemical. 
Reportedly,  many  Wisconsin  em- 
ployers and  employer  coalitions 
include  HEDIS  datasets  as  well  in 
requests  for  proposals. 

Perhaps  of  particular  interest  are 
the  HEDIS  criteria  grouped  under 
"Quality  of  Care"  and  "Member- 
ship Access  and  Satisfaction." 
Quality  of  care  is  currently  defined 
as  including  four  elements:  (1)  pre- 
ventive sendees,  (2)  prenatal  care, 
(3)  acute  and  chronic  disease  treat- 
ment, and  (4)  mental  health  ser- 
vices. Preventive  services  data  el- 
ements care  expressed  in  the  per- 
centage of  covered  lives  in  a cat- 
egory who  receive  preventive  ser- 
vices: children  receiving  recom- 
mended immunizations,  adults  40 
and  older  screened  for  serum  cho- 
lesterol levels,  women  over  age  50 
receiving  annual  mammo-graphy 
screening  and  cervical  cancer 
screening. 

Likewise,  quality  of  prenatal 
care  is  defined  with  two  crucial  in- 
dicators: the  percentage  of  low 
birth-weight  babies  and  the  per- 
centage of  pregnant  women  who 
receive  prenatal  care  services  in  the 
first  trimester.  Acute  and  chronic 
disease  treatment  quality  is  as- 
sessed through  hospital  admission 
rates  due  to  asthma  and  the  per- 
centage of  adult  diabetics  who  re- 
ceive yearly  retinal  exams.  Finally, 


mental  health  quality  of  care  is 
judged  by  the  nature  of  the  ambu- 
latory care  follow  up  after  hospi- 
talization for  a major  affective  dis- 
order. Most,  if  not  all  of  the  data 
needed  to  provide  this  plan  profile 
can  be  extracted  from  health  care 
claims  processed  by  the  health  care 
plan. 

Membership  access  and  satisfac- 
tion, on  the  other  hand  requires  the 
plan  to  conduct  surveys.  The  plan 
measures  member  satisfaction  by 
surveying  enrollees  who  receive 
health  care  services  with  the  Group 
Health  Association  of  America's 
Patient  Satisfaction  form.  (MORP's 
current  patient  satisfaction  survey 
includes  the  nine  core  questions  of 
the  GHAA  survey  form,  therefore 
providing  clinicians  the  opportu- 
nity to  develop  profiles  on  them- 
selves as  well  as  benchmark  with 
other  participants.)  Access  is  de- 
termined by  using  three  measures: 
the  percentage  of  members  in  two 
age  bands  (20-39  and  40-64)  who 
visited  the  HMO  in  the  previous  3 
years,  the  number  and  percentage 
of  primary  care  physicians  on  the 
rolls  who  are  actually  accepting 
new  patients,  and  the  success  of  the 
plan  in  meeting  its  own  standards 
on  how  long  a patient  must  wait 
to  get  a phone  call  returned  or  to 
get  an  office  appointment.  This  in- 
formation is  converted  into  scores, 
which  then  allows  for  comparison 
between  plans  and  providers 
within  the  plan. 

HEDIS  is  under  constant  review 
and  revision.  Currently,  version  2.5 


"Unless  the  medical  profession 
. . . addresses  these  issues  within 
the  current  cost  containment 
context,  others  will  see  to  it 
that  the  least  is  always  the  best' 
theory  dominates  by  default. 
After  all,  if  physicians  can't  agree 
on  what  is  best,  why  do  more?" 

John  Wennberg 
N Eng  J Med  1 986,3 1 4:3 1 0 


From  the  Physician 
Point  of  View 

It  is  important: 

♦ to  know  what  the  patient  is 
saying  and  how  they  have 
responded  to  care 

♦ to  have  the  outcomes  results 
drive  the  cost  considerations 
(not  vice  versa) 

♦ to  use  the  data  to  structure 
practice  changes  such  that 
cost  and  quality  retain  an 
equal  status 

♦ that  statewide  outcomes  data 
is  not  collected  by  insurers, 
government,  etc. 


is  in  use  with  plans  for  a version 
3.0  to  be  released  in  1996.  Accord- 
ing to  recent  accounts,  the  HEDIS 
revisors  are  seriously  considering 
adding  patient  health  status  mea- 
sures in  this  next  major  revision. 
Most  likely,  the  SF-12  or  HSQ  12 
will  be  used  once  its  use  for  mea- 
suring broad  health  concepts  over 
large  populations  is  demonstrated 
through  ongoing  validation  stud- 
ies. 

Employer-directed  medical 
effectiveness  research 
HEDIS  may  not  be  the  only  em- 
ployer-purchaser health  care  qual- 
ity measurement  effort  underway. 
According  to  several  accounts  pub- 
lished in  newspapers  last  year,1  a 
new  consortium  is  underway 
called  the  Foundation  for  Account- 
ability thats  key  purpose  is  to  de- 
velop large  medical  databases  for 
the  purpose  of  performing  medi- 
cal effectiveness  research.  Orga- 
nizers include  state  and  federal  in- 
surance purchasing  agencies,  as 
well  as  many  of  the  same  large  cor- 
porations that  spearheaded  the 
HEDIS  report  card  project.  These 
databases  will  be  developed  by 
health  condition,  include  claims  in- 
formation-derived elements  and 
"patient  information."  Although 
it  is  not  clear  what  this  "patient  in- 
Continued  on  next  page 
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Continued  from  previous  page 
formation"  component  will  be, 
news  accounts  refer  to  patient 
records  as  part  of  the  massive  da- 
tabase this  foundation  purports  to 
create. 

Expanding  state  data  collection 

We  do  not  need  to  look  far  to  real- 
ize that  public  efforts  are  echoing 
the  same  determination  to  provide 
the  answer  to  the  two-part  ques- 
tion "what  is  quality  health  care 
and  who  is  providing  it?"  Al- 
though the  state  Office  of  Health 
Care  Information2  is  better  known 
for  its  publication  of  hospital  data, 
including  mortality  rates  and 
charge  data,  it  is  empowered  to 
collect  ambulatory  data  as  well.  In 
fact,  the  OHCI's  Board  has  incor- 
porated ambulatory  care  data,  in- 
cluding health  system  perfor- 
mance measures  and  patient  en- 
counter data  as  a new  data  collec- 
tion activity  featured  in  its  2-year 
plan.  At  this  writing,  it  is  not  clear 
what  those  "performance  mea- 
sures" are  or  what  data  will  be  col- 
lected in  the  name  of  judging 
health  care  performance.  How- 
ever, with  the  general  trend  away 
from  cost  data,  it  is  likely  OHCI's 
efforts  will  mirror  those  of  HEDIS 
and  the  Foundation  for  Account- 
ability with  a foray  into  patient  in- 
formation, including  health  status. 

Even  if  OHCI's  plans  for  the  im- 
mediate future  do  not  reach  this 
level  of  health  plan  and  provider 
scrutiny,  recent  state  legislation 
may  provide  that  final  push.  In 
1995,  two  bills3  were  drafted  that 
created  mandates  for  state  govern- 
ment sponsored  health  plan  data 
collection.  One  in  particular  cre- 
ates a central  health  data  collection 
agency  that  subsumes  OHCI  and 
requires  that  new  agency  to  define 
health  plan  performance  measures, 
as  well  as  directing  OHCI  to  begin 
collecting  and  disseminating  "en- 
counter level  data."  As  defined  in 
Senate  Bill  369,  encounter  level 
data  is:  "data  related  to  the  use  of 
health  care  services  by  and  provi- 


sion of  health  care  services  to  indi- 
vidual patients  or  insureds,  includ- 
ing claims  data,  abstracts  of  medi- 
cal records  and  data  from  patient 
interviews  and  surveys  (emphasis 
added)."  What  may  have  been 
hitherto  implied  is  now  a legisla- 
tive mandate:  create  a state  data- 
base comprised  of  claims  data,  pa- 
tient records,  and  patient-reported 
quality  information.  Clearly,  cost 
is  no  longer  the  central  concern  of 
health  care  purchasers,  payers  and 
regulators:  quality  is  now  the  at- 
tribute to  define,  describe  and 
about  which  to  disseminate  infor- 
mation on  providers  and  health 
plans. 

The  role  of  the 
private  data  collection 

Will  efforts  external  to  those  of  the 
health  care  community  satisfy  the 
need  to  perform  effectiveness  re- 
search through  outcomes  measure- 
ment? For  the  following  reasons, 
there  is  an  even  greater  reason  to 
support  a private,  research-based 
data  collection  project  like  the 
CESF  Medical  Outcomes  Research 
Project. 

First,  inherent  in  the  process  of 
collecting  and  feeding  back  medi- 
cal effectiveness  data  is  the  pur- 
pose of  changing  practice  behav- 
iors when  the  data  indicate  change 
is  warranted. 

Feedback  and  adjustment  as  a 
result  of  feedback  is  an  essential 
part  of  the  continuing  quality  im- 
provement cycle.  HCFA's  experi- 
ment with  programs  intended  to 
weed  out  practice  variation  by 
punishment  and  pressure  to  move 
toward  the  mean  (PRO  third  and 
fourth  scope  of  work)  help  demon- 
strate that  collection  and  dissemi- 
nation of  health  care  utilization 
data  is  not  enough  to  motivate 
practice  change.  The  Medical 
Quality  Research  Council  realized 
early  on  that  collecting  and  dis- 
seminating data  is  only  one  part  of 
an  overall  responsibility  to  provide 
educational  support  or  "lifetime 
learning"  as  the  term  has  become 


known.  An  important  role  model 
for  a professional  effort  to  influence 
practice  patterns  is  the  Maine 
Medical  Assessment  Foundation, 
which  exemplifies  the  concept  of  a 
"quality  improvement  founda- 
tion."4 This  model  emphasizes  the 
need  to  offer  a method  for  educa- 
tional, non-regulatory  information 
feedback  through  a process  that  as- 
sures confidentiality  and  data  qual- 
ity. 

The  other  important  attribute  of 
private  data  collection  efforts  such 
as  the  MORP  is  that  the  data  are 
practice-based  rather  than  plan  or 
payment-based.  In  this  way,  there 
is  an  emphasis  on  the  community 
rather  than  a select  segment  of  the 
community  and  therefore  is  an  in- 
herently better  sample.  Without 
question,  important  research  can 
be  performed  by  looking,  for  ex- 
ample, at  the  role  of  patient  com- 
pliance and  education  of  adult 
asthmatics  who  receive  health  care 
services  through  an  employer-of- 
fered health  benefit.  This  research, 
however,  is  not  necesssarily  gener- 
alizable  to  asthmatics  receiving 
health  benefits  through  Medical 
Assistance  or  who  have  no  form  of 
health  insurance.  From  the 
physician's  standpoint,  looking  at 
one  segment  of  his  or  her  patient 
population  may  not  paint  an  accu- 
rate picture  of  his  or  her  entire 
medical  practice  and  can  be  a lim- 
ited way  to  define  "quality"  or 
"performance."  The  quality  im- 
provement foundation  model  em- 
phasizes this  goal  of  portraying  a 
patient  community  rather  than 
plan-based  performance  and  is, 
therefore,  a Project  goal  as  well. 

The  CESF  Medical  Outcomes 
Research  Project  under  the  leader- 
ship of  the  Medical  Quality  Re- 
search Council  and  staff  will  con- 
tinue to  strive  to  offer  physicians 
and  affiliated  health  care  organiza- 
tions a chance  to  take  an  active  role 
in  shaping  the  way  in  which  health 
care  quality  and  provider  perfor- 
mance are  defined.  The  alternative 
is  to  rely  on  the  benevolence  of  the 
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full  cast  of  agents  of  change  already 
at  work. 
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Piloting  Outcomes  Research: 

Some  observations  for  the  first  year 

Sally  L Wencel,  JD,  CESF  Medical  Outcomes  Research  Project  director 


There  is  growing  interest 
among  health  care  regula- 
tors, purchasers,  payers  and  con- 
sumers about  how  care  is  provided 
in  addition  to  how  much  the  care 
costs.  How  should  we  react  to  this 
interest?  Remembering  the  five 
stages  of  grief  (for  things  past),  we 
can  pass  predictably  enough 
through  anger,  denial,  depression, 
bargaining  and  then  acceptance  of 
these  efforts.  What  we  can  also  do 
is  be  prepared  for  this  demand  for 
greater  accountability  and  develop 
our  own  systems  for  collecting, 
analyzing  and  disseminating  data 
about  medical  effectiveness. 

As  described  in  past  WMJ  ar- 
ticles1’2, the  CESF  Medical  Out- 
comes Research  Project  (MORP) 
started  its  pilot  project  in  early  1995 
with  the  intent  of  gathering  expe- 
rience in  collecting  and  analyzing 
patient  health  outcomes  data.  This 
pilot  phase  was  designed  to  allow 
the  MORP  to  develop  its  infra- 
structure, including  its  analytical 
framework,  data  management  sys- 
tems, and  technical  support  ser- 
vices. Equally  if  not  more  crucial 
to  the  Project  is  the  network  of 


clinic-based  researchers — the  pilot 
sites  that  would  begin  to  collect 
patient  outcomes  data  during  this 
pilot  year.  We  understood  well  the 
challenge  of  a statewide  data  col- 
lection project  early  on:  without 
this  network  of  data  collectors, 
there  would  be  no  Medical  Out- 
comes Research  Project. 

This  article  describes  some  ob- 
servations made  during  this  valu- 
able year  of  mutual  learning  and 
problem  solving.  I hope  these  com- 
ments will  help  those  wondering 
how  to  start  an  outcomes  project 
at  the  patient  care  level. 

I have  sketched  out  some  basic 
suggestions  based  on  observations 
from  pilots,  our  excellent  panel  of 


experts  in  the  field  who  have 
served  as  resources,  including  re- 
marks made  by  speakers  at  the  Sec- 
ond Annual  Medical  Outcomes  Re- 
search Symposium  in  October 
1995. 

Develop  an  overall  strategic  plan 

Strategic  planning  is  not  just  for 
large  corporations.  With  the  rapid 
changes  taking  place  in  the  health 
care  delivery  environment,  it 
makes  sense  to  take  a day  or  two 
away  from  the  day-to-day  frenzy, 
bring  in  a professional  facilitator, 
and  just  look  at  your  organization, 
its  strengths  and  weaknesses,  and 
what  you  need  to  do  to  stay  viable. 
Continued  on  next  page 


Medical  Outcomes  Research 
Project:  Year  One 

Begin  1 995  collecting  "core  data  set" 

♦ SF  36/  Health  Status  Questionnaire 

♦ Patient  Health  Risk  Inventory 

♦ Demographic  Information 

♦ Patient  Satisfaction 
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regardless  of  your  size  or  specialty. 
It  is  easy  to  get  caught  up  in  the 
daily  battles  and  not  take  the  time 
necessary  to  develop  a long-range 
plan.  Although  it  may  seem  trivial 
to  write  mission  statements,  it  is  a 
good  exercise  to  think  about  why 
you  are  even  in  business  in  the  first 
place  and  what  it  is  you  are  trying 
to  accomplish.  This  humble  start- 
ing point  allows  you  to  set  priori- 
ties for  the  organization,  and  these 
priorities  lead  to  goals  and  then 
objectives. 

Key  to  planning  is  involving  an 
impartial,  trained  facilitator,  who 
will  help  design  the  process  for 
working  through  these  basic  build- 
ing blocks.  Names  of  facilitators 
are  available  through  a number  of 
sources:  university  or  college  busi- 
ness schools,  chambers  of  com- 
merce are  possible  resources.  Also, 
ask  a prospective  facilitator  for  ref- 
erences from  other  health  care  pro- 
viders and  ask  those  clients  if  they 
were  satisfied  with  the  facilitator's 
services. 

Include  quality 
improvement  as  a goal 

This  strategic  plan  will  most  likely 
address  the  business  side  of  prac- 
tice, such  as  how  to  maintain  and 
expand  markets,  a managed  care 


From  the  Physician 
Point  of  View 

It  is  important  data: 

♦ be  confidential  to  the  patient, 
to  the  facility 

♦ be  usable  for  lifetime  learn- 
ing 

♦ not  be  collected  and  used 
for  marketing 

♦ not  be  used  for  political 
objectives 

♦ be  collected  in  a standard 
way  without  increasing 
"hassle"  or  interfering  with 
the  physician/ patient  relation- 
ship 


survival  kit,  exploring  new  part- 
nerships (horizontal  and  vertical 
integration)  and  employee  recruit- 
ment and  retention.  I will  suggest 
that  quality  improvement,  and  par- 
ticularly outcomes  research,  will  fit 
with  this  business  side  of  practice 
with  the  emphasis  on  "proving 
quality."  However,  quality  im- 
provement should  be  an  equally 
important  goal  and  therefore  com- 
mitted to  this  deliberative  and 
planning  process.  In  fact,  quality 
improvement  programs  may  be  a 
matter  of  necessity  as  managed 
care  plans  and  health  care  purchas- 
ers link  provider  contracting  with 
accreditation.  Currently,  managed 
care  accreditation  has  mirrored 
hospital  accreditation  programs, 
with  an  emphasis  on  quality  moni- 
toring processes  like  credentialing 
and  privileging,3  and  on-site  evalu- 
ations of  provider  offices.4  Future 
managed  care  accreditation  re- 
quirements may  move  from  these 
proxies  of  quality  to  proof  of  qual- 
ity as  well  as  require  providers  to 
have  quality  improvement  pro- 
grams in  place.  Not  so  subtle  is  the 
threat  of  what  may  be  done  with 
this  evaluation:  exclusion  from  the 
provider  network.  I strongly  urge 
those  providing  care  through  man- 
aged care  plans  to  anticipate  out- 
side profiling  and  develop  internal 
quality  monitoring  and  manage- 
ment systems. 

Recognize  your  future 
information  needs.  Computers 
are  a means  to  an  end,  not  the 
end  itself 

Let's  assume  some  measure  of  or- 
ganizational planning  is  taking 
place,  and  a medical  practice  is 
planning  to  invest  in  equipment 
and  activities  seen  as  essential  to 
surviving  and  even  thriving  if  a 
positive  attitude  permeates  the 
process.  An  integrated  informa- 
tion system,  such  as  a computer- 
ized patient  record  (CPR)  is  iden- 
tified as  an  important  need.  Just 
as  in  the  previous  paragraph,  even 
if  the  purpose  for  making  the  sub- 


stantial investment  is  purely  busi- 
ness-related, there  are  major  qual- 
ity improvement  implications.  For 
example,  computerized  (or  "elec- 
tronic") patient  records  are  de- 
signed to  suit  different  information 
needs.  Some  CPRs  are  electronic 
chart  notes,  some  link  into  existing 
databases,  including  outside  data 
sources  like  hospitals,  and  some 
give  the  user  access  to  all  informa- 
tion known  to  humanity.  A deci- 
sion is  explicitly  made  by  the  de- 
signers about  the  priority  informa- 
tion is  given  when  a CPR  is  created 
as  seen  by  the  screens  and  data 
links  associated  with  those  screens. 
Ultimately,  the  CPR  should  be  used 
to  improve  medical  care  through 
better  communication  and  there- 
fore create  a better  basis  upon 
which  to  make  medical  decisions. 
As  a result,  a computerized  infor- 
mation system  should  be  judged 
on  the  basis  of  its  ability  to  provide 
crucial  patient  information  for  the 
purpose  of  informed  medical  de- 
cision making. 

Quantity  is  not  quality,  a truism 
embraced  by  the  cost-containment 
movement.  Consider  this  is  true 
for  the  sake  of  developing  clinical 
information  systems.  Focus  on 
what  information  is  needed  to  im- 
prove medical  decisionmaking. 
Consider  the  information  that  out- 
comes assessment,  management 
and  research  produces  as  an  impor- 
tant component  to  making  deci- 
sions: who  is  the  patient?  (health 
risks,  demographics,  health  his- 
tory), how  is  the  patient  doing? 
(functional  health  status  and  qual- 
ity of  life)  how  was  the  patient  do- 
ing before  this  visit?  (previously 
administered  surveys)  has  the  pa- 
tient complied  with  my  prescribed 
treatment  regimen?  (condition 
specific  TyPE  forms)  Outcomes 
research  was  designed  to  fit  into 
the  clinical  information  model  by 
offering  tools  that  collect  and  ac- 
curately measure  data  given  by 
patients.  Computers  make  it  easier 
if  you  identify  links  to  information 
already  being  collecting  (clinical 
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process  information,  administra- 
tive data),  and  use  the  reporting 
and  graphing5  features  commonly 
included  in  most  software  pack- 
ages. 

Not  only  is  this  data  linking  and 
reporting  capability  useful  for  in- 
dividual patient  applications,  it  can 
be  used  to  follow  groups  of  pa- 
tients (by  diagnosis,  payment 
source,  or  whatever  variable  is  in- 
teresting). Perhaps  more  impor- 
tantly, clinical  outcomes  informa- 
tion can  be  linked  with  claims  in- 
formation, which  allows  for  the 
comparison  of  treatment,  out- 
comes, and  the  relative  costs.6  Fi- 
nally, collecting  important  infor- 
mation on  patients  in  a way  that 
allows  actuarial  analysis  will  aid  a 
medical  practice  to  determine 
whether  an  offer  from  a managed 
care  plan  for  a capitated  rate  per 
enrollee  per  month  will  make  or 
break  its  financial  health. 


Outcomes  research  is 
required 

♦ To  produce  good  evidence 
♦ To  prove  effectiveness 
♦ To  determine 
appropriateness 
♦ To  validate  practice. 

CONSENSUS  DOES 
NOT  ESTABLISH 
TRUTH 


Think  globally,  act  locally, 
or  "think  big,  start  small" 

Participants  in  the  Second  Annual 
Medical  Outcomes  Research  Sym- 
posium this  past  October,  will  re- 
member both  Marita  Titler,  PhD, 
the  University  of  Iowa  Hospital 
and  Clinic  Associate  Director  of 
Outcomes  Management  and 
Debbie  Rickelman,  ART,  Dean 
Medical  Center's  Director  of  Out- 
comes Management  Systems  em- 
phasized this  theme.  A sure  way 
to  "bum  out"  staff,  physicians  and 


patients  is  to  attempt  to  implement 
outcomes  measurement  all  at  once. 

MORP  began  with  this  idea  in 
mind:  start  with  the  core  patient 
data  set  and  then  expand  into  the 
condition-specific  measures.  Take 
one  or  two  conditions  as  possible 
starting  points,  randomly  select  a 
manageable  sample  of  those  pa- 
tients, and  work  out  the  processes 
for  identifying,  educating,  survey- 
ing patients  and  collecting  and  ana- 
lyzing the  data  you  receive.  Our 
experts  tell  us  that  this  planning 
process  should  include  all  staff 
whose  duties  may  touch  this 
project. 

Include  clinic  and  administrative 
staff  from  the  beginning 

If  you  decide  the  time  is  ripe  to  be- 
gin and  are  considering  putting 
some  part  of  or  all  of  outcomes 
measurement  into  action,  map  out 
a strategy  with  all  essential  staff. 
Advice  we  have  gathered  from  out- 
comes researchers  emphasize  that 
this  must  be  an  organization-wide 
effort,  with  opportunities  for  dis- 
cussions between  staff  involved  in 
the  beginning  and  on  a regular  ba- 
sis or  as  needed.7  In  other  words, 
it  shouldn't  be  assumed  that  clinic 
and  support  staff  understand  why 
they  are  performing  the  extra  du- 
ties associated  with  implementing 
a project.  For  example,  if  billing 
department  staff  is  asked  to  iden- 
tify all  patients  with  low  back  pain 
without  explaining  that  the  objec- 
tive is  to  find  patients  to  be  enrolled 
in  a study  of  chronic  low  back  pain 
(episode  lasting  more  than  6 
weeks)  without  radiculopathy, 
staff  may  identify  all  patients  for 
whom  a charge  was  made  that  fall 
into  a category  of  ICD-9  and  CPT 
codes  that  involve  low  back.  A 
better  start  would  be  to  explain  the 
purpose  of  your  request,  encour- 
age a discussion  of  how  those  pa- 
tients may  be  identified,  and  allow 
for  continued  input  from  those 
staff  on  how  this  process  could  be 
improved. 


Training,  training,  training 

Bear  in  mind  that  outcomes  re- 
search should  be  approached  as 
part  of  a quality  improvement  pro- 
gram, and  that  this  concept  may  be 
new  to  staff.  As  mentioned  previ- 
ously, quality  improvement  is  a 
process  that  requires  the  willing 
participation  of  every  staff  person 
whose  duties  touch  on  its  imple- 
mentation. We  can  learn  from  the 
lessons  of  effective  adult  educa- 
tion: as  a first  step,  help  create  the 
necessary  knowledge  and  motiva- 
tion. Staff  training  should  be  de- 
signed to  not  only  explain  what 
will  be  done  to  implement  out- 
comes measurement  but  why  do 
we  want  to  do  it?  The  idea  is  to 
show  staff  why  measuring  the 
patient's  definition  of  health  and 
satisfaction  will  help  them  do  a bet- 
ter job  or  even  enhance  job  satis- 
faction through  positive  patient 
feedback. 

One  of  the  Project  goals  for  1996 
is  to  help  provide  staff  training  op- 
portunities through  more  educa- 
tional programming  and  on-site 
training  if  there  is  demand  for  this 
service.  We  acknowledge  we  can 
help  provide  the  knowledge  base 
necessary  to  the  learning  process. 
Motivation  must  be  provided  by 
the  practices  and  the  staff  them- 
selves. 

Reinforce  the  training  in  practice 

The  second  step  in  changing  adult 
behavior  is  to  sustain  what  is 
learned  in  the  work  environment 
through  continuing  reinforcement 
and  feedback.  Reinforcement  may 
be  in  the  form  of  adopting  total 
quality  management  principles 
like  developing  a team  approach  to 
implementing  outcomes,  with 
regular  meetings  where  staff  dis- 
cuss problems  (or,  "challenges"  if 
you  are  trying  to  encourage  stress 
management  as  well)  and  ways  to 
improve  the  process. 

Reinforcement  also  involves 
feedback.  Part  of  the  feedback  for 
outcomes  is  the  patient  feedback. 
Continued  on  next  page 
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particularly  the  patient  satisfaction 
component  of  the  core  patient  data 
set.  Even  patient  complaints  about 
a certain  aspect  of  the  care  episode 
may  help  identify  process  prob- 
lems a staff  member  was  unable  to 
voice.  For  example,  if  a constant 
complaint  concerns  the  wait  for  the 
appointment  or  the  wait  at  the  ap- 
pointment, this  may  give  the  recep- 
tionist the  opportunity  to  point  out 
a problem  with  the  scheduling  sys- 
tem itself.  Another  example  may 
be  complaints  about  billing — the 
billing  system  used  by  the  practice 
is  confusing  to  patients,  something 
the  billing  staff  had  been  saying  for 
years,  but  without  this  ratification 
by  the  patients  themselves.  Feed- 
back is  essential  to  quality  im- 
provement, and  when  staff  sees 
how  patient  feedback  can  be  used 
to  improve  process  problems,  it 
helps  reinforce  the  idea  of  gather- 
ing this  information. 

Keep  expectations  in  line 

hike  any  quality  improvement  pro- 
gram, outcomes  measurement  and 
research  will  take  time.  Depend- 
ing upon  the  environment  into 
which  a quality  improvement  pro- 
gram may  be  introduced,  there 
may  be  a need  to  adopt  a new  phi- 
losophy or  organizational  culture 
that  may  be  inherently  foreign  to 
health  care.8  For  example,  the  con- 
cept of  involving  all  staff  in  devel- 
oping and  monitoring  outcomes 
research  incorporates  the  much- 
maligned  concept  of  "team  work," 
a concept  integral  to  total  quality 
management  and  continuing  qual- 
ity improvement. 

Introducing  and  getting  a qual- 
ity improvement  project  underway 
also  takes  patience,  particularly  in 
light  of  the  skepticism  in  which  a 
project  may  be  introduced.  It  takes 
time  and  adjustment  to  discover 
the  best  organizational  structure 


and  process  to  get  a successful  out- 
comes project  underway.  It  will 
also  take  time  to  get  the  organiza- 
tional buy-in  and  support  neces- 
sary to  create  the  motivation  to 
change  based  on  the  product  of 
these  activities. 

As  a final  comment,  the  man  of- 
ten associated  with  the  Total  Qual- 
ity Management  movement,  W. 
Edwards  Deming,  identified  14 
points  for  instituting  quality  man- 
agement.4 1 will  point  to  three  that 
summarize  our  experience:  1)  Con- 
stancy of  purpose  for  improve- 
ment, 2)  Improve  constantly  and 
forever  the  system  of  production 
and  service,  and  3)  Institute  a rig- 
orous program  of  education  and 
retraining.  We  are  trying  to  be 
mindful  of  these  building  blocks 
for  success  and  hope  to  provide  a 
resource  for  medical  practices  and 
health  professionals  taking  steps  to 
initiate  this  health  care  quality 
management  and  research  pro- 
gram. 
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Outcomes  data  collection  technology: 
Observations  and  lessons  from  year  one 


Peter  Alles,  SMS  project  manager 


As  the  Medical  Outcomes 
Research  Project  (MORP) 
moves  into  its  second  official  year 
of  existence,  it  moves  forward  with 
knowledge  from  lessons  learned 
about  the  role  of  technology  in  col- 
lecting data  and  making  it  more  us- 
able, both  for  physicians  and  the 
clinics  in  which  they  practice. 

We  have  also  learned  lessons 
about  state  of  preparedness  among 
clinics  struggling  to  move  into  the 
electronic  information  age.  In 
some  cases,  clinics  may  have  a 
more  sophisticated  information 
system  and  support  staff  that  is 
ready  to  move  forward  with  rela- 
tive independence  to  implement 
the  data  collection  effort.  In  many 
circumstances,  however,  clinics 
have  not  invested  in  information 
technology  and  clinic  staff  has  not 
become  familiar  or  comfortable 
with  hardware  or  software,  or  is 
not  comfortable  with  learning  how 
to  work  with  new  software. 

We  have  also  learned  the  lesson 
that  technology  is  a means  of  imple- 
menting an  outcomes  data  collec- 
tion project,  not  an  end.  Putting  a 
computer  and  a stack  of  surveys  on 
an  office  staff  person's  desk  and 
telling  him  or  her  to  start  survey- 
ing patients  is,  in  many  cases,  like 
handing  them  a pipe  wrench  and 
asking  them  to  go  fix  the  plumb- 
ing. First  of  all,  they  need  to  know 
that  MORP  is  a priority  and  the 
reasons  why  it  fits  in  with  other 
work  they  do.  Second,  they  need 
to  know  how  to  use  the  tools  pro- 
vided them  and  the  process  with 
which  the  tools  can  be  used  to  af- 
fect the  desired  results. 

The  initial  vision  for  the  Project 
assumed  that  clinics  would  be 
ready  and  willing  to  purchase 
some  of  the  commercially  available 
outcomes  software  products  which 


Pat  Berra,  CCRC  (left)  clinical  research  and  Kathi  Byrne,  MT  (ASCP),  executive  director 
at  the  Monroe  Medical  Foundation  for  Research  and  Education,  log  in  patient  outcomes 
surveys  to  be  transmitted  to  MORP  database. 


include  scanning  systems  and  data 
analysis  tools.  While  some  clinics 
have  moved  forward  and  pur- 
chased these  products,  others  have 
balked  at  concerns  over  the  initial 
investment  required  (not  only  for 
the  software,  but  also  hardware  ca- 
pable of  running  the  software  effi- 
ciently) and  concerns  over  whether 
the  products  are  adaptable  to  link 
with  other  computer  or  informa- 
tion systems  within  the  office.  Be- 
cause of  these  concerns,  MORP 
has  worked  to  develop  some  rela- 
tively simple  and  inexpensive  tech- 
nology options  for  participating 
physicians  and  clinics. 

Fax/scanning 

MORP  started  to  experiment  with 
fax/ scanning  equipment,  which  in 


theory  makes  it  possible  for  pilot 
sites  to  send  completed  surveys  by 
fax  to  the  Charitable,  Educational 
and  Scientific  Foundation  (CESF) 
Project,  where  the  surveys  are  au- 
tomatically scanned  into  a Project 
database.  The  technology  was  at- 
tractive because  it  required  no  ini- 
tial investment  in  hardware  (other 
than  a fax  machine)  or  software  for 
the  pilot  sites  and  the  sites  could 
photocopy  the  forms  for  use  with 
the  patients.  Fax/scanning  was 
also  expected  to  be  a low-cost 
proposition  for  the  CESF  Project 
because  the  fax/scanning  equip- 
ment was  made  available  to  the 
MORP  by  the  SMS  Seminars 
Group,  which  purchased  it  to  use 
for  registrations. 

Continued  on  next  page 
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Continued  from  preceding  page 
While  the  fax/scanning  equip- 
ment has  been  useful  for  the  SMS 
Seminars  registrations,  it  had  un- 
foreseen flaws  for  use  in  collecting 
outcomes  data.  Formatting  limi- 
tations in  the  software  result  in  sur- 
vey formats  that  are  difficult  for 
some  patients  to  complete  (such  as 
answer  bubbles  that  are  too  small). 
In  addition,  efforts  to  keep  the  sur- 
vey forms  from  being  too  crowded 
and  confusing  resulted  in  a pack- 
age of  forms  that  was  over  eleven 
pages  long,  and  faxing  large 
batches  of  patient  surveys  would 
consume  an  inordinate  amount  of 
clinic  staff  time.  Finallv,  the  sur- 
veys  cannot  be  scanned  into  the 
CESF  database  without  some 
rather  labor  intensive  work  of 
checking  for  errors  or  marks  that 
the  scanner  misinterprets.  The 
Project  will  still  work  with  the  fax/ 
scanning  system,  but  only  on  a lim- 
ited basis  and  with  the  understand- 
ing that  it  is  an  experimental  effort 
fraught  with  difficulties. 

Data  entry  software 

As  the  limitations  of  the  fax/scan- 
ning equipment  started  to  become 
apparent,  the  MORP  shifted  its 
technology  focus  toward  develop- 
ment of  data  entry  software  that 
could  be  used  by  clinics  collecting 
the  data.  The  short-run  objective 
was  to  provide  clinics  with  simple 
and  inexpensive  data  entry  soft- 
ware they  can  use  to  start  collect- 
ing data  quickly  using  formats  that 
are  compatible  with  the  Project 
data  pool.  With  the  help  of  the  SMS 
Management  Information  Systems 
this  objective  has  been  met.  All  a 
clinic  needs  to  use  the  data  entry 
software  is  a 486  PC,  preferably 
with  8 mb  RAM,  and  Microsoft 
Access  2.0  database  software.  In 
addition  to  making  data  entry 
more  convenient,  the  data  entry 
screens  have  built-in  checks  to  en- 
sure that  data  is  entered  accuratelv 
and  to  prevent  pilot  sites  from  ac- 
cidentally sending  the  same  data 
to  the  CESF  more  than  once.  Par- 


ticipating physicians  and  clin- 
ics can  keep  a copy  of  the  data  for 
their  own  use  and  send  another 
copy  to  the  CESF. 

The  long-run  goal  for  the  data 
entry  software  is  to  make  it  pos- 
sible for  pilot  sites  to  upload  data 
directly  from  the  entry  software  to 
the  MORP's  electronic  bulletin 
board,  from  which  it  can  be  trans- 
ferred to  the  MORP  data  pool. 
Electronic  transmission  of  data  is 
being  tested  at  this  time.  Also,  if 
resources  allow,  the  CESF  Project 
or  participating  clinics  may  be  able 
to  add  scoring  and  reporting  fea- 
tures to  the  software,  car  link  the 
outcomes  data  to  other  systems 


The  Purpose  of  Studying 
Outcomes 

♦ To  compare,  account  for 
and  manage  the  effects  of 
ordinary  medical  care  on 
patients'  clinical  status  and 
quality  of  life. 

♦ To  establish  the  effective- 
ness of  medical  care  in 
the  real  world  rather  than 
determining  the  likelihood 
of  effectiveness  through 
clinical  trials. 


within  the  clinic. 

Working  with  similar  objectives 
in  mind,  Clinical  Financial  Man- 
agement Sendees,  of  Rhinelander, 
has  created  a data  entry  system 
that  works  with  less  expensive 
DOS  based  hardware.  According 
to  Harry  Averill,  director  of  Data 
Sendees,  the  system  has  been  used 
to  link  outcomes  data  collected  for 
the  Project  with  other  data  sources 
at  Rhinelander  Medical  Center. 
Linking  the  data  entry  and  storage 
system  with  other  sources  makes 
it  possible  to  streamline  the  data 
collection  process  because  demo- 
graphic and  clinical  information 
can  be  added  to  patient  surveys 
electronically,  rather  than  by  filling 


out  paper  forms.  Averill  has  added 
a feature  that  produces  ad  hoc  re- 
ports and  has  connected  the  out- 
comes database  with  billing  data 
for  cost  effectiveness  comparisons. 

The  decision  over  what  technol- 
ogy to  use  is  a difficult  one  because 
technology  changes  rapidly  and 
many  clinics  are  in  the  process  of 
investing  in  new  information  sys- 
tems. The  following  are  some  cri- 
teria that  should  be  considered  in 
making  a decision  concerning  out- 
comes technology: 

• Ease  of  use:  If  office  staff  has  little 
or  no  experience  entering  data 
or  working  with  computers  and 
new  software,  then  it  is  critically 
important  that  the  software  be 
as  simple  and  easy  to  use  as  pos- 
sible and  include  clear  instruc- 
tions for  use.  There  are  at  least 
several  examples  of  clinics  with 
expensive  software  systems  sit- 
ting idle. 

Ease  of  use  is  also  important 
for  the  patients  who  have  to 
complete  the  forms.  Scanning 
technologies  often  limit  the  ap- 
pearance or  format  of  the  sur- 
vey forms.  While  some  work 
with  forms  that  a very  clear  and 
readable,  others  are  not  and  are 
likely  to  result  in  unanswered 
questions  or  incorrectly  an- 
swered questions.  A good  ex- 
ample of  this  problem  is 
MORP's  experience  with  fax- 
scanning products. 

• Flexibility:  New  data  fields  or 
additional  survey  forms  can  be 
added  and  data  can  be  linked  to 
other  data  sources  within  the 
clinic  to  prepare  more  meaning- 
ful analyses  of  the  data  and 
avoid  duplication  of  informa- 
tion collection  activities  within 
the  clinic. 

• Compatibility:  Data  formats 
should  be  compatible  with  the 
formats  of  organizations  with 
which  you  pool  data.  MORP 
works  with  several  widely  used 
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formats  for  the  Core  Data  Set  of 
SF-36/HSQ,  Personal  Charac- 
teristics, Health  Risk,  and  Pa- 
tient Satisfaction. 

• Cost  of  the  product  ami  resources 
required  to  use  it:  Neither  can  be 
considered  alone.  Scanning 
products  come  with  a higher 
initial  price  tag,  but  tend  to  re- 
duce the  amount  of  staff  time 
needed.  Manual  data  entry  sys- 
tems allow  for  a low  initial  in- 
vestment, but  require  more  staff 
work  to  enter  the  data. 

Contracted  data  entry  for  small 
practices  and  start-up  efforts 

The  most  difficult  obstacles  for  pi- 
lot sites  starting  their  outcomes 
data  collection  projects  have  been 
the  initial  investment  required  and 
securing  staff  resources  for  data  en- 
try and  survey  administration.  As 
a result,  the  Project  is  working  with 
a data  entry  vendor  to  remove 
staffing  and  equipment  burden 
from  small  practices.  Instead  of 
entering  the  data  into  a database 
at  the  clinic,  the  surveys  are  mailed 
to  the  data  entry  vendor. 

The  data  entry  vendor  enters  the 
data  and  sends  an  electronic  copy 
to  the  CESF  Project  and  can  send  a 
copy  to  the  participating  physician 
if  desired.  By  working  with  one 
data  entry  vendor  and  following  a 
uniform  data  format,  pilot  sites  can 
benefit  from  volume  discounts. 
Entry  for  each  SF-36/HSQ  alone 
will  cost  the  pilot  site  only  22  cents 
per  form,  the  health  risk  inv entory 
14  cents  per  form  and  the  basic  nine 
question  patient  satisfaction  sur- 
vey is  9 cents  per  form.  Pilot  sites 
using  this  approach  are  still  re- 
sponsible for  enrolling  patients, 
administering  the  surveys,  and 
checking  them  for  completeness. 

This  method  may  also  be  used 
by  larger  clinics  where  one  or  two 
physicians  are  interested  in  partici- 
pating but  are  unable  to  secure 
broad  support  for  funding  or  staff 
their  efforts.  In  cases  like  this,  the 
physicians  can  start  collecting  the 
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data  with  minimal  organizational 
support  and  then  use  data  reports 
as  evidence  that  the  outcomes 
project  deserves  more  organiza- 
tional support. 

Looking  forward 
to  1996  and  beyond 

MORP  will  continue  to  explore 
new  data  collection  methods  and 
technologies  that  make  it  easier  for 
clinics  of  all  types  and  sizes  to  par- 
ticipate and  which  add  new  func- 
tions to  outcomes  data  collection. 
For  example,  if  the  data  entry  can 
be  contracted  out  to  remove  the 
burden  from  clinic  staff,  maybe 
other  data  collection  activities  can 
be  contracted  out  as  well.  A quick 
review  of  telephone  books  from 
around  the  state  shows  there  are 
mailing  sendees  a clinic  may  want 
to  use.  If  clinics  provide  a list  of 


patients  to  be  surveyed,  then  the 
mailing  service  can  fold  surveys, 
stuff  them  in  envelopes,  and  send 
them  to  the  patients. 

In  addition,  work  will  continue 
at  the  CESF  to  enhance  the  current 
information  infrastructure  so  re- 
porting and  analysis  from  the  data 
pool  is  more  efficient.  Continued 
development  of  the  electronic  bul- 
letin board  (based  on  hardware 
and  software  donated  by  the  Wis- 
consin Medical  Group  Manage- 
ment Association)  will  remain  a 
priority.  In  addition  to  transmis- 
sion of  data  using  the  bulletin 
board,  some  Project  information  is 
now  available  on  the  bulletin  board 
in  a conference  area  labeled  Gen- 
eral Project  Info.  The  electronic 
bulletin  board  telephone  number 
is  (608)  283-5499.  ❖ 


• OB/GYN  • Family  Practice 

• Peripheral  Vascular  Surgeon 

• Cardiology 


Where  In 
The  Heck 
Is  Wausau, 
Wisconsin? 


Right  In 
The  Middle 
Of 

Everything! 


Finding  an  exceptional  practice  can  be  more 
time  consuming  than  paperwork.  That’s 
why  there’s  Wausau  Medical  Center!  If 
you’re  concerned  about  life-style,  that’s 
why  there's  Wausau,  Wisconsin! 

Wausau  Medical  Center,  located  in 
central  Wisconsin,  is  a busy,  well-estab- 
lished multi-specialty  group  practice  of  70 
physicians  Due  to  continued  successful 
growth,  we're  seeking  to  add  Board 
Certified/Board  Eligible  physicians,  in 
the  above  specialties,  to  our  staff. 

Here,  you’ll  enjoy  the  distinct  advantages 
that  Wausau  and  the  surrounding  area 
offer.  Such  as  all-season  recreation, 
outstanding  schools  (including  2 and 
4 year  college  campuses),  low-low  crime 
rate,  easy  access  to  major  urban  areas, 
diverse  economic  base,  and  much  more! 

It’s  good  to  be  in  the  middle!  If  you  would 
like  more  information  on  Wausau  Medical 
Center  and  our  area,  please  call,  or  send 
C.V.  to:  James  Lombardo.  Director  of 
Physician  Resources,  Wausau  Medical 
Center,  2727  Plaza  Dr.,  Wausau,  WI 
54401. 1-800-847-0016,  extension  239. 

i 1 h UCWJ&ajJ  MEDICAL  CENTER 
; i | 2727  Plaza  Drive,  Wausau,  WI  54401 
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Guest  editorial 
Medical  outcomes  research: 

Arming  ourselves  for  a future  of  change 


Kevin  Flaherty,  MD,  Wausau 

A professor  of  general  sur- 
gery at  my  medical  school 
was  very  fond  of  saying,  "Show  me 
the  data  and  you  can  get  me  to 
change." 

Those  words  have  come  to  mind 
frequently  during  my  involve- 
ment, since  its  inception,  with  the 
CESF  Medical  Outcomes  Research 
Project  (MORP).  Serving  on  the  ini- 
tial task  force,  we  looked  at  the  con- 
cept of  practice  parameters  and 
methodologies  commonly  used  to 
change  physician  practices,  then 
tried  to  determine  the  most  effec- 
tive ways  to  improve  medical  prac- 
tices. We  came  to  realize  that  it  is 
absolutely  critical  to  look  at  medi- 
cal outcomes.  Then  after  viewing 
these  outcomes,  we  must  go  the 
next  step  and  tie  medical  outcomes 
to  the  environment  where  the  care 
was  provided  and  the  processes  of 
care. 

The  ultimate  step  in  clinical  out- 
comes monitoring  is  to  see  how 
clinical  practices  change— and  the 
impact  of  those  changes  on  patient 
outcomes— once  meaningful  feed- 
back has  been  provided  to  physi- 
cians. Like  my  professor  said  most 
of  us  change  only  when  data  com- 
pels us.  Trained  as  we  are  in  scien- 
tific methodology,  we  physicians 
are  most  likely  to  modify  our  be- 
havior and  methods  of  practice  af- 
ter appropriate  and  reliable  data 
has  been  gathered  and  shown  to 
us. 

Flistorically,  physicians  have 
sought  to  provide  the  best,  most 
effective  care  for  our  patients.  In 
this  era  of  increasing  influence  of 
managed  care  over  the  way  medi- 
cine is  pn  ~ticed,  we  have  addi- 
tional incen  ives  for  proving  that 
our  care  is  the  best:  we  likely  want 


to  continue  our  ability  to  practice 
under  managed  care  plans  and  cer- 
tainly want  to  maintain  our  liveli- 
hood. 

Certain  managed  care  plans  use 
charge  and  claims  data  to  evaluate 
a physician's  modes  of  practice. 
This  data  is  easily  accessible  but 
usually  doesn't  project  the  whole 
picture.  Many  physicians  are  con- 
cerned that  others  (particularly 
non-physicians  with  increasing 
ability  to  manipulate  raw  data)  will 
judge  quality  of  care  based  on  re- 
sults of  these  limited  outcomes 
evaluations.  Of  significant  concern 
is  the  use  of  information  derived 
from  large  administrative  data 
bases  containing  mostly  billing 
data  that  have  traditionally  been 
used  to  assess  severity  adjusted 
patient  outcomes.  Sometimes  these 
data  have  unknown  problems  and 
are  subject  to  severity  adjustment 
methods  with  limited  clinical  va- 
lidity. 

The  more  sophisticated  of  these 
new  computerized  evaluation  pro- 
grams are  now  recognizing  that  in 
looking  at  the  overall  physician 
cost  effectiveness,  it  is  not  just  a 
charge  per  patient  treated  or  pa- 
tient encounter  that  needs  to  be 
evaluated,  but  rather  the  entire 
episode  of  care,  including  labora- 
tory testing  (which  may  have  been 
ordered  by  various  providers),  x- 
rays,  choice  of  drugs,  surgical  or 
medical  interventions,  and  ulti- 
mately the  outcome  of  the  care  pro- 
vided for  the  patient.  For  example, 
did  the  patient  who  received  out- 
patient treatment  for  pneumonia 
develop  sepsis  and  require  hospi- 
talization or  did  the  asthmatic  child 
bounce  back  to  the  hospital  within 
days  after  being  treated  for  an 


Kevin  Flaherty,  MD 


acute  asthmatic  attack? 

As  physicians  who  are  commit- 
ted to  our  patients'  health,  we  need 
to  understand  how  data  is  cur- 
rently being  accumulated.  We 
need  to  be  at  the  forefront  ensur- 
ing that  data  is  collected  in  clini- 
cally relevant,  certifiably  valid  and 
reliable  methods  with  means  to 
adjust  adequately  for  severity.  We 
need  to  be  sure  data  takes  into  ac- 
count factors  that  may  add  to  co- 
morbidity or  excess  mortality  (such 
as  smoking,  obesity,  lack  of  exer- 
cise or  high  risk  activities  like 
riding  a motorcycle  without  wear- 
ing a helmet.) 

The  outcomes  data  that  will  ul- 
timately be  of  the  most  value  to 
physicians  will  allow  us  to  change 
and  modify  our  patients'  behav- 
iors and  our  treatment  methods. 
These  changes  will  come  via  feed- 
back that  gives  us  information  on 
how  to  provide  better  care,  and 
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ultimately  enables  us  to  monitor 
how  our  patients'  outcomes 
change  given  that  additional  infor- 
mation or  intervention. 

A feedback  system  is  ultimately 
essential  to  complete  the  process 
improvement  cycle.  This  is  an  es- 
sential step  for  data-driven  quality 
improvement— the  type  we  would 
like  to  see  in  our  medical  practice. 
Through  this  outcomes  research 
project,  we  hope  to  be  able  to  dem- 
onstrate, via  the  power  of  this  data, 
how  medical  effectiveness  can  be 
improved  in  the  real  life  practice 
settings  of  Wisconsin  physicians. 
At  the  same  time,  however,  we  will 
remain  realistic  about  the  limita- 
tions of  this  data  and  the  data  col- 
lection process  as  identified  in 
other  articles  in  this  WMJ  issue. 

The  Medical  Outcomes  Re- 
search Project  (MORP)  is  bold  and 
ambitious.  Initially,  the  project  cen- 
ters on  just  a few  areas.  Data  is  be- 
ing accumulated  from  sites  where 
actual  care  takes  place,  namely  our 
offices  and  the  clinics  in  which  we 
practice.  The  MORP  data  goes  well 
beyond  the  traditional  claims  data 
of  insurance  companies.  It  should, 
in  the  future,  be  able  to  provide 
meaningful  feedback  so  that  we 
may  determine  medical  effective- 
ness and  modify  our  clinical  prac- 
tices by  adopting  practice  policies 
from  other  physicians— practices 
that  have  been  documented  to 
meet  not  only  the  goals  of  objec- 
tive measurements  for  patients 


outcomes,  but  also  (of  great  signifi- 
cance) patient  satisfaction  with 
outcomes. 

Some  would  argue  the  ultimate 
outcome  is  judged  more  by  what 
the  patient's  perceptions  are  than 
the  physician's  perceptions.  I think 
we  physicians  have  traditionally 
felt  that  if  we  are  satisfied  with  the 
outcome,  the  patient  has  achieved 
a good  outcome  or  good  result. 
More  and  more,  however,  the 
thinking  is  shifting  beyond  the 
physician's  perception  of  a good 
outcome  as  measured  by  some  ob- 
jective standards  (such  as  increased 
range  of  motion;  decreased  con- 
sumption of  anti-inflammatory 
agents  after  hip  replacement;  or  as 
in  my  specialty,  increased  Snellen 
visual  acuity  after  cataract  sur- 
gery). Rather,  good  outcomes  now 
increasingly  imply  patient  satisfac- 
tion. 

This  might  mean  a good  out- 
come results  when  a patient  is  able 
to  play  golf  without  experiencing 
pain  after  hip  replacement  surgery 
or  when  a patient  may  again  drive 
at  night  without  being  bothered  by 
incapacitating  glare  from  oncom- 
ing headlights.  Outcomes  research 
needs  to  incorporate  the  patient's 
perceptions  and  the  patient's  sat- 
isfaction in  terms  of  evaluating  the 
outcome.  We  then  use  our  basis  in 
scientific  methodology  to  appro- 
priately change  medical  practice  to 
provide  our  patients  with  the  best 


possible  care. 

The  future  is  calling  for  in- 
creased research  to  determine 
medical  effectiveness.  The  increas- 
ing corporatization  of  medicine; 
the  realization  that  the  federal  gov- 
ernment cannot  provide  unlimited 
medical  care  for  all;  the  growing 
demand  from  society  for  physi- 
cians and  other  health  care  provid- 
ers to  demonstrate  medical  effec- 
tiveness; the  increasing  competi- 
tive pressures  between  providers 
and  health  care  organizations;  and 
the  documented  variability  in 
types  of  care  and  variations  in  care 
between  disparate  geographic  re- 
gions (as  has  been  documented  by 
the  Maine  Medical  Foundation,  a 
direction  our  outcomes  research 
project  may  further  study)  are  all 
compelling  reasons  for  us  to  sup- 
port the  Medical  Outcomes  Re- 
search Project.  We  can  be  grateful 
for  the  lead  our  state  Society  has 
shown  in  pursuing  this  research  of 
the  future. 

1 think  this  is  an  exciting  time  to 
practice  medicine—despite  the 
pressures  we  feel  from  all  sides  to 
change  our  practices.  If  we  arm 
ourselves  with  scientific  data, 
keeping  our  vision  clearly  focused 
on  what  is  best  for  our  patients  in 
our  role  as  patient  advocates,  then 
I think  it  will  be  hard  to  refute  our 
stand  that  we  are  providing  the 
most  effective  care  possible  on  our 
patient's  behalf.*:* 


In  an  instant  a 
stroke  can  change 
your  life  forever 


American  Heart 
Association, 


Fighting  Heart  Disease 
and  Stroke 
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Reduce  your  risk  factors 
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How  long  will  the 
money  last? 


Not  long  if  you  can't  work  due  to  a disabling  injury  or  illness. 
Statistics  show  that  1 of  2 people  age  35  risk  having  a long-term 
disability  before  they  reach  65.  And  for  a physician  that  age,  the 
lost  income  can  amount  to  millions  of  dollars. 

We  can  cover  your  losses.  SMS  Insurance  Services  offers 
excellent  long-term  disability  income  protection.  It’s  non- 
cancelable.  And  guaranteed  continuable  through  age  65. 

Make  your  income  last  a lifetime,  with  the  help  of  SMS 
Insurance  Services. 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701 
(608)  257-6781  • (800)  545-0631  • FAX  (608)  283-5402 
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Scientific  editorial 
Arsenic  and  an  old  "case" 

Donald  S.  Schuster,  MD,  Madison,  WMJ  Editorial  Board  member 


The  article  in  this  issue  of  the 
WMJ  titled,  "Health  Effects 
of  Ingesting  Arsenic  Contaminated 
Ground  Water,"  by  Haupert, 
Wiersma,  and  Goldring  brought  to 
mind  a patient  I had  seen  many 
years  before  while  in  my  dermatol- 
ogy residency  at  the  University  of 
Michigan. 

A patient  appeared  in  the  UM 
neurology  department  with  foot 
drop  and  wrist  drop  of  undeter- 
mined etiology.  Some  nail  and  skin 
findings  were  brought  to  the  atten- 
tion of  the  neurologist  who  con- 
sulted Dr  William  Taylor,  a profes- 
sor of  dermatology  at  Michigan. 
Dr  Taylor  noted  pigmentary 
changes  on  the  patient's  back  and 
peculiar  light-colored  transverse 
bands  of  the  fingernails.  He  rec- 
ognized these  signs  as  evidence  of 
arsenic  intoxication. 

The  patient  knew  of  no  arsenic 
exposure,  so  the  patient's  wife  was 
asked  if  she  was  aware  of  any 
source  of  arsenic.  She  revealed,  on 
further  questioning,  that  she  was 
"spiking"  his  beer  with  rat  poison, 
in  order  to  "cure  him  of  his  drink- 
ing problem."  She  had  been  doing 
this  over  a 4-year  period,  she  re- 
vealed to  the  police  after  her  arrest 
on  a charge  of  attempted  murder. 
The  arsenic  intake  was  discontin- 
ued and  the  patient  recovered. 

Only  an  experienced  and  very 
able  clinician  would  have  been  able 


to  make  the  diagnosis  with  the  fa- 
cility Dr  Taylor  exhibited. 

Inorganic  arsenic  is  present  in 
insecticides,  herbicides,  fungicides, 
and  rodent  mixtures.  It  is  found 
in  wood  preservatives  and  is  used 
in  the  manufacture  of  glass.  It  is 
also  present  in  certain  dyes,  and  is 
used  in  the  preservation  of  animal 
hides  and  in  agriculture.  Cocaine 
may  be  "cut"  with  arsenic  com- 
pounds. Inorganic  arsenic  is 
present  in  Fowlers  solution  (potas- 
sium arsenite)  and  a medication 
used  in  the  past  called  "Asiatic 
pills"  (arsenic  trioxide). 

Inorganic  arsenic  can  cause 
weakness,  burning  pain  in  the  ex- 
tremities, muscle  atrophy,  glove 
and  stocking  sensory  loss  and 
other  neurological  signs  and  symp- 
toms. The  arsenic  can  be  ingested 
for  years  before  symptoms  de- 
velop. The  transverse  whitish 
bands  of  the  fingernails  are  known 
as  Mees'  lines.  The  skin  discolora- 
tion shows  intermittent  hyper  and 
hypopigmentation.  This  is  given 
the  colorful  description  of  "rain- 
drops on  a dusty  road,"  the  "rain- 
drops" being  the  lighter  colored 
areas.  Keratotic  lesions  of  the 
palms  and  soles  may  appear  after 
a few  years.  These  arsenical 
keratoses  are  a few  millimeters  in 
diameter.  Skin,  GI,  GU,  laryngeal 
and  bronchial  carcinoma  can  de- 
velop. All  this  has  been  known  for 


a long  time,  as  Sir  Jonathan 
Hutchinson,  in  1887,  suggested  to 
the  Pathologic  Society  of  London 
that  medicinal  arsenic  was  carcino- 
genic. 

Pigmentation  of  the  skin  occurs 
because  arsenic  combines  with 
sulfhydryl  groups  in  the  epider- 
mis, stimulating  the  oxygenation 
of  tyrosine  to  DOPA. 

Organic  arsenic,  both  tri-  and 
pentavalent,  was  used  to  treat 
syphilis  prior  to  the  discovery  of 
penicillin.  Side  effects  of  organic 
arsenic  include  abdominal  pain, 
diarrhea,  extremity  pain,  fever  and 
edema. 

Arsenic  can  produce  many  ad- 
ditional skin  eruptions  including 
folliculitis,  pyoderma,  ulceration, 
bullae,  papules,  morbilliform 
erythema,  fixed  drug  eruption,  and 
exfoliative  dermatitis. 

Patients  should  not  be  referred 
to  as  "cases,"  and  this  was  a case 
of  probably  unintentional  at- 
tempted murder.  The  husband 
was  the  patient  who  suffered  from 
the  arsenic  intoxication,  and  had 
the  dermatological  signs  that  led  to 
the  correct  diagnosis. 

The  diagnosis  was  made  by  an 
experienced  and  brilliant  clinician 
without  the  benefit  of  CD-ROM.  I 
would  give  him  a five-star  rating 
for  his  evaluation  of  this  unforget- 
table patient.*:* 
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Health  effects  of  ingesting  arsenic-contaminated 
groundwater 

Terry  A.  Haupert,  MS;  James  H.  Wiersma,  PhD;  and  Jay  M.  Goldring,  PhD,  Green  Bay  and  Madison 


Approximately  4%  of  private  drinking  water  wells  in  central 
Outagamie  and  Winnebago  counties  contain  naturally  occurring 
arsenic  at  concentrations  exceeding  the  present  Environmental  Protec- 
tion Agency  (EPA)  standard  of  50  parts  per  billion  (ppb).  This  cross- 
sectional  study  assessed  health  status  via  a self-administered  survey. 
Questions  concerned  water  consumption  and  resulting  neurological, 
gastrointestinal,  and  dermatological  symptoms.  Participants  were 
recruited  through  a public  information  campaign  recommending  water 
testing  through  local  health  departments;  the  survey  was  distributed  at 
the  time  the  water  sample  was  submitted.  Participants  were  unaware 
of  their  arsenic  water  concentration  before  completing  the  survey. 

Surveys  from  637  families — 64%  of  all  surveys  distributed — repre- 
senting 1,836  individuals  were  completed.  Of  those  respondents,  452 
(25%)  consumed  between  5 and  50  micrograms  of  arsenic  per  day 
through  water  consumption;  47  (3%)  consumed  more  than  50  micro- 
grams of  arsenic  per  day.  This  sample  size  had  80%  power  to  detect  a 
two-fold  difference  in  the  prevalence  of  the  health  effects  studied.  At 
this  power  level,  no  significant  associations  between  arsenic  intake, 
estimated  through  drinking  water  consumption  and  water  arsenic 
concentrations,  and  the  health  effects  studied  were  established.  Wis 
Med  J 1996 ,95(2):100-104. 


Exposure  to  arsenic  in  drink- 
ing water  reportedly  has 
caused  significant  adverse  health 
effects,  including  "Blackfoot  Dis- 
ease," characterized  by  loss  of  cir- 
culation in  hands  and  feet,1  small 
lesions  on  the  hands  called  "arseni- 
cal keratoses,"  and  abnormal  trans- 
verse banding  on  the  nails.1  Re- 
searchers also  have  noted  gas- 
trointestinal irritation2  and  periph- 
eral neuropathy3  in  individual  case 
studies.  Circulatory  disorders  re- 
sulted from  consumption  of  water 
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containing  arsenic  concentrations 
as  low  as  170  ppb,  while  the  other 
health  effects  were  found  at  con- 
centrations ranging  from  1,400  to 
3,000  ppb. 


Epidemiologic  studies  con- 
ducted in  Taiwan  and  other  foreign 
countries  indicate  that  consump- 
tion of  arsenic-contaminated  water 
can  lead  to  increased  risk  of  basal 
and  squamous  cell  carcinomas  of 
the  skin  and  possibly  lung,  liver 
and  bladder  cancer.4,5  These  stud- 
ies were  ecologic  in  design  and 
haven't  been  replicated  in  the 
United  States.6  Although  ingested 
arsenic  hasn't  been  shown  to  in- 
duce cancer  in  any  experimental 
animals  studied,  7 evidence  from 
the  Taiwanese  and  other 
epidemiologic  studies  led  the  EPA 
to  conclude  that  arsenic  acts  as  a 
human  carcinogen  "based  on  the 
observation  of  increased  lung  can- 
cer mortality  in  populations  ex- 
posed primarily  through  inhala- 
tion and  on  increased  skin  cancer 
incidence  in  several  populations 
consuming  drinking  water  with 
high  arsenic  concentrations.8"  The 
mechanism  of  skin  carcinogenesis 


Tablet:  Health  survey  questions 

Health  effects 

Ever  had: 

Ever  had  doctor-diagnosed: 

Recurrent  nausea 

Kidney  problems 

Recurrent  or  prolonged  diarrhea 

Liver  problems 

Recurrent  headaches 

Cancer 

Unexplained  numbness 

Unexplained  tremors 

Irregular,  unexplained  skin  discoloration 

Unexplained  hair  loss 

Abnormally  yellow  or  discolored  nails 

Ulcer 

High  blood  pressure 

Other  problems 

Arsenic  Exposure 

General 

Years  in  current  residence 

Ocean  fish  or  shellfish  consumption 

Tap  water  consumption  (#  8-oz.  glasses/ day) 

Occupation 

Cigarette  smoking  (packs  per  day) 

Number  of  hours  per  week  outside 
of  home 

Type  of  water  purification  device 
used  if  any 

Prior  arsenic  analysis  result  and 
date  if  tested 
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is  thought  to  involve  inhibition  of 
DNA  repair  enzymes  and  subse- 
quent decreased  repair  rates  of  ul- 
traviolet light-induced  DNA  dam- 
age in  the  skin. 9 

The  current  federal  drinking 
water  standard  for  arsenic  under 
the  U.S.  Safe  Drinking  Water  Act  is 
50  ppb.  This  standard  is  based 
upon  a 1966  estimate  that  humans 
consume  approximately  900  micro- 
grams of  arsenic  per  day  and  that 
arsenic  from  drinking  water 
should  comprise  no  more  than  10% 
of  total  ingested  arsenic.10  More 
recent  evidence  that  inorganic  ar- 
senic is  responsible  for  certain 
health  effects  11  has  increased  esti- 
mates that  total  inorganic  arsenic 
consumption  is  closer  to  50  micro- 
grams per  day.  12  These  estimates, 
along  with  recent  reanalysis  of  the 
Taiwanese  studies, 4 have  put  the 
EPA  under  court  order  to  issue  a 
proposed  new  rule  by  September, 
1994,  with  the  final  rule  due  in  Sep- 
tember, 1996.  (The  proposed  new 
rule  has  not  yet  been  issued  as  of 
this  writing.)  A decrease  in  the 
standard  could  cost  U.S.  utilities  as 
much  as  $1  billion.13 

Arsenic  is  found  in  many  pri- 
vate water  wells.  Arsenic  concen- 
trations currently  exceed  5 ppb  in 
approximately  5%  of  all  Wisconsin 
municipal  wells.  In  areas  of 
Winnebago  and  Outagamie  coun- 
ties, 3.5%  of  private  wells  contain 
arsenic  at  concentrations  exceeding 
the  50  ppb  EPA  standard  and  32% 
exceed  5 ppb.  The  source  of  high 
arsenic  concentrations  in  this  area 
is  believed  to  be  the  geologic  con- 
tact between  the  St.  Peter  sand- 
stone and  the  overlying  Platteville- 
Galena  dolomite  formation.14 

Core  sandstone  and  dolomite 
samples  obtained  from  this  contact 
contained  up  to  67  mg/ kg  arsenic. 
Groundwater  taken  from  this  for- 
mation in  some  locations  in  the  two 
counties  has  a unusually  low  pH, 
possibly  promoting  arsenic  leach- 
ing.14 Similar  combinations  of  ar- 
senic-laden geological  formations 
and  acidic  groundwater  leading  to 


high  well  arsenic  concentrations 
have  been  found  in  the  states  of  Or- 
egon and  Washington,  and  the 
countries  of  India,  Mexico  and  Tai- 
wan.15 

Publicity  surrounding  proposed 
changes  to  the  federal  drinking  wa- 
ter standard  have  caused  health 
authorities  in  the  two  counties  to 
be  bombarded  with  questions 
about  possible  health  effects  of  in- 
gesting arsenic-contaminated 
groundwater.  In  the  present 
project,  we  sought  to  determine 
whether  arsenic-contaminated 
drinking  water  consumption  in 
this  population  is  associated  with 
an  increased  incidence  of  acute 
health  effects  previously  associated 
with  arsenic  ingestion.  This  cross- 
sectional  study  was  not  designed 
to  fully  assess  potential  associa- 
tions between  arsenic  exposure 
and  cancer  incidence. 

Methods 

According  to  the  1990  census,  the 
populations  of  Outagamie  and 
Winnebago  counties  total  140,510 
and  140,320,  respectively.  Approxi- 
mately 72%  of  the  two  counties  are 
served  by  municipal  water  sys- 
tems, with  the  remainder  served  by 
private  wells.  The  study  area  out- 


side the  cities  of  Appleton  and 
Oshkosh  is  rapidly  developing 
with  a number  of  new  suburban 
housing  developments — all  slated 
to  use  well  water — currently  un- 
der construction.  There  are  ap- 
proximately 22,000  private  wells  in 
the  study  area.14 

Press  releases  issued  to  the  me- 
dia during  the  summer  and  fall  of 
1993  encouraged  local  residents  to 
submit  drinking  water  samples  to 
local  health  departments  for  ar- 
senic testing.  Individuals  request- 
ing sample  kits  were  asked  to  com- 
plete health  surveys  and  authorize 
Division  of  Health  access  to  their 
arsenic  well  test  results.  Surveys 
were  completed  within  2 weeks, 
prior  to  notification  of  the  water 
test  results  to  minimize  recall 
bias.16 

Respondents  were  surveyed 
about  a number  of  acute  and 
chronic  health  conditions  and 
sources  of  arsenic  exposure.  A 
single  respondent  was  asked  to 
complete  responses  for  all  family 
members.  (Survey  questions  are 
summarized  in  Table  1.)  In  a re- 
cent study,  estimates  of  arsenic  in- 
gestion based  on  self-reported  wa- 
ter consumption  and  water  arsenic 
Continued  on  next  page 


Table  2:  Characteristics  of  Survey  Respondents 

Characteristic 

Percent  (n) 

Age 

0-17 

26% 

(426) 

18-34 

19% 

(300) 

35-64 

46% 

(740) 

65+ 

10% 

(157) 

Sex 

Male 

50.1% 

(727) 

Female 

49.9% 

(731) 

Water  Arsenic  Concentration 

< 5 ppb  ("low"  exposure) 

68% 

(1109) 

5-49.9  ppb  ("medium"  exposure) 

27% 

(445) 

>50  ppb  ("high"  exposure) 

4% 

(69) 

Drinking  Water  Arsenic  Exposure 

Less  than  5 pg/day 

76% 

(1233) 

5-49.9  pg/day 

21% 

(390) 

50-1000  pg/day 

3% 

(45) 
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Continued  from  preceding  page 
concentrations  correlated  with  uri- 
nary arsenic  concentrations.17 

Crude  analyses  of  associations 
between  arsenic  ingestion  and  can- 
cer incidence  were  made  using  the 
self-reported  information  pro- 
vided. Self-reports  of  cancer  were 
verified  using  records  from  the 
Wisconsin  Cancer  Reporting  Sys- 
tem, which  includes  all  malignant 
tumor  diagnoses  except  diagnoses 
of  basal  and  squamous  cell  skin 
malignancies  occurring  in  Wiscon- 
sin since  1978.  Only  cancer  cases 
diagnosed  during  the  period  the 
individual  was  living  in  the  house 
were  included  in  the  analysis. 
Basal  and  squamous  cell  skin  car- 
cinomas were  verified  by  inter- 
viewing the  survey  respondent 
and  obtaining  information  from 
the  subject's  physician. 

Respondents  submitted  water 
samples  taken  from  the  kitchen 
tap.  Arsenic  analysis  was  per- 
formed at  Badger  Laboratories  in 
Appleton  and  M.  L.  Fuhrman 
Laboratories  in  Fond  du  Lac  using 
high  temperature  graphite  furnace 


atomic  absorption  with  reported 
lower  quantification  limits  of  3.0 
ppb.18 

Total  arsenic  consumption  was 
determined  by  multiplying  the  ar- 
senic water  concentration  and 
amount  of  water  consumed  each 
day.  Subjects  were  asked  to  circle 
"Yes,"  "No"  or  "Don't  know"  in  re- 
sponse to  specific  health  questions. 
The  survey  allowed  space  for  more 
detailed  descriptions  when  neces- 
sary. Average  water  consumption 
among  study  respondents  was  3.7 
glasses  of  water  per  day  (approxi- 
mately 1 liter).  In  cases  where  the 
water  contained  arsenic  at  the  cur- 
rent EPA  standard  of  50  micro- 
grams per  liter,  respondents  ingest- 
ing a liter  per  day  were  classified 
as  "highly"  exposed.  "Intermedi- 
ate" exposure  was  defined  as  be- 
tween 5 and  50  micrograms  per 
day  of  arsenic  ingestion.  The  age- 
and  sex-adjusted  relative  risk  of 
each  health  effect  was  calculated 
for  each  arsenic  exposure  category 
and  tested  using  chi-  square  and 
Fisher's  exact  two-tailed  probabil- 
ity tests.19 


Results 

Of  995  health  surveys  distributed, 
637  (64%)  were  returned.  These 
surveys  represented  1,836  indi- 
viduals, a group  comprised  of  the 
survey  respondent  and  his  or  her 
family  members.  Of  those  respon- 
dents, 1,623  reported  living  in  their 
present  home  more  than  1 year  and 
were  included  in  the  analysis. 
None  of  the  participants  included 
in  the  study  reported  prior  knowl- 
edge of  their  water  arsenic  concen- 
tration. (Characteristics  of  survey 
respondents  are  detailed  in  Table 
2.)  The  proportion  of  individuals 
in  each  water  concentration  cat- 
egory reflects  the  concentration 
found  in  the  entire  study  area.  One 
well  in  the  study  contained  1200 
ppb  of  arsenic,  but  the  2 well-us- 
ing individuals  only  consumed 
250  ml  of  water  per  day.  Four  other 
individuals  consumed  more  than 
200  micrograms  of  arsenic  per  day, 
and  the  maximum  intake  was  300 
micrograms  per  day. 

Chi-square  analysis  of  survey 
responses  didn't  indicate  signifi- 
cant differences  between  those  in 


Table  3:  Relative  risk  of  adverse  health  effects  for  individuals  in  medium  and  high  arsenic  exposure  categories 

Health  Effect  (total  n) 

Rel.  Risk,  5-49  pg/day  arsenic 

Rel.  Risk,  >50  p g/day  arsenic 

(95%  Cl,  n) 

(95%  Cl,  n) 

Verified  basal  or  squamous  skin  carcinoma  (17) 

0.77  (0.13-1.42,  5) 

3.28  (2.17-4.40,  5) 

Breast  cancer (10) 

1.06  (0.26-1.86,  10) 

0(0) 

Kidney  Problems  (39) 

0.64  (.19-1.09,  6) 

1.98(1.23-2.73,2) 

Liver  Problems  (19) 

0.00 

0.00 

Skin  Discoloration  (33) 

0.73  (0.31-1.15,  7) 

1.16(0.13-2.19,  1) 

Unexplained  Numbness  (86) 

1.09  (0.06-2.12,  20) 

0.45  (0.19-0.71,  1) 

Unexplained  Tremors  (15) 

0.30  (0-1.44,  1) 

2.66(1.50-3.72,1) 

Discolored  Nails  (33) 

0.65(0.16-1.10,5) 

0.91  (0.00-1.96, 1) 

Recurrent  Stomach  Upset  (137) 

0.57^(0.32-0.82,  21) 

0.22  (0.00-1.23, 1) 

Recurrent  Diarrhea  (87) 

0.65  (0.35-0.95,  14) 

0.36  (0-1.38,1) 

Recurrent  Headaches  (202) 

0.53*(0.31-0.75,  38) 

0.62  (0.09-1.15, 1) 

Ulcer  (38) 

0.65  (0.20-1.10,  6) 

1.93  (1.18-2.68,  2) 

Unexplained  Hair  Loss  (28) 

0.31  (0,  0.72, 10) 

0.50(0-1.15,  3) 

^Significantly  different  from  control,  p<0.05 
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the  low  and  high  arsenic  exposure 
groups  (p<0.05)  in  ingestion  of  ar- 
senic from  sources  other  than 
drinking  water.  None  of  the  occu- 
pations listed  by  respondents  is 
known  for  increased  arsenic  expo- 
sure. Fish  or  shellfish  consump- 
tion more  than  once  per  week  was 
32%,  33%  and  35%  among  low, 
medium  and  high  arsenic  exposure 
groups,  while  cigarette  smoking 
was  reported  by  9%,  8%  and  2% 
among  the  groups.  As  a result, 
drinking  water  was  the  only  source 
of  arsenic  exposure  used  in  relative 
risk  calculations. 

Age-  and  sex-adjusted  health  ef- 
fect relative  risks  (with  95%  confi- 
dence limits)  are  reported  in  Table 
3 for  all  individuals  in  the  "me- 
dium" and  "high"  arsenic  exposure 
categories  compared  with  the  re- 
mainder of  the  population.  Less 
than  five  cancer  cases  for  types 
other  than  skin  or  breast  were  re- 
ported. A statistically  significant 
increase  in  the  rate  of  verified  basal 
or  squamous  cell  carcinomas  was 
detected  (p<0.05).  which  is  consis- 
tent with  previous  studies  (1).  No 
other  health  effects  investigated 
were  associated  with  arsenic  intake 
at  the  power  specified  above. 

The  prevalence  of  recurrent 
headaches  and  diarrhea  in  this 
population  is  consistent  with  that 
reported  in  a previous  survey  by 
the  Wisconsin  Division  of  Health. 
20  Assuming  5%  prevalence  for  the 
other  health  effects  studied,  this 
survey  had  an  80%  likelihood  to 
detect  two-fold  differences  be- 
tween exposed  and  unexposed 
populations  (80%  power  at  a risk 
ratio  of  2).  The  results  of  power 
calculations  for  specific  symptoms 
are  listed  in  Table  4. 

Discussion 

Study  results  indicate  that  arsenic 
ingestion  of  over  50  micrograms 
per  day,  estimated  by  self-reports 
of  water  intake  and  water  arsenic 
concentrations,  isn't  associated 
with  the  health  effects  investigated 
in  this  population.  Since  individu- 


als were  unaware  of  their  exposure 
status  before  completing  the  sur- 
vey, recall  or  selection  bias  is  un- 
likely. The  small  number  of  sub- 
jects in  the  "medium"  and  "high" 
exposure  categories  limits  the 
power  of  the  study  to  detect  health 
effects  with  low  frequencies,  such 
as  tremors,  in  the  general  popula- 
tion. 

This  study  confirms  the  results 
of  an  investigation  of  a similar  but 
smaller  population  in  Fairbanks, 
Alaska.6  The  Fairbanks  investiga- 
tion included  biological  monitor- 
ing indicating  correlations  between 
arsenic  ingestion  estimated 
through  self-reported  drinking 
water  consumption  and  arsenic 
water  concentrations  and  urinary 
arsenic  concentrations.  Although 
the  investigators  were  unable  to 
eliminate  recall  bias  from  their  sur- 
vey analysis,  no  correlations  were 
found  between  arsenic  exposure 
and  the  health  effects  studied. 

The  present  study  wasn't  de- 
signed to  investigate  potential  as- 
sociations between  incidence  of 
specific  cancer  types  and  arsenic 


exposure.  Basal  cell  carcinoma  may 
not  be  referred  to  as  "cancer"  by 
all  physicians  and  therefore  may  be 
under-reported  in  surveys. 21  The 
finding  of  an  excess  incidence  of 
basal  and  squamous  cell  skin  car- 
cinomas is  consistent  with  previ- 
ous studies.1  Case-control  studies 
are  preferred  for  cancer  incidence 
studies;22  such  a study  of  these  two 
cancer  types  currently  is  taking 
place  in  the  two  counties. 

Current  Wisconsin  Division  of 
Health  policy  is  to  advise  individu- 
als whose  water  arsenic  concentra- 
tion exceeds  the  EPA  Safe  Drink- 
ing Water  Standard  of  50  ppb  to 
install  a water  treatment  device  or 
seek  an  alternate  water  source. 
Study  results  suggest  that  this 
policy  is  adequate  for  protection 
against  potential  noncancer  health 
effects  of  arsenic  ingestion.  These 
results  should  be  combined,  how- 
ever, with  similar  studies  in  other 
areas  with  a high  proportion  of  ar- 
senic-contaminated wells  to  better 
arrive  at  more  definitive  conclu- 
sions. 

Continued  on  next  page 
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Table  4:  Magnitude  of  population  relative  risks  with  an  80%  likelihood  of 
being  detected  inthe  sample  population 

Health  Effect 

Detectable  Rel. 
Risk.  5-49 
pg/day 

Detectable  Rel. 
Risk,  >50 
pg/day 

Stomach  Upset 

1.5 

2.75 

Diarrhea 

1.7 

3.25 

Numbness  of  Extremeties 

1.75 

3.5 

Discolored  Nails 

5.5 

2.25 

Ulcer 

2.1 

5.0 

Unexplained  Hair  Loss 

2.5 

6.5 
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Neoplasms  in  long-term  Hartmann's  pouches 


Bradley  C.  Thaemert,  MD,  and  William  A.  Kisken,  MD,  La  Crosse 

A Hartmann's  pouch  is  a blind  segment  of  the  rectum  created  in 
conjunction  with  a colon  resection  in  which  primary  bowel 
reanastomosis  is  judged  unsafe.  Often  forgotten,  this  defunctionalized 
rectal  pouch  has  a high  potential  of  pathologic  lesions,  including  disuse 
proctitis,  ulcers,  bleeding  and  occasionally  neoplasm  formation. 

What  are  the  consequences  of  Hartmann's  pouches  left  unattended? 
In  this  paper,  we  discuss  three  patients  with  neoplasms  in  a long-term 
Hartmann's  pouch  and  the  pathophysiology  of  the  long-term 
defunctionalized  rectum.  We  also  question  the  possibility  of  increased 
incidences  of  neoplasms  in  long-term  Hartmann's  pouches.  To  monitor 
this  we  recommend  close  observation  of  the  rectal  pouch  with 
proctoscopy  and  contrast  studies.  Wis  Med  J.  1996;95(2):105-107. 


A Hartmann's  pouch  is  a 
defunctionalized  segment 
of  the  rectum  or  colon  used  to  treat 
obstructing  or  perforated 
diverticular  disease,  colon  cancer, 
inflammatory  bowel  disease,  or 
colorectal  trauma.  The  surgical 
technique  for  constructing  this 
closed  rectal  stump  was  first  de- 
scribed by  Hartmann  in  1923,  and 
since  then  the  term  "Hartmann's 
pouch"  has  been  applied  to  the 
defunctionalized  rectum.  In  most 
patients  treated  with  a Hartmann's 
pouch,  colonic  continuity  is  rees- 
tablished in  a second  operation, 
but  on  occasion  the  rectal  pouch  re- 
mains in  place.  Tumors  may  grow, 
often  without  symptoms,  to  large 
sizes  in  this  "unused"  part  of  the 
colon. 

Conditions  faced  by  three  pa- 
tients with  neoplasms  arising  in 
Hartmann's  pouches  raise  the  fol- 
lowing questions:  1)  Is  there  an  in- 
creased incidence  of  neoplasms  in 
long-term  Hartmann's  pouches?  2) 


Drs  Thaemert  and  Kisken  are  associ- 
ated with  the  Department  of  Surgery 
at  G undersen/ Lutheran  Medical  Cen- 
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If  the  pouch  is  not  reversed,  how 
often  should  surveillance  be  car- 
ried out? 

Case  #1 

An  81-year-old  woman  presented 
with  a 3-week  history  of  a bloody 
mucous  rectal  discharge.  Six  years 
earlier,  the  patient  underwent  a 
right  hemicolectomy  for  cecal  per- 
foration due  to  diverticulitis.  The 
following  year,  she  presented  with 
a colonic  obstruction  secondary  to 
sigmoid  diverticulitis  and  under- 
went a total  colectomy  with  con- 
struction of  an  ileostomy  and 
Hartmann's  pouch.  Over  the  ensu- 
ing 5 years,  the  patient  was 
asymptomatic,  and  lived  a healthy, 
active  life.  She  refused  another  op- 
eration to  either  remove  the  rectal 
pouch  or  make  it  functional  and 
was  lost  to  follow-up  until  she  de- 
veloped bloody  rectal  discharge. 
The  patient  denied  suffering 
weight  loss,  previous  rectal  dis- 
charge, or  abdominal  or  rectal  pain 
and  stated  that  her  ileostomy  had 
been  functioning  normally. 

She  appeared  healthy  with  a 
normal  abdominal  exam. 
Proctoscopy  revealed  a large  fri- 
able lesion  8 cm  from  the  anal 
verge.  Rectal  ultrasound,  at- 
tempted to  further  evaluate  the 
size  and  depth  of  the  lesion,  was 
abandoned  because  of  the  inabil- 
ity to  pass  the  ultrasound  device 


to  the  lesion's  level  due  to  its  con- 
stricting effect.  Biopsy  revealed  a 
malignancy  suggestive  of  both 
atypical  carcinoid  and 
adenocarcinoma.  Gastrografin  en- 
ema through  the  rectal  pouch 
showed  a 5-6  cm  constricting  lesion 
at  approximately  8 cm. 

During  the  operation,  the  entire 
rectum  was  resected  through  an 
abdominal  perineal  approach.  A 10 
cm  segment  of  small  intestine,  ad- 
herent to  the  rectal  stump's  supe- 
rior aspect,  was  resected  and  re- 
paired with  an  end-to-end  stapled 
anastomosis. 

The  tumor,  measuring  5 x 3.5 
cm,  extended  through  the  rectal 
wall  into  adjacent  perirectal  fat;  4 
of  14  regional  lymph  nodes  tested 
positive.  Microscopically,  the  tu- 
mor demonstrated  neuroendo- 
crine and  glandular  structures  and 
stained  positively  for  mucin,  peri- 
odic acid  schiff,  and  chromogranin; 
it  was  felt  to  be  most  consistent 
with  an  adenocarcinoid  tumor. 
Adjacent  rectal  tissue  demon- 
strated chronic  inflammatory 
changes. 

Case  #2 

A 72-year-old  man  presented  with 
rectal  pain.  Two  years  earlier,  he 
underwent  a low-anterior  colon  re- 
section and  construction  of  an  end 
colostomy  and  Hartmann's  pouch 
for  aninfiltrating  grade  II  sigmoid 
colon  adenocarcinoma.  The 
resected  specimen  displayed  clear 
margins  and  there  was  no  lymph 
node  involvement.  The  patient  had 
been  followed  with  regular  exams 
including  a normal  barium  enema 
of  the  rectal  pouch  and  remaining 
colon  one  year  earlier.  Because  of 
morbid  obesity  and  relatively  poor 
health,  the  rectal  pouch  was  left  in 
place.  During  his  most  recent  ex- 
amination the  patient  complained 
Continued  on  next  page 
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of  rectal  pain  and  low  grade  fevers 
of  2 weeks  duration.  He  denied 
suffering  rectal  discharge,  weight 
loss,  or  urinary  or  abdominal 
symptoms. 

The  physical  exam  revealed  a 
morbidly  obese  man.  The  abdo- 
men was  soft  and  nontender,  and 
we  palpated  no  masses  or 
organomegaly.  Proctoscopic  exam 
revealed  a fungating  mass  at  the 
distal  end  of  the  rectal  stump.  A 
mass  biopsy  showed  invasive 
adenocarcinoma. 

During  the  operation,  the 
patient's  rectal  stump  was  resected 
by  a combined  abdominal  and 
perineal  route.  The  tumor  mea- 
sured 3x2  cm  and  histopathology 
confirmed  a moderately  well-dif- 
ferentiated adenocarcinoma  that 
had  invaded  into  perirectal  fat, 
with  adjacent  rectal  tissue  showing 
chronic  inflammatory  changes. 
The  surgical  specimen  had  clear 
margins  and  four  out  of  four  re- 
gional lymph  nodes  were  negative 
for  metastases. 

Case  #3 

An  85-year-old  man  presented 
with  rectal  bleeding.  Three  years 
earlier,  the  patient  presented  with 
an  obstructing  rectal 
adenocarcinoma  of  approximately 
10  cm,  showing  two  of  38  lymph 
nodes  positive.  A Hartmann's 
pouch  was  constructed  with  a co- 
lostomy because  the  patient's  car- 
diac condition  was  poor  and  phy- 
sicians felt  he  could  not  tolerate  an 
abdominal-perineal  resection. 
Preoperative  proctoscopy  was  nor- 
mal except  for  the  cancer.  The  pa- 
tient had  done  quite  well  regard- 
ing his  cancer  until  the  rectal  bleed- 
ing. 

The  physical  exam  was  unre- 
markable. On  proctoscopic  exam  a 
large  benign  villous  adenomawas 
biopsied  at  8 cm. 

Discussion 

Hartmann's  pouch  construction  is 
an  operation  used  to  treat  perfo- 


rated or  obstructing  diverticular 
disease  or  colorectal  cancer.  In  most 
patients,  the  pouch  is  taken  down 
and  intestinal  continuity  reestab- 
lished within  3 to  6 months.  Occa- 
sionally, the  pouch  is  not  reversed 
due  to  poor  medical  condition, 
noncompliance  or  technical  diffi- 
culties. 

Following  patients  with  rectal 
pouches  can  be  difficult,  since 
proctoscopy  or  barium  contrast 
studies  may  be  painful  due  to  stric- 
tures or  inflammatory  changes 
within  the  pouch.  Furthermore,  pa- 
tients often  are  asymptomatic, 
causing  both  patient  and  clinician 
to  ignore  the  defunctionalized  rec- 
tum. 

There  are  several  possible  com- 
plications and  pathological 
changes  associated  with  long-term 
rectal  pouches.  In  separate  studies, 
Haas,  Ma,  and  colleagues 
endoscopically  examined  65  pa- 
tients who  had  rectal  pouches.1,2  Of 
the  65  patients,  50  showed  signifi- 
cant pathologic  changes  within  the 
defunctionalized  rectal  pouch.  The 
most  common  finding  was  inflam- 
mation, often  termed  "disuse 
colitis"  or  "proctitis."  Other  find- 
ings included  ulcers,  friable  mu- 
cosa, polyps  and  unexpected  can- 
cers. Cancer  was  a more  common 
finding  if  the  original  operation 
was  for  cancer;  however,  two  of  the 
seven  malignancies  were  inpa- 
tients with  no  previous  colon  can- 
cer history.  Of  the  patients  with 
abnormal  endoscopic  findings, 
more  than  half  were 
asymptomatic. 

Rectal  pouch  inflammatory 
changes  are  known  to  occur  within 
3 months  of  fecal  stream  diver- 
sion.3,4 These  inflammatory 
changes  may  persist  or  steadily 
increase  if  intestinal  continuity  is 
not  reestablished.35  Occasionally, 
the  inflammatory  changes  appear 
similar  to  ulcerative  colitis  or 
Crohn's  disease.2,4  The  most  com- 
mon theory  proposed  to  explain 
these  inflammatory  changes  at- 
tributes the  inflammation  to  nutri- 


ent deprivation  of  short-chain  fatty 
acids,  the  preferable  metabolic  sub- 
strate of  colonic  epithelium.2  These 
inflammatory  changes  are  poten- 
tially reversible  by  infusion  of 
short-chain  fatty  acids  or  reestab- 
lishment of  the  intestinal  continu- 
ity.4,5 

Chronic  inflammatory  changes 
increase  the  incidence  of  neoplasm 
formation.  Examples  include 
chronic  skin  inflammation  and  ir- 
ritation associated  with  squamous 
cell  carcinoma.  The  increased  inci- 
dence of  colon  cancer  associated 
with  ulcerative  colitis  and  Crohn's 
disease  is  another  example. 
Ferguson  and  Siegel  reported  that 
diversion  colitis  rarely  poses  clini- 
cal problems;6  however,  we  found 
three  patients  in  a 1-year  period 
with  long-term  Hartmann  pouches 
who  developed  new  neoplasms. 
We  speculate  that  chronic  disuse 
colitis  may  be  associated  with  neo- 
plasm formation  in  the  rectal 
pouch. 

The  implications  of  our  findings 
suggest  that  a mechanism  for  fol- 
low-up examinations  of  these  pa- 
tients must  be  established.  Since 
patients  with  long-term  Hartmann 
pouches  often  are  asymptomatic, 
pouches  should  be  examined  at 
regular  intervals.  We  acknowledge 
that  our  three  patients'  pouch  neo- 
plasms may  or  may  not  be  the  re- 
sult of  inflammatory  changes  asso- 
ciated with  disuse  colitis.  But  even 
if  the  neoplasms  are  unrelated,  the 
Hartmann's  pouches  should  not  be 
ignored.  We  have  devised  a routine 
to  detect  unexpected  neoplasms  in 
a timely  fashion.  We  recommend 
this  subset  of  patients  undergo  rec- 
tal proctoscopy  every  6 months 
and  contrast  study  every  year. 
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WEST  SHORE  HOSPITAL 
MANISTEE,  MICHIGAN 

Excellent  opportunities  available  for 
BC/BE  physicians  in  the  following 
specialties  to  practice  in  this 
beautiful  Michigan  Gold  Coast 
community: 

Family  Practice  Urology 
Pediatrics  Internal  Medicine 
Obstetrics/Gynecology 

Practice  includes: 

* State-of-the-art  technology  at 
95-bed  West  Shore  Hospital 

* Competitive  salary  with 
comprehensive  benefits 

* Highly  supportive  physicians  & 
patient  base 

* 27,195  person  draw  area 

Manistee,  MI,  offers  an  excellent 
quality  of  life  with  its  peaceful 
surroundings,  renown  cultural  events 
and  high-quality  schools.  The 
historically  renovated  downtown  and 
gorgeous  lake  front  create  a unique 
atmosphere  in  which  to  live  and 
work  For  more  information: 

Call  Marie  Noeth  at  8(X)-438-3745 
or  fax  your  CV  to  309-685-2574. 


Let  the  writing  begin.  . . 

A call  for  sports  medicine  papers 

The  Games  of  the  XXVI  Olympiad  will  bring  the  world's  finest 
athletes  to  Atlanta  this  July.  In  recognition  of  the  Games,  the 
June  issue  of  WMJ  will  be  an  "Olympic  issue"  devoted  to  sports 
medicine. 

Within  the  state  of  Wisconsin  are  a multitude  of  clinicians  pro- 
viding medical  care  to  athletes  at  all  levels  of  performance.  There 
are  also  a number  of  laboratories  in  the  state  performing  excellent 
sports  science  research.  The  1996  Summer  Olympic  Games  provide 
a stimulus  for  us  to  showcase  the  work  of  these  people. 

For  the  Olympic  issue,  WMJ  is  most  interested  in  receiving 
original  research  reports  that  present  new  information  of  interest  to 
Wisconsin  physicians.  Pertinent  topics  include  studies  reporting 
on  the  medical  needs  of  athletes  including  provision  of  medical  care 
at  athletic  events,  maximization  of  human  athletic  performance  (in- 
cluding issues  related  to  biomechanics,  physiology,  nutrition  and 
psychology),  ethical  issues  related  to  sports,  and  issues  related  to 
exercise  and  fitness.  Interesting  case  studies  will  also  be  considered 
for  publication  in  the  Olympic  issue. 

Articles  should  be  submitted  in  the  regular  journal  format  out- 
lined elsewhere  in  this  issue.  All  articles  will  undergo  the  usual 
review  process.  Suitable  articles  not  included  in  the  Olympic  issue 
will  be  published  in  other  issues  of  WMJ.  Articles  received  by  April 
15  will  have  the  best  chance  for  acceptance.  Let  the  writing  begin! ❖ 


1996  SMS  Annual 

Meeting 

April  19-21 
Pfister  Hotel , 
Milwaukee 

call  (608)  257-6781  or 
1-800-362-9080 
for  information. 
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Diagnosis  at  a glance 

Cookie  Consultation  Corner  (CCC) 

Physicians:  We  need  your  advice.  Look  over  the  slide  below  and  make  your  diagnosis.  Please  note  your  answer 
on  the  CCC  form  and  return  immediately. 


This  previously  healthy  7-1  / 2 year  old  girl  has  had 
this  lesion  on  the  palm  of  her  hand  for  4 days.  It 
burns  and  stings  slightly.  The  patient  has  no  fever 
and  no  other  lesions  at  all  anywhere  on  her  head, 
neck,  or  anywhere  else  on  her  extremities.  There 
is  no  history  of  trauma  or  foreign  body.  What  is 
the  lesion? 

a.  Molluscum  contagiosum 

b.  Pyogenic  granuloma 

c.  Herpetic  whitlow 


This  series  is  provided  courtesy  of  Gary  L.  Williams,  MD,  Department  of  Pediatrics,  University  of  Wisconsin. 

These  pictures,  along  with  Dr  Williams'  comments  will  appear  in  the  April  WMJ,  along  with  a new  set  of  pic- 
tures. 

WMJ  IS  SOLICITING  PICTURES  OF  SIMILAR  INTERESTING  PRIMARY  CARE  CASES  FROM  THE  MEMBER- 
SHIP. THEY  WILL  BE  ACKNOWLEDGED  IF  PRINTED  AND  THE  SLIDES  RETURNED  - HONESTLY! 




Cookie  Consultation  Corner  (CCC) 

Please  check  one  of  the  selections  below:  Please  print  clearly: 

□ a.  Molluscum  contagiosum 
Q b.  Pyogenic  granuloma 
[_)  c.  Herpetic  whitlow 
Q d.  Wart 


Name 

Address 

City 

State Zip 


Return  to: 

State  Medical  Society  of  Wisconsin 
Attn:  WMJ  - Cookie  Consultation  Corner 
P.O.  Box  1109 

Madison,  Wisconsin  53701-1109 
FAX  608-283-5401 
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Ground  Rules: 

1.  Please  check  your  answer  on  the  Cookie  Consultation  Corner  form  on  page  108. 

2.  Include  your  name  and  address  on  form. 

3.  Mail  or  FAX  it  in  ASAP  to: 

State  Medical  Society  of  Wisconsin 
Attn:  WMJ  - Cookie  Consultation  Corner 
PO.  Box  1109 

Madison,  Wisconsin  53701-1109 
FAX  608-283-5401 

4.  The  winner  will  be  chosen  from  all  entries  received  by  Feb  23, 1996. 


December  CCC  winner 


Question:  This  previously  healthy  13  year  old  boy 
has  had  this  very  scaly,  slowly  spreading  rash  for  2 
weeks.  The  rash  doesn't  itch  and  the  patient  is  oth- 
erwise completely  asymptomatic. 

I.  What  is  the  rash? 

a.  Guttate  psoriasis 

b.  Tinea  corporis 

c.  Pityriasis  rosea 

d.  Eczema 

II.  What  further  tests  would  be  appropriate? 

a.  Urinalysis 

b.  Skin  biopsy 

c.  Throat  culture 

d.  CBC 


Answer: 

Part  I:  The  answer  is  A.  Guttate  psoriasis.  The 
patient  has  the  characteristic  drop-like  lesions  of 
psoriasis  with  a mica-like  scale  covering  the  ap- 
proximately 1 cm.  lesions. 

Part  II:  This  form  of  psoriasis  is  frequently  associ- 
ated with  streptococcal  disease,  and  the  appropri- 
ate test  to  perform  is  C.  A throat  culture. 

Winner 

Kathleen  M.  Barkow,  MD,  of  Green  Bay,  was  se- 
lected as  the  winner  of  the  CCC  gourmet  cookies. 
Dr  Barkow  is  a pediatrician  at  the  Beaumont- 
Webster  Medical  Clinic  and  received  her  medical 
degree  at  the  University  of  Wisconsin-Madison.*:* 
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American  Heart 

Associations,^^ 

Fighting  Heart  Disease 
and  Stroke 

More  impressive  than 
what  our  research 
programs  spend 


Since  1949  the  AHA  has  invested  almost  $1.4 
billion  in  biomedical  research.  Discoveries  we’ve 


funded  have  made  history.  And  given  her  a future. 
To  learn  more  about  how  we’re  helping  to  save 
lives,  call  1 -800-AHA-USA 1 , or  online  at 
http://www.amhrt.org. 


This  space  provided  as  a public  service.  ©1996,  American  Heart  Association 
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Public  health 


Vending  machine  sales  of  cigarettes  to  children: 
results  of  compliance  checks  in  Wisconsin,  1992-1995 


John  Fox,  MD;  Mary  Gothard;  and  Patrick  Remington,  MD,  MPH,  Madison 

The  effort  to  curb  youth  tobacco  use  relies  increasingly  on  laws  in- 
tended to  limit  youth  access  to  tobacco  products.  As  of  1995,  all  50 
states  prohibit  the  sale  of  tobacco  products  to  youth  under  age  18,  while 
32  states  prohibit  the  purchase,  possession  or  use  by  minors.1  Addition- 
ally, 33  states  require  retail  licenses  to  sell  tobacco  products  and  32 
states  regulate  the  sale  of  tobacco  products  from  vending  machines. 

Wisconsin  law  makes  it  illegal  for  a vendor  to  sell  or  give  cigarettes 
and  other  tobacco  products  to  persons  under  age  18  (Wisconsin  Statute 
134.66).  In  a previous  issue  of  the  WMJ,  we  reported  the  results  of 
community-based  assessments  of  merchant  compliance  with  youth 
access  laws  conducted  in  Wisconsin  from  1992-1995. 2 This  article 
focuses  on  the  sale  of  tobacco  products  through  vending  machines.  Wis 
Med  J:1996;95(2):lll-113. 


Methods 

Published  reports  of  compliance 
checks  35  and  reports  sent  to  the 
Wisconsin  Division  of  Health  by 
community-based  coalitions  were 


From  the  Tobacco  Control  Program, 
Chronic  Disease  Prevention  and 
Health  Promotion  Section,  Bureau  of 
Public  Health,  Wisconsin  Division  of 
Health.  Address  reprint  requests  to 
Patrick  Remington,  MD,  Wisconsin  Di- 
vision of  Health,  1414  E.  Washington 
Ave.,  Room  251,  Madison  WI,  53703. 
The  tobacco  coalitions  cited  are  funded 
in  part  by  the  ASSIST  Project,  a 7-year 
collaborative  project  by  the  Tobacco- 
Free  Wisconsin  Coalition,  the  Wiscon- 
sin Division  of  the  American  Cancer 
Society,  the  Wisconsin  Division  of 
Health,  and  the  National  Cancer  Insti- 
tute (funding  contract  NOl-CN- 
15373). 


compiled  for  1992-1995.  The  com- 
pliance checks  conducted  by  com- 
munity-based coalitions  were  done 
in  accordance  with  established  pro- 
tocols.6 Briefly,  youth  aged 
younger  than  18  years,  with  con- 
sent of  parents  and  law  enforce- 
ment officials,  attempted  to  pur- 
chase tobacco  products  from  vend- 
ing machines.  In  contrast  to  sting 
operations  conducted  by  police, 
these  compliance  operations 
brought  no  citations  or  civil  or 
criminal  penalties. 

Results 

Between  1992  and  1995,  more  than 
40  compliance  operations  were 
conducted  in  Wisconsin  (table). 
During  that  time  more  than  455 
documented  attempts  to  purchase 
tobacco  from  vending  machines 
were  made,  of  which  75%  were 


successful.  Purchase  attempts 
ranged  from  30%  to  100%  success- 
ful, with  a median  of  75%.  The  abil- 
ity to  purchase  cigarettes  from  a 
vending  machine  varied  by  county 
and  city.  For  example,  successful 
attempts  ranged  from  less  than 
40%  in  Marshfield  and  Dane 
County  to  more  than  90%  in  Green 
Bay,  Wausau,  Beloit,  Janesville,  and 
Polk  and  Portage  counties. 

The  effectiveness  of  previous 
compliance  checks  in  decreasing 
illegal  vending  machine  sales  var- 
ied. In  communities  in  which  fol- 
low-up checks  were  done,  the 
change  in  successful  sales  rates 
varied  widely.  In  Green  Bay,  sales 
declined  from  92%  in  1993  to  56% 
one  year  later  but  by  1995  had  re- 
bounded to  75%.  Beloit,  Janesville, 
Wausau,  and  Marshfield  all 
showed  significant  declines  while 
Portage  and  Dane  counties  showed 
no  change  or  increases. 

Discussion 

Compliance  checks  in  communi- 
ties throughout  Wisconsin  demon- 
strate that  children  can  readily  pur- 
chase cigarettes  from  vending  ma- 
chines. This  review  shows  wide- 
spread variation  across  the  state  in 
merchant  compliance  with  tobacco 
sales  laws.  This  review  also  sug- 
gests that  community-based  com- 
pliance checks  can  decrease  illegal 
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Table.  Tobacco  purchases  by  minors  from  vending  machines,  Wisconsin, 
1992-95 


Vending  machine  Number  of 


County  or  City 

Date 

purchase 

successes 

Coalition 

of  check 

attempts 

(%  successful) 

Brown  County 

Green  Bay 

9/92 

13 

12 

92% 

" 

10/93 

9 

5 

56% 

y/ 

5-10/95 

16 

12 

75% 

De  Pere 

2/94 

17 

15 

88% 

Villages1 

8-10/95 

14 

11 

79% 

Dane  County 

Outside  Madison 

11/93 

20 

6 

30% 

" 

12/94 

17 

9 

53% 

Madison 

11/95 

119 

103 

87% 

Fond  du  Lac  County 

City  Fond  du  Lac 

3/93 

56 

43 

77% 

Outside  of  city 

4-8/95 

36 

31 

86% 

Manitowoc  City 

10/95 

5 

4 

80% 

Marathon  County 

Wausau 

8/94 

11 

10 

91% 

" 

3/95 

10 

6 

60% 

Milwaukee  County 

Milwaukee 

— 

— 

— 

— 

Franklin 

7-9/95 

11 

10 

91% 

Polk  County 

6/95 

2 

2 

100% 

Portage  County 

10/94 

4 

3 

75% 

// 

12/94 

4 

4 

100% 

Racine  County 

6/95 

3 

2 

67% 

Rock  County 

Beloit 

7/94 

5 

5 

100% 

" 

8/95 

6 

4 

66% 

Janesville 

7/94 

17 

16 

94% 

n 

8/95 

14 

9 

64% 

Wood  County 

Wisconsin  Rapids 

7/94 

11 

7 

64% 

Marshfield 

11/94 

6 

4 

66% 

11 

7/95 

29 

10 

34% 

Total 

455 

343 

75% 

'Villages  of  Ashwaubenon,  Howard,  Allouez,  Ledgeview 


vending  machine  sales,  but  that 
long-term  effects  may  not  be  sus- 
tainable (e.g.  Green  Bay).7 

Children  are  able  to  purchase 
cigarettes  from  vending  machines 
more  often  than  through  over-the- 
counter  sales.  On  average,  children 
were  able  to  purchase  cigarettes 
from  vending  machines  75%  of  the 
time  in  this  review,  compared  to 
only  39%  of  the  time  in  over-the- 
counter  purchase  attempts.2 

With  the  intent  to  decrease  ju- 
venile sales,  Wisconsin  law  on 
vending  machines  requires  display 
of  age-of-sale  regulations  and  pen- 
alties on  the  machine;  placement  of 
the  machine  in  plain  view  and  con- 
trol of  an  employee;  and  inaccessi- 
bility of  the  machine  to  the  public 
when  the  business  is  closed.8  Com- 
pliance with  these  requirements  is 
problematic:  in  Wood  County  in 
1995,  only  12  of  55  (22%)  merchants 
had  machines  in  full  compliance 
with  these  three  requirements.9 

Recommendations  designed  to 
strengthen  the  vending  machine 
sales  law  have  included  moving 
the  machines  within  view  of  an 
employee  (as  required  in  current 
state  law)  and  use  of  disabling  de- 
vices. Both  have  met  with  limited 
success.  In  Madison,  for  example, 
85%  of  vending  machine  purchases 
were  successful  even  when  in  view 
of  an  attendant  (100%  were  suc- 
cessful when  not  in  of  view  of  an 
attendant).10  Likewise,  disabling 
devices,  which  require  verification 
of  age  by  an  attendant  prior  to  pur- 
chase, are  not  necessarily  accom- 
panied by  age  checks  and  refusals 
to  sell.11 

The  failure  of  laws  to  limit  vend- 
ing machine  tobacco  sales,  and  the 
failure  of  public  health  officials  and 
tobacco  companies  to  develop  so- 
lutions, has  led  many  to  propose 
an  outright  ban  of  vending  ma- 
chines. Proponents  argue  that  such 
a ban— which  would  parallel  that 
of  alcohol--is  necessary  to  help 
curb  teenage  nicotine  addiction. 
Opponents  argue  that  such  a ban 
would  impose  inconveniences  on 


their  adult  customers  and  increase 
the  cost  of  doing  business  by  re- 
quiring a salesperson. 


This  debate  on  vending  ma- 
chine sales  may  become  moot  if  the 
Food  and  Drug  Administration's 
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proposal  to  regulate  nicotine  as  a 
drug  is  promulgated.12  In  addition 
to  banning  vending  machines,  the 
proposed  regulations  would  limit 
tobacco  advertising  and  prohibit 
free  samples,  mail-order  sales,  and 
self-service  displays. 

The  ultimate  question,  however, 
is  whether  tobacco  access  laws  or 
regulations,  even  if  fully  enforced, 
will  reduce  youth  experimentation 
with  tobacco  or  reduce  nicotine 
addiction.  The  success  of  these 
laws  would  still  require  merchants 
to  seek  age  verification  and  refuse 
sales  where  appropriate.  Further- 
more, while  businesses  account  for 
the  majority  of  sales,  family, 
friends,  and  theft  remain  signifi- 
cant reported  sources  for  underage 
youth.4 

Tobacco  use  remains  the  leading 
preventable  cause  of  death  in  Wis- 
consin and  in  the  United  States. 
Prevention  of  youth  tobacco  use, 
therefore,  is  a key  element  in  the 
current  public  health  campaign  to 
reduce  premature  tobacco-related 
deaths.  While  no  single  strategy 
or  combination  of  strategies  will 
eliminate  tobacco  use  by  our  chil- 
dren, limiting  youth  access  to  to- 


bacco can  play  a pivotal  role  in 
improving  the  health  of  current 
and  future  generations. 
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State  Medical  Society  of  Wisconsin 

Presents  a Luxury  Alaskan  Cruise  on  Board  the  m v Horizon 


From  $1,729 

per  person,  double  occupancy 
plus  $165  port  taxes 


June  21-28, 1996  • June  28- July  5, 1996  Cwrp||pnt 
July  5-12, 1996  • July  12-19, 1996  CAueiiem  value 

Chicago  Departures 
(Other  departure  cities  available.) 

Whatever  your  vision  of  Alaska,  reality 
exceeds  imagination.  Just  as  a Celebrity 
cruise  exceeds  expectations.  In  many 
ways  the  two  are  perfectly  suited  with 
uncompromising  attention  to  the  finest 
details.  Celebrity  is  like  no  other  cruise  line 
afloat,  and  Alaska  is  certainly  unlike  any 
other  place  on  earth.  We  invite  you  to 
explore  the  very  best  of  Alaska  on  board 
the  Horizon  where  the  pleasures  are 
plentiful.  Given  all  it  has  to  offer,  the  Horizon  has  earned  a reputation 
for  elegance  with  a casual  ambiance  among  passengers  looking  for  a 
quality  cruise  at  a realistic  price. 


PRE  AND  POST  CRUISE  T O U R S are  available  to 
Denali  National  Park  aboard  the  McKinley  Explorer,  Fairbanks, 
the  Canadian  Rockies,  Seattle,  Vancouver,  Anchorage  and  the 
Arctic  Circle. 

INCLUDED  FEATURES  Round  trip  jet  air  transportation  by 
scheduled  air  service,  seven  days  cruising  on  board  the  deluxe  cruise 
liner  mv  Horizon , eight  meals  per  day,  and  much,  much  more. 


AVAILABLE  TO  MEMBERS,  THEIR  FAMILIES  AND  FRIENDS. 

For  additional  information  and  a color  brochure  contact: 

omHouaas 

9725  Garfield  Avenue  South,  Minneapolis,  MN  55420-4240 

(612)  948-8322  Toll  Freed -800-842-9023 
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Hope.  That’s  what  Easter  Seals  is  all  about.  At  some  point  in  their  lives,  1 in  5 Americans  will  be  affected  by  a 
disability.  We  provide  vocational  counseling  to  help  people  get  back  to  work:  job  training  and  placement,  assistive 
technology  and  workplace  adaptation.  But  we  can’t  do  it  without  your  help.  Support  Easter  Seals.  Give  ability  a chance,  f® 


Your  big  brother  is  in  a car  wreck  and 
now  he’s  paralyzed. 


You  wish  he’d  get  up  out  of  that 
hospital  bed  and  put  you  in  a headlock. 


You  feel  so  helpless.  You  watch  your  hero 
struggling  to  hold  a fork.  Use  a pen. 

Put  on  a shirt.  ■ 


He  says  he’s  afraid  of  not  being  able 
to  work  again.  You  tell  him  he’s 
a fighter.  You  say  now  it’s  his  turn  to 
let  you  be  the  coach. 


Organizational 


Nominees  for  SMS  offices:  1996-1997 


Sandra  L.  Osborn,  MD 

Nominated  for  president-elect  for 
1996-1997 

Dr  Osborn,  whose  specialty  is  pe- 
diatrics, graduated  from  the  Uni- 
versity of  Wisconsin  Medical 
School  in  Madison.  She  was  a 
member  of  the  SMS  Board  of  Di- 
rectors representing  District  2 from 
1987  to  1993.  Dr  Osborn  has  served 
as  speaker  of  the  House  of  Del- 
egates since  April  1993.  She  is  a 
member  of  the  WISPAC  Board  of 
Directors  and  co-chair  of  the  SMS/ 
WNA  Committee.  Dr  Osborn 
served  as  president  of  the  Dane 
County  Medical  Society  from  1982 
to  1983.  She  has  also  served  as  chair 
of  the  House  of  Delegates  Nomi- 


Sandra L.  Osborn,  MD 


nating  Committee,  the  Credentials 
Committee  and  the  Reference 
Committee  on  Scientific  Affairs.  Dr 
Osborn  also  served  on  the  Ad  Hoc 
Committee  on  Child  Abuse  and 
Neglect  and  the  SMS  Committee 
on  Women  Physicians. 

Harry  J.  Zemel,  MD 

Nominated  for  treasurer  for  1996- 
1997 

Dr  Zemel  was  first  elected  to  the 
Board  in  1987.  He  graduated  from 
the  University  of  Missouri  School 
of  Medicine  and  specializes  in  pa- 
thology. Dr  Zemel  was  president  of 
the  Fond  du  Lac  County  Medical 
Society  in  1979,  chair  of  the  Finance 
Committee  since  1989,  and  has 


Harry  J.  Zemel,  MD 


served  as  treasurer  since  1993.  Cur- 
rently Dr  Zemel  serves  on  the  Fi- 
nance and  Investment  Committees 
for  the  College  of  American  Pa- 
thologists. 

Michael  C.  Reineck,  MD 

Nominated  for  speaker  of  the 
House  of  Delegates  for  1996-1997 

Dr  Reineck  graduated  from  the 
University  of  Wisconsin  in  1970 
and  completed  an  internship  at 
Milwaukee  County  General  Hos- 
pital and  a residency  at  St  Mary's 
Hospital,  in  affiliation  with  the 
Medical  School  of  the  University  of 
Michigan,  in  Grand  Rapids.  He  is 
in  private  practice  at  Orthopaedic 
Continued  on  next  page 
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Continued  from  preceding  page 
Associates  of  West  Bend,  SC.  Dr 
Reineck  is  past  chair  of  the  Gov- 
ernmental Affairs  Committee,  and 
past  president  of  the  Wisconsin 
Orthopaedic  Society  and  the  Wash- 
ington County  Medical  Society.  He 
is  also  a past  member  of  the  Wis- 
consin Professional  Liability  Com- 
mittee. He  is  a member  of  the 
American  Academy  of  Ortho- 
paedic Surgeons  ICD/CPT  Coding 
Committee,  Health  Care  and  Fi- 
nance Committee,  and  Bylaws 
Committee.  He  was  the  Washing- 
ton Medical  Society  delegate  to  the 
SMS  House  of  Delegates  for  11 
years  prior  to  his  election  as  vice 
speaker  in  1994. 

Kevin  T.  Flaherty,  MD 

Nominated  for  Vice-Speaker  of  the 
House  of  Delegates  for  1996-1998 

Dr  Flaherty  received  his  medical 
degree  from  Loyola  University  in 
Chicago.  He  served  an  internship 
at  Sacred  Heart  Medical  Center  in 
Spokane,  Wash,  and  his  residency 
at  Loyola  University  in  ophthal- 
mology. He  has  been  in  practice  in 
Wausau  for  7 years.  Dr  Flaherty  has 
served  as  the  Marathon  County 
Medical  Society  delegate  to  the 


Cyril  M.  ''Kim"  Hetsko,  MD 


SMS  House  of  Delegates.  He  has 
also  been  a member  of  the  Mara- 
thon County  Medical  Society  Ex- 
ecutive Committee  and  currently 
serves  as  president.  He  has  chaired 
reference  committees  at  the  Young 
Physicians  Section  of  the  AM  A and 
SMS.  In  1995,  Dr  Flaherty  was 
elected  as  an  alternate  delegate  to 
the  Wisconsin  delegation  of  the 
AMA. 


Cyril  M.  "Kim"  Hetsko,  MD 

Nominated  for  delegate  to  the 
AMA  for  1997  and  1998 

Dr  Hetsko  was  president  of  the 
SMS  from  1991-1992.  He  graduated 
from  the  University  of  Rochester 
School  of  Medicine  and  Dentistry 
He  completed  his  internship  and 
residency  and  was  chief  resident  at 
the  University  of  Wisconsin  Hos- 
pitals. He  has  been  a member  of  the 
Dean  Medical  Center  since  1975 
and  is  clinical  professor  of  medi- 
cine at  the  University  of  Wiscon- 
sin, Madison. 

Dr  Hetsko  was  president  of  the 
Wisconsin  Society  of  Internal 
Medicine  from  1987  to  1988.  He  has 
been  chair  of  the  SMS  Task  Force 
on  AIDS  since  1987.  In  addition,  his 


SMS  activities  have  included:  vice 
speaker  of  the  House  of  Delegates, 
a member  of  the  Task  Force  on 
RBRVS,  Strategic  Planning  Com- 
mittee, and  Task  Force  on  Physi- 
cian Discipline  and  Review;  and 
service  on  the  Board  of  Directors 
from  1978-1987  and  from  1993  to 
present,  and  past  chair  of  the  board 
finance  committee. 

He  has  been  a member  of  the 
Wisconsin  delegation  to  the  AMA 
since  1983,  and  is  currently  chair 
of  the  delegation.  He  is  a past  chair 
of  the  Department  of  Medicine  at 
St  Marys  Hospital  Medical  Center, 
Madison,  and  was  a member  of  its 
Medical  Staff  Executive  Commit- 
tee. 

He  has  received  the  Presidential 
Award  from  the  Dane  County 
Medical  Society  and  the  SMS  Meri- 
torious Service  Award.  Dr  Hetsko 
is  now  a trustee  of  the  American 
Society  of  Internal  Medicine,  and 
is  a member  of  the  Commission  on 
Office  Laboratory  Accreditation. 
Dr  Hetsko  is  president-elect  of  the 
North  Central  Medical  Conference. 
He  also  was  elected  this  year  to  the 
AMA  Council  on  Medical  Service. 

John  P.  Mullooly,  MD 

Nominated  for  delegate  to  the 
AMA  for  1997-1998 

Dr  Mullooly  has  served  as  alter- 
nate delegate  to  the  AMA  since 
1985  and  delegate  since  1991.  He 
is  currently  an  editorial  associate 
for  the  Wisconsin  Medical  Journal.  Dr 
Mullooly  served  as  president  of  the 
SMS  in  1986-1987,  and  of  the  Medi- 
cal Society  of  Milwaukee  County 
in  1984.  He  received  an  SMS  Meri- 
torious Service  Award  in  1985.  He 
served  as  president  of  both  the 
Milwaukee  Academy  of  Medicine 
and  the  Catholic  Physicians  Guild. 
He  has  been  editor  of  Linacre  Quar- 
terly since  1969. 

Dr  Mullooly  is  a member  of  the 
Wisconsin  Society  of  Internal 
Medicine,  and  the  Wisconsin  Heart 
Association.  He  was  elected  as  fel- 
low to  the  American  College  of 
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Richard  H.  Ulmer,  MD 


Jerome  W.  Pons,  Jr.,  MD 


Physicians.  He  received  the  Addis 
Costello  Internist  of  the  Year 
Award  from  the  WTSM. 

Dr  Mullooly  graduated  from 
Marquette  University  School  of 
Medicine  and  completed  his  resi- 
dency at  Milwaukee  County  Gen- 
eral Hospital.  He  has  been  an  as- 
sistant clinical  professor  of  medi- 
cine at  the  Medical  College  of  Wis- 
consin since  1966. 

Richard  H.  Ulmer,  MD 

Nominated  for  delegate  to  the 
AMA  for  1997-1998 

Dr  Ulmer  received  his  MD  and  MS 
in  physiology  from  Stritch  School 
of  Medicine  of  Loyola  University, 
Chicago.  He  served  a rotating  in- 
ternship and  residency  in  Internal 
Medicine  at  the  University  of  Chi- 
cago Hospitals  and  Clinics,  fol- 
lowed by  a residency  in  Cardiol- 
ogy there.  He  is  a cardiologist  at  the 
Marshfield  Clinic.  Dr  Ulmer  was 
president  of  the  Wood  County 
Medical  Society  in  1978  and  1985. 
He  was  a director  from  District  4 
from  1986  until  1995,  and  served 
as  Vice  Chair  of  the  Board  in  1987- 
1988,  and  Chairman  of  the  Board 
from  1988  until  April,  1995.  He 
served  as  alternate  delegate  to  the 


AMA  from  1983  until  December 
1994,  and  was  elected  as  a delegate 
to  the  AMA,  taking  the  seat  at  the 
December  1994  meeting.  He  was 
a member  of  the  steering  commit- 
tee of  the  AMA  Forum  of  Em- 
ployed Physicians  from  1985-1988, 
and  has  served  on  its  successor 
group,  the  AMA  Advisory  Com- 
mittee on  Group  Practice  Physi- 
cians, from  1988  to  the  present,  be- 
coming chair  of  the  advisory  com- 
mittee in  July  1995.  In  1995,  he  was 
elected  president  -elect  of  the  State 
Medical  Society. 

Jerome  W.  Fons,  Jr.,  MD 

Nominated  for  alternate  delegate 
to  the  AMA  for  1997  and  1998 

Dr  Fons  has  served  as  the  SMS  al- 
ternate delegate  to  the  AMA  since 
1988.  A member  of  the  SMS  since 
1964,  he  served  as  a member  of  the 
SMS  Board  of  Directors  from  1981 
to  1988,  as  well  as  a member  of  the 
SMS  Physicians  Alliance  Commis- 
sion. He  is  currently  a member  of 
the  SMS  Commission  on  Medical 
Liability.  Dr  Fons  served  as  presi- 
dent of  the  Medical  Society  of  Mil- 
waukee County  in  1986.  He  is  cur- 
rently vice  chair.  Board  of  Direc- 
tors, of  PIC-Wisconsin.  In  1989,  Dr 


Fons  received  the  SMS  Physician- 
Citizen  of  the  Year  Award. 

Dr  Fons  graduated  from  the 
Marquette  University  School  of 
Medicine  and  served  his  internship 
and  residency  at  St  Joseph's  Hos- 
pital in  Milwaukee.  He  was  on  the 
medical  staffs  of  Trinity  Memorial 
Hospital,  Cudahy,  and  St  Francis 
Hospital  in  Milwaukee. 

Kevin  A.  Jessen,  MD 

Nominated  for  alternate  delegate 
to  the  AMA  for  1997  and  1998 

Dr  Jessen  graduated  from  the  Uni- 
versity of  Minnesota  Medical 
School  in  1978  and  served  a family 
practice  residency  at  Southwestern 
Michigan  Area  Health  Center  in 
Kalamazoo.  He  has  been  employed 
at  the  Gundersen-Mubarak  Clinic 
in  Tomah  since  1982,  serving  as 
medical  director  since  1990.  Dr 
Jessen  is  a member  of  the  board  of 
directors  of  the  Tomah  Memorial 
Hospital  and  a past  president  of  the 
hospital's  medical  staff.  He  was  the 
delegate  to  the  Young  Physicians 
Section  of  the  AMA  in  1991-1992, 
and  a member  of  the  State  Nomi- 
nating Committee  of  the  SMS  in 
1990  through  1993,  serving  as  chair 
Continued  on  next  page 
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in  1991-1992.  He  was  a member  of 
the  SMS  Special  Reference  Com- 
mittee on  district  representation  in 

1992,  and  chair  of  the  Socio-Eco- 
nomic Reference  Committee  in 

1993.  Dr  Jessen  served  as  president 
of  the  Monroe  County  Medical  So- 
ciety from  1987-1995.  He  served  as 
the  county's  delegate  to  the  annual 
state  meeting  since  1989,  and  was 
the  alternate  delegate  in  1987  and 

1988.  He  has  served  as  the  alternate 
delegate  to  the  AM  A since  1995. 

Robert  F.  Purtell,  Jr.,  MD 

Nominated  for  alternate  delegate 
to  the  AMA  for  1997  and  1998 

Dr  Purtell  has  been  a member  of 
the  SMS  Board  of  Directors  and  its 
Executive  Committee  since  1989. 
He  was  chair  of  the  SMS  Federal 
Legislative  Policy  Committee  from 
1977-1985,  and  a member  of  the 
Commission  on  Governmental  Af- 
fairs from  1978-1985.  He  served  as 
the  delegate  to  the  House  of  Del- 
egates, Family  Practice  Section, 
and  chair  of  the  Physicians  Alliance 
Commission  from  1985  through 

1989.  Dr  Purtell  served  on  the  Ref- 
erence Committee  on  National  Is- 
sues at  the  House  of  Delegates  in 
1980-1982.  He  has  been  a member 
of  the  Nominating  Committee 


Robert  F.  Purtell,  Jr.,  MD 


since  1986,  serving  as  chair  in  1989- 

1990.  Dr  Purtell  has  been  active  in 
the  Wisconsin  Academy  of  Family 
Physicians.  He  served  as  president 
of  the  Milwaukee  County  Medical 
Society  in  1992-1993,  and  has  been 
an  alternate  delegate  to  the  AMA 
since  1990.  He  was  president  and 
chair  of  the  board  of  directors  of 
PrimeCare  Health  Plan  of  Wiscon- 
sin from  1982  through  1986.  Dr 
Purtell  graduated  from  Marquette 
University  in  1961  and  served  his 
internship  at  Misericordia  Hospi- 
tal in  Milwaukee,  and  his  residency 
at  St  Joseph's  Hospital  in  Milwau- 
kee. 

Richard  G.  Roberts,  MD,  JD 

Nominated  for  alternate  delegate 
to  the  AMA  for  1996  and  1997 

Aboard-certified  family  physician. 
Dr  Roberts  is  a professor  in  the 
Department  of  Family  Medicine  at 
the  University  of  Wisconsin  Medi- 
cal School  and  practices  family 
medicine  in  Belleville.  He  is  on  the 
medical  staff  of  St  Mary's  Hospital 
Medical  Center,  University  of  Wis- 
consin Hospitals  and  Meriter  Hos- 
pital, all  in  Madison.  Dr  Roberts 
graduated  from  George  Washing- 
ton University  Medical  School  in 
Washington,  DC,  in  1980. 


Richard  G.  Roberts,  MD,  JD 


Dr  Roberts  has  served  on  the 
board  of  directors  for  the  medical 
society  since  1987.  He  was  first 
elected  as  speaker  of  the  SMS 
House  of  Delegates  in  1987  and 
served  through  1993.  He  is  vice 
speaker  of  the  American  Academy 
of  Family  Physicians  and  has 
served  on  numerous  AAFP  com- 
mittees. Dr  Roberts  is  a past  presi- 
dent of  the  Wisconsin  Academy  of 
Family  Physicians.  He  is  a director 
for  the  Wisconsin  Institute  of  Fam- 
ily Medicine,  UW  Medical  Founda- 
tion, and  Physicians  Insurance 
Company  of  Wisconsin;  is  a past 
member  of  the  joint  Commission 
on  the  Accreditation  of  Health  Care 
Organizations  task  force  on  clini- 
cal indicators  and  obstetrics;  and 
currently  serves  on  the  Health  Care 
Quality  Improvement  Initiative 
Steering  Committee  for  the  Wis- 
consin Peer  Review  Organization. 

Dr  Roberts  served  recently  on 
the  Legislative  Special  Council  on 
School  Health  Services  and  the 
Governor's  Task  Force  on  Aca- 
demic Medical  Center  Costs.  Na- 
tionally, Dr  Roberts  is  a member  of 
the  Prostate  Health  Council  and 
the  Medical  Advisory  Panel  of  the 
Blue  Cross  and  Blue  Shield  Tech- 
nology Evaluation  Board. ❖ 
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1996  Medicare  Part  B changes  summarized 

Anne  Bicha,  SMS  policy  analyst,  and  Tamara  Larson,  SMS  Medicare  Part  B consultant 


As  a service  to  SMS  members,  the  following 
are  recent  changes  to  the  Medicare  pro- 
gram: revisions  to  payment  policies  and  adjust- 
ments to  the  relative  value  units  under  the  physi- 
cian fee  schedule  for  calendar  year  1996.  The 
changes  are  summarized  from  the  Federal  Register, 
Dec  8, 1995. 


1996  CONVERSION  FACTORS 


(These  factors  may  be  modified  upon  passage 
of  a budget  agreement.) 


Service 

1995  CF 

Adjustment 

1996  CF 

Surgical  Services 

$39,447 

3.8% 

$40.7986 

Primary  Care 

$36,382 

-2.3% 

$35.4173 

Other  Services 

$34,616 

0.4% 

$34.6293 

! conversion  factors 

(CF)for 

1996  have  been 

adjusted  by 

uniform  adjustment  factor  of  .9964,  which  results  in  a uni- 
form reduction  of  .36  to  the  CFsfor  all  services.  In  the  past, 
the  adjustments  were  made  to  the  relative  value  units.  In  ad- 
dition to  this  reduction,  the  CFs  were  adjusted  as  shown  above. 

Anesthesia  payment  is  equal  to  the  sum  of  the  base  and 
time  units  for  the  service  multiplied  by  a geographically  ad- 
justed anesthesia-specific  conversion  factor.  The  1996  CF  is 
$15.28. 


1996  PERFORMANCE  STANDARDS 

(MVPS) 

Surgical  Services 

-.5% 

Primary  Care 

9.3% 

Other  Services 

.6% 

Beginning  with  fiscal  year  1996,  HCFA  will  use  category- 
specific  (i.e.,  surgical  services,  primary  care  services,  etc.)  vol- 
ume and  intensity  growth  allowances  in  calculating  the 
MVPS.  The  resulting  redistribution  of  the  MVPS  calcula- 
tion is  budget-neutral. 

To  date,  HCFA  had  used  an  estimate  of  the  average  annual 
percentage  growth  in  the  VI  of  all  physician  services.  This 
means  that  targets  for  surgery,  nonsurgery  and  primary  care 
were  based  on  trends  profession-wide,  rather  than  surgery  be- 
ing based  on  surgical  trends,  primary  care  based  on  primary 
care  trends,  and  so  on. 

PAYMENT  POLICY  REVISIONS 
Bundling  and  coding  issues 

• HCFA  will  bundle  saline,  antiemetic,  or  any 
other  nonchemotherapy  drugs  (CPT  codes  90780 
and  90781)  when  these  drugs  are  administered 
at  the  same  time  as  chemotherapy  infusion  (CPT 
codes  96410,  96412  or  96414).  HCFA  will  pay 


for  those  drugs  when  they  are  administered  on 
the  same  day  sequentially  to,  rather  than  at  the 
same  time,  as  chemotherapy  infusion.  Physi- 
cians should  use  the  new  modifier  GB  to  indi- 
cate that  the  codes  are  provided  sequentially. 

• The  status  indicator  for  CPT-4  codes  90825 
(evaluation  of  psychiatric  records  and  reports) 
and  90887  (family  counseling  services)  is 
changed  to  "B"  to  show  that  payment  for  these 
codes  is  bundled  into  the  payment  for  other  psy- 
chiatric services,  and  separate  payment  is  not 
allowed. 

• CPT-4  codes  92352,  92353,  92354,  92355,  92358 
and  92371  now  have  a “B"  status  indicator  to 
show  that  payment  for  these  codes  is  bundled 
into  the  payment  for  the  spectacles. 

• HCPCS  will  eliminate  codes  M0005-M0008  and 
H5300  for  physical  therapy  and  occupational 
therapy  services  and  redistribute  the  RVUs 
across  CPT  codes  97010  through  97799  under  the 
Physical  Medicine  section. 

• HCFA  proposed  to  establish  RVUs  for  maxillo- 
facial prosthetic  services  (codes  21079-21087, 
G0020  and  G0021).  Currently,  these  codes  are 
priced  manually  by  each  Medicare  carrier.  In 
HCFA's  final  decision,  they  are  replacing  codes 
G0020  and  G0021  with  CPT-4  codes  21076  and 
21077,  respectively.  This  is  due  to  the  fact  that 
these  new  CPT-4  codes  describe  the  same  ser- 
vices as  the  HCPCS  codes,  the  assigned  RVUs 
will  not  change.  Therefore,  the  proposed  rela- 
tive values  for  G0020  and  G0021  are  accepted  as 
final  but  are  assigned  to  CPT  codes  21076  and 
21077.  G0020  and  G0021  are  deleted  effective 
Jan  1,  1996. 

The  work  RVUs  that  HCFA  has  assigned  were 
developed  by  the  American  Academy  of  Maxil- 
lofacial Prosthetics.  The  practice  expense  and 
malpractice  expense  RVUs  were  imputed  by 
HCFA  based  on  practice  cost  shares  provided 
by  the  American  Association  of  Oral  and  Maxil- 
lofacial Surgeons.  The  practice  and  malpractice 
expense  RVUs  proposed  are  54.7  and  4.4,  respec- 
tively. 

Emergency  room  tests 

For  x-rays  and  EKGs  taken  in  the  emergency  room, 

HCFA  will: 

• Allow  Medicare  carriers  to  pay  separately  for 
only  one  interpretation  of  an  EKG  or  x-ray  pro- 

Continued  on  next  page 
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cedure  furnished  in  the  ER.  However,  there  is  a 
provision  for  an  additional  interpretation  under 
unusual  circumstances  such  as  a questionable 
finding  for  which  the  physician  performing  the 
initial  interpretation  believes  another 
physician's  expertise  is  needed. 

• Include  a requirement  with  the  radiology  sec- 
tion of  the  carriers  manual  that  the  professional 
component  of  a diagnostic  procedure  furnished 
to  a beneficiary  in  a hospital  includes  an  inter- 
pretation and  report  for  inclusion  in  the 
beneficiary's  medical  record  maintained  by  the 
hospital. 

• Distinguish  between  an  "interpretation  and  re- 
port" of  an  x-ray  or  an  EKG  procedure  and  a 
"review"  of  the  procedure.  An  interpretation 
and  report  is  separately  payable  by  the  carrier. 
A review  of  the  findings  of  these  procedures 
without  a written  report,  does  not  meet  the  con- 
ditions for  separate  payment  of  the  service  since 
the  review  is  already  included  in  the  ER  visit 
payment. 

• Instruct  the  carriers  in  the  case  of  multiple  bill- 
ings to  adopt  the  following  procedures: 

- End  the  policy  of  considering  physician  spe- 


FAMILY  PRACTITIONER... 

Want  to  share  call  with  11  other  Family  Practitio- 
ners and  live  in  the  Brainerd  Lakes  Area?  Imme- 
diate opening  available  at  Brainerd  Medical  Cen- 
ter. 

Brainerd  Medical  Center,  PA 

• 30  physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000 
people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local 
hospital  - St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Less  than  2-1/2  hours  from  the  Twin  Cities, 
Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Call  Collect  to  Administrator: 
Curt  Nielsen 

(218)  828-7105  or  (218)  829-4901 
2024  South  6th  Street 
Brainerd,  MN  56401 


cialty  to  be  the  prime  consideration  in  deter- 
mining which  interpretation  and  report  to 
pay  regardless  of  when  the  service  is  per- 
formed. 

- Pay  for  the  interpretation  and  report  that  di- 
rectly contributed  to  the  diagnosis  and  treat- 
ment of  the  patient. 

- Pay  for  the  interpretation  billed  by  the  cardi- 
ologist or  radiologist  if  the  interpretation  of 
the  procedure  is  performed  at  the  same  time 
with  the  diagnosis  and  treatment  of  the  ben- 
eficiary. This  may  be  a verbal  report  conveyed 
to  the  treating  physician  that  will  be  written 
in  a report  at  a later  time. 

• Minimize  the  carrier's  need  to  make  decisions 

about  which  claim  to  pay  when  multiple  claims 

for  the  interpretation  and  report  of  the  same  pro- 
cedure are  received  by: 

- encouraging  hospitals  to  work  with  their 
medical  staffs  to  ensure  that  only  one  claim 
per  interpretation  is  submitted; 

- advising  hospitals  that  if  they  allow  a physi- 
cian to  perform  and  bill  for  a medically  nec- 
essary service  (the  interpretation  and  report) 
in  an  ER  and  permit  another  physician  to 
perform  and  bill  for  the  same  service,  the 
Medicare  carrier  will  not  pay  two  claims; 

- advising  hospitals  that  the  Medicare  carrier 
may  determine  that  the  hospital's  "official  in- 
terpretation" is  for  quality  control  and  liabil- 
ity purposes  only  and  is  a service  to  the  hos- 
pital rather  than  to  an  individual  beneficiary; 
and, 

- advising  hospitals  that  Medicare  fiscal  inter- 
mediaries consider  costs  incurred  for  quality 
control  activities  in  determining  payments  to 
hospitals. 

- Pay  the  claim  when  the  Medicare  carrier  re- 
ceives only  one  claim  for  an  interpretation 
and  the  procedure  is  reasonable  and  neces- 
sary. HCFA  will  presume  that  the  one  ser- 
vice billed  was  a service  to  the  individual 
beneficiary  and  not  a quality  control  measure. 

Site-of-service 

HCFA  will  extend  the  site-of-service  payment  dif- 
ferential to  office-based  services  on  the  ASC  list  if 
those  services  are  performed  in  an  ASC  or  in  a hos- 
pital setting.  When  a service  that  is  not  on  the  ASC 
list  is  performed  in  an  ASC,  however,  the  site-of- 
service  differential  will  not  apply-  Addendum  E 
provides  the  site-of-service  list  for  1996. 

Teaching  physicians 

For  the  services  of  teaching  physicians,  HCFA  has: 

• Changed  the  attending  physician  criteria  to  ren- 
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der  it  more  flexible  in  terms  of  the  individual 
teaching  physician.  An  individual  physician 
may  serve  as  the  responsible  physician  for  a 
particular  service  while  ensuring  that  a physi- 
cian is  present  during  the  "key"  portion  of  each 
service  payable  by  the  carrier.  However,  in  some 
instances,  HCFA  recognizes  that  the  physical 
presence  requirement  would  be  inherently  in- 
compatible with  the  nature  of  certain  residency 
programs. 

HCFA  has  decided  to  establish  an  exception 
to  the  physician  presence  requirement  for  cer- 
tain evaluation  and  management  services  fur- 
nished in  certain  centers  within  the  context  of 
certain  types  of  residency  training  programs. 
Under  the  exception,  carriers  may  make  physi- 
cian fee  schedule  payment  for  reasonable  and 
necessary  low  to  mid -level  evaluation  and  man- 
agement services  when  furnished  by  a resident 
without  the  presence  of  a teaching  physician  if 
all  of  the  following  conditions  are  met: 

Services  must  he  furnished  in  a center  located 
in  the  outpatient  department  of  a hospital  or  an- 
other ambulatory  care  entity  in  which  the  time 
spent  by  residents  in  patient  care  activities  is  in- 
cluded in  determining  intermediary  payments 
to  a hospital. 

Any  resident  furnishing  the  service  without  the 
presence  of  a teaching  physician  must  have  com- 
pleted more  than  6 months  of  an  approved  resi- 
dency program.  The  center  is  responsible  for 
furnishing  this  information  to  the  carrier.  The 
family  practice  groups  recommended  the  6- 
month  requirement,  and  HCFA  believes  it  is  an 
appropriate  safeguard. 

The  teaching  physician  may  not  supervise  more 
than  4 residents  at  any  given  time  and  must  di- 
rect the  care  from  such  proximity  as  to  consti- 
tute immediate  availability.  The  teaching  phy- 
sician must: 

- have  no  other  responsibilities  at  the  time  of 
the  service  for  which  payment  is  sought; 

- assume  management  responsibility  for  those 
beneficiaries  seen  by  the  residents; 

- ensure  that  the  services  furnished  are  appro- 
priate; 

- review  with  each  resident  during  or  imme- 
diately after  each  visit,  the  beneficiary's  medi- 
cal history,  physical  examination,  diagnosis, 
and  record  of  tests  and  therapies;  and, 

- document  the  extent  of  his  or  her  own  par- 
ticipation in  the  review  and  direction  of  the 
services  furnished  to  each  beneficiary. 

- The  patients  seen  must  be  an  identifiable 
group  of  individuals  who  consider  the  cen- 
ter to  be  the  continuing  source  of  their  health 


care  and  in  which  services  are  furnished  by 
residents  under  the  medical  direction  of 
teaching  physicians.  The  residents  must  gen- 
erally follow  the  same  group  of  patients 
throughout  the  course  of  their  residency  pro- 
gram. HCFA  is  not  requiring  that  the  teach- 
ing physicians  remain  the  same  over  any  pe- 
riod of  time. 

• The  range  of  services  furnished  by  residents  in- 
cludes: 

- Acute  care  for  undifferentiated  problems  or 
chronic  care  for  ongoing  conditions. 

- Coordination  of  care  furnished  by  other  phy- 
sicians and  providers. 

- Comprehensive  care  not  limited  by  organ  sys- 
tem, diagnosis,  or  gender 

HCFA  believes  that  the  types  of  GME  programs 
most  likely  to  qualify  for  this  exception  include: 
family  practice  and  some  programs  in  general  in- 
ternal medicine,  geriatrics,  and  pediatrics. 

• The  center  must  be  located  in  a setting  in  which 
the  resident's  time  is  included  in  the  full-time 
equivalency  count  used  by  the  intermediary  to 
make  direct  GME  payments  to  a hospital  for  ser- 
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vices  of  residents  in  that  setting.  In  a freestand- 
ing setting  in  which  residents  are  not  counted 
for  the  purpose  of  making  these  payments,  the 
services  of  licensed  residents  are  already  cov- 
ered as  physician  services. 

This  exception  to  the  teaching  physician  pres- 
ence applies  only  to  specific  low-  and  mid-level 
evaluation  and  management  codes  for  office  or 
other  outpatient  visits  for  both  new  and  established 
patients.  The  established  patient  codes  to  which 
the  exception  applies  are  CPT  codes  99211,  99212, 
and  99213  (and  their  successor  codes).  New  pa- 
tient codes  to  which  the  exception  applies  are  CPT 
codes  99201,  99202,  and  99203  (and  their  successor 
codes).  The  teaching  physician  must  be  present 
for  higher  level  evaluation  and  management  codes 
and  all  invasive  procedures. 

• For  surgery  or  dangerous/ complex  procedures, 
the  teaching  physician  must  be  present  during 
all  critical  portions  of  the  procedure,  and  must 
be  immediately  available  to  furnish  services 
during  the  entire  service/procedure.  The  physi- 
cal presence  requirement  would  not  be  met 
when  the  presence  of  the  teaching  physician  is 
required  in  two  places  for  concurrent  major  sur- 
geries. The  teaching  physician's  presence  in  in- 
dividual procedures  must  be  documented  in  the 
operative  note  showing  beginning  and  ending 
times.  For  minor  procedures  such  as 
endoscopies,  the  teaching  physician  must  be 
present  during  the  viewing  in  order  to  receive 
reimbursement.  A discussion  of  the  findings 
with  the  resident  would  not  be  sufficient.  How- 
ever, with  a diagnostic  procedure  such  as  an  x- 
ray,  the  teaching  physician  would  not  be  ex- 
pected to  be  present  during  the  performance  of 
the  test,  and  could  bill  for  an  interpretation  by 
reviewing  the  film  with  the  resident  (or  by  per- 
forming an  independent  interpretation). 

• In  the  case  of  evaluation  and  management  ser- 
vices (visits,  consults),  the  appropriate  payment 
level  billed  must  reflect  the  extent  and  complex- 
ity of  the  service,  if  the  service  was  fully  fur- 
nished by  the  teaching  physician.  For  example, 
if  the  medical  decision-making  in  an  individual 
service  is  highly  complex  for  an  inexperienced 
resident,  but  straightforward  to  the  teaching 
physician,  payment  is  made  at  the  lower  pay- 
ment level  reflecting  the  involvement  of  the 
teaching  physician.  HCFA  will  allow  the  teach- 
ing physician  to  decide  if  he  or  she  needs  to  pro- 
vide hands-on  care  in  addition  to  the  services  of 
the  resident.  However,  in  the  case  of  hospital 
inpatient  and  outpatient  evaluation  and  man- 
agement services,  the  teaching  physician  must 


be  present  during  the  key  portion  of  the  visit. 

• The  presence  of  the  physician  during  the  ser- 
vice or  procedure  must  be  documented  in  the 
medical  record.  This  eliminates  the  requirement 
that  the  attending  physician  personally  exam- 
ine the  patient,  and  leaves  the  decision  to  the 
teaching  physician  as  to  whether  he  or  she 
should  perform  an  exam  in  addition  to  the 
resident's  exam  based  on  medical  and  risk  man- 
agement consideration,  rather  than  Medicare 
payment  rules. 

• Services  of  teaching  physicians  that  involve  the 
supervision  of  residents  in  the  care  of  patients 
are  payable  under  the  physician  fee  schedule 
only  if  the  teaching  physician  is  present  during 
the  key  portion  of  the  service.  If  a physician  is 
engaged  in  such  activities  as  discussions  of  the 
patient's  treatment  with  a resident  but  is  not 
present  during  any  portion  of  the  session  with 
the  patient,  HCFA  believes  that  the  supervisory 
service  furnished  is  a teaching  service  as  distin- 
guished from  a physician  service  to  the  patient. 

• With  respect  to  psychiatric  services  (including 
evaluation  and  management  services)  furnished 
under  an  approved  psychiatric  GME  program, 
the  teaching  physician  would  be  considered  to 
be  "present"  (during  each  visit  for  which  pay- 
ment is  sought)  as  long  as  the  teaching  physi- 
cian observes  the  visit  through  visual  devices 
(one-way  mirror  or  video  equipment)  and  meets 
with  the  patient  after  the  visit. 

Transportation  services 

HCFA  will  preclude  separate  payment  for  the 

transportation  of  diagnostic  equipment  except  un- 
der the  following  circumstances: 

• Transportation  services  billed  under  HCPCS 
codes  R0070,  R0075,  or  R0076  in  connection  with 
services  furnished  by  approved  suppliers  of  por- 
table x-ray  services  as  set  forth  in  section  2070.4 
of  the  Medicare  Carriers  Manual. 

• Transportation  services  billed  by  an  independent 
physiological  laboratory  under  HCPCS  code 
R0076  in  connection  with  the  provision  of  the 
CPT  codes  93000  or  93005  (a  12-lead  EKG  with 
interpretation  and  report  or  a 12-lead  EKG,  trac- 
ing only,  without  interpretation  and  report,  re- 
spectively) furnished  under  the  conditions  set 
forth  in  section  2070. 1G  of  the  Medicare  Carri- 
ers Manual. 

• Transportation  services  billed  on  a "by  report" 
basis  under  CPT  code  99082  (unusual  travel)  if 
a physician  submits  documentation  to  justify 
"very  unusual"  travel  as  set  forth  in  section 
15026  of  the  Medicare  Carriers  Manual. 

• Payment  for  expenses  associated  with  the  trans- 
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portation  of  diagnostic  equipment  under  con- 
ditions that  do  not  meet  any  of  the  above  crite- 
ria is  included  in  the  practice  expense  RVUs  as- 
signed to  the  service  or  procedure  and  is  not 
separately  payable. 

Mammographies 

HCFA  is  expanding  the  definition  of  "diagnostic" 

mammography  to  include: 

• A revision  of  the  term  "a  personal  history  of  bi- 
opsy-proven breast  disease"  to  read  "a  personal 
history  of  breast  cancer  or  a personal  history  of 
biopsy-proven  benign  breast  disease." 

• HCFA  will  not  change  the  definition  of  "screen- 
ing" mammography  so  that  patients  with  a per- 
sonal history  of  breast  cancer  can  be  considered 
candidates  for  the  screening  exam,  if  they  and 
their  physician  decide  that  it  is  appropriate. 

Anesthesia 

• HCFA  has  revised  §414.46  to  clarify  the  policy 
of  not  allowing  modifier  units  in  determining 
payment  for  physician  anesthesia  services.  This 
policy  was  misinterpreted  by  some  administra- 
tive law  judges.  This  clarification  is  an  inter- 


pretative change  and  does  not  require  prior  no- 
tice and  comment.  Comments,  however,  will 
be  accepted. 

• HCFA  will  apply  the  medical  direction  payment 
policy  to  a procedure  involving  both  the  physi- 
cian and  an  (one)  anesthetist.  Currently,  Medi- 
care will  only  reimburse  the  physician  in  cases 
where  he  or  she  is  medically  directing  one  anes- 
thetist. This  change  is  slated  for  implementa- 
tion on  Jan  1, 1998. 

RVUs 

• Table  1 of  the  Dec  8,  1995,  Federal  Register  lists 
the  CPT  codes  that  were  interim  work  RVUs  for 
1995  that  were  listed  in  last  year's  final  rule  Ad- 
dendum C for  public  comment.  HCFA's  recom- 
mended work  RVU,  the  requested  work  RVU 
and  the  final  decision  (1996  RVU)  are  included. 

• Table  2 of  the  Dec  8,  1995,  Federal  Register  lists 
the  interim  work  RVUs  on  CPT  codes  that  will 
be  new  or  revised  in  1996  for  which  HCFA  re- 
ceived recommendations. 

• All  work  RVUs  included  in  the  December  1994 
final  rule  were  subject  to  comment  as  part  of  the 
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five-year  refinement  of  relative  value  units. 
Comments  on  approximately  700  CPT  codes 
were  forwarded  to  the  RUC  committee.  Pro- 
posed changes  will  be  published  in  the  Federal 
Register  in  early  1996. 

• The  technical  amendments  signed  Oct  31, 1994, 
requires  the  Secretary  to  develop  methodology 
for  a resource-based  system  for  determining 
practice  expense  (PE)  RVUs  for  each  physician 
service.  Currently,  PE  RVUs  are  derived  from 
historical  allowed  charge  data. 

The  contract  for  developing  this  system  was 
awarded  by  HCFA  on  March  31,  1995,  to  Abt 
Associates.  The  contract  outlined  the  following 
schedule  of  completion  of  certain  activities: 

- data  collection  and  delivery  completed  by 
June  1996 

- report  on  analysis  by  Sept  1996 

- proposed  rule  in  Federal  Register,  spring  1997 

- final  rule  in  Federal  Register,  fall  1997 

- implementation  Jan  1, 1998 

• Addendum  B of  the  final  rule  provides  the  rela- 
tive value  units  for  the  CPT  codes  for  the  work, 
practice  expense  and  malpractice  components. 


• Addendum  C of  the  final  rule  provides  CPT 
codes  with  interim  RVUs.  Comments  must  be 
received  by  Feb  6, 1996,  for  changes  to  be  made 
effective  Jan  1, 1997. 

• Addendum  D lists  the  geographic  practice  cost 
indices  by  Medicare  carrier  and  locality. 

• Addendum  E lists  the  CPT  codes  that  are  sub- 
ject to  the  site-of-service  differential. ❖ 


To  order  copies  of  the  Federal  Register,  send 
your  address  and  $20  plus  state  and  local 
taxes  to  Merry  Earll  at  the  SMS.  Written  cop- 
ies are  also  available  for  $8  from  New  Orders, 
Superintendent  of  Documents,  P.O.  Box 
371954,  Pittsburgh,  PA  15250-7954.  Specify 
stock  number  069-001-00090-4.  The  number 
for  credit  card  orders  is  (202)  512-1800  or  fax 
(202)  512-2250.  High  density  3.5  inch  dis- 
kettes (file  format  ASCII,  Lotus  123  and 
WordPerfect  5.1)  are  available  for  $20  through 
the  Superintendent  of  Documents,  Attention: 
Electronic  Products,  P.O.  Box  37082,  Washing- 
ton D.C.  20013-7082,  by  credit  card  at  (202) 
512-1530  or  fax  (202)  512-1262.4- 
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Grant  to  improve  health  care  access  in  Rock  County 

Martha  Gaie,  SMS  Communications  intern 


David  Murdy,  MD,  is  a man 
with  a mission:  to  improve 
access  to  health  care  for  medically 
needy  residents  of  Rock  County 
while  simultaneously  enhancing 
the  bottom  line  of  the  area  provid- 
ers. An  intriguing  idea,  but  can  it 
be  done? 

The  Robert  Wood  Johnson 
Foundation  is  confident  that  it  can; 
it  recently  approved  Murdy's  pro- 
posal for  a 1-year,  $100,000  plan- 
ning grant  to  carry  out  the  Rock 
County  Physicians  Reach-Out  Ini- 
tiative. The  project,  headed  by  Dr 
Murdy,  a general  internist  with  the 
Riverview/Dean  Medical  Center 
in  Janesville,  is  one  of  40  projects 
nationwide  to  coordinate  physi- 
cian efforts  to  expand  access  to  the 
medically  underserved. 

Murdy,  an  intense,  self-assured 
physician  with  an  MBA  from  the 
University  of  Chicago,  says  there's 
a better  way  to  use  existing  re- 
sources to  continue  to  provide 
these  services  while  fostering  a 
healthier  doctor-patient  relation- 
ship and  decreasing  bad  debt  at  the 
same  time. 

The  problem 

In  a nutshell,  the  problem  is  how 
to  increase  access  to  health  care  for 
the  medically  needy.  But  just  who 
are  the  medically  needy?  They  are 
people  whose  employers  do  not 
provide  health  insurance  and  who 
don't  have  the  money  to  pay  for 
regular  health  insurance  or  the  tra- 
ditional fee-for-service  care.  As  a 
result,  this  group  tends  to  use 
health  care  services  only  when  in- 
dividuals feel  they  absolutely 
must.  Often,  the  medically  needy 
delay  seeking  treatment  until  their 
conditions  have  become  emergen- 
cies. 

"Let's  say  I potentially  have  a 
ruptured  appendix,"  says  Murdy. 
"Am  I going  to  not  feed  my  family 


for  the  next  2 months  or  am  I go- 
ing to  go  into  the  hospital  and  have 
my  appendix  taken  out?  Maybe  I'll 
take  my  chances  and  see  if  I get 
better.  That's  (people  who  see 
themselves  in  this  dilemma)  who 
we're  trying  to  direct  this  at  and 
that's  the  kind  of  circumstance  that 
brought  this  to  our  attention." 

Currently,  patients  without 
health  insurance  usually  know 
medical  care  is  available  to  them, 
but  they  don't  necessarily  know 
how  to  get  care  under  non-emer- 
gency conditions.  So,  they  tend  to 
wait.  This  wait-and-see  approach, 
as  physicians  know,  often  results  in 
a worsened  condition  that  requires 
more  extensive  and  expensive 
treatment. 

But  even  people  who  take  all  the 
right  steps  in  getting  treatment  are 
not  necessarily  able  to  get  what 
they  need  because  of  lack  of  afford- 
able health  insurance  or  lack  of 
provider  flexibility  in  payment 
options.  Murdy  relates  the  story  of 
a near  disaster  of  a few  years  ago 
when  a 7-year-old  Beloit  boy  was 
bitten  by  a dog  suspected  of  rabies. 

If  the  rabies  vaccine  was  not 
promptly  administered,  the  child 
could  have  died  a horrible,  prema- 
ture death.  His  parents  were  both 
employed,  but  had  no  insurance 
provided  by  their  employers  to 
cover  the  $1000  vaccine  and  were 
unable  to  come  up  with  the  lump 
sum  to  pay  for  the  vaccine.  Because 
they  had  jobs,  no  public  assistance 
was  available  to  them. 

Ultimately,  the  Rock  County 
Medical  Society  was  contacted  for 
help  and  Dr  Murdy,  then  its  presi- 
dent, agreed  to  pay  for  the  vaccine. 
"No  one  would  want  to  explain 
why  a 7-year-old,  who  got  atten- 
tion in  time,  died  of  rabies.  There's 
usually  something  like  one  rabies 
death  a year,"  he  explains.  "And 
it's  usually  someone  who  doesn't 


Murdy's  proposal  was  initially  rejected, 
then  approved  a year  later  with  minor 
modifications.  While  the  grant  process  re- 
quires that  he  reapply  for  funding  for 
project  years  two  and  three,  he's  confident 
that  the  money  to  implement  the  plan  will 
come,  now  that  the  first  year  of  the  plan 
has  been  funded. 


seek  care  in  time  to  treat  it,  not  a 
situation  like  this  where  the  fam- 
ily did  all  the  right  things." 

Murdy  says  that  the  provider 
could  have  absorbed  much  of  this 
cost,  or  the  parents  could  have 
made  payments,  but  no  mecha- 
nism was  in  place  to  work  with 
them. 

In  another  case,  a young  woman 
became  anemic  following  a home 
birth.  She  had  been  unable  to  get 
prenatal  care  because  she  had  ac- 
count balances  with  two  clinics  and 
failed  to  mention  that  she  was 
pregnant  when  she  tried  (unsuc- 
cessfully) to  make  appointments. 
Murdy  noted  that  a standard 
screening  process  would  have 
caught  a situation  like  this  and 
could  have  helped  her  get  the  pre- 
natal care  and  postpartum  follow- 
Continued  on  next  page 
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Continued  from  preceding  page 
up  she  needed,  regardless  of  her 
ability  to  pay.  If  providing  this  ser- 
vice results  in  preventing  just  one 
baby's  low  birth  weight,  it  could 
potentially  save  area  providers 
thousands  of  dollars  of  bad  debt 
while  improving  the  quality  of  life 
for  both  the  mother  and  the  baby. 

One  of  the  main  objectives  of  the 
Rock  County  initiative  is  to  orient 
people  with  little  money  or  health 
insurance  to  the  health  care  system 
as  a whole,  not  just  to  the  ER,  so 
they  learn  how  to  use  the  system 
in  a more  efficient,  cost-effective 
manner. 

The  plan  is  designed  to  benefit 
those  who  fall  through  the  cracks 
of  the  current  system  due  to  barri- 
ers to  access  in  the  health  care  sys- 
tem. One  goal  of  the  project  is  to 
identify  those  who  qualify  for 
Medicaid  and  don't  know  it;  these 
individuals  can  immediately  be 
referred  to  social  services.  Those 
who  are  not  eligible  for  Medicaid 
due  to  income  (up  to  200%  of  fed- 
eral poverty  level)  but  still  lack 
adequate  health  coverage  will  re- 
ceive discounted  care  for  specific 
episodes  of  illness  on  a sliding  fee 
scale.  "It's  not  that  much  different 
from  what  we  all  say  we  do," 
Murdy  claims.  "We're  trying  to 
eliminate  that  uncertainty  in  the 
community  about  how  they'll  be 
treated." 

But  Murdy  is  also  quick  to  ac- 
knowledge that  the  project  coordi- 
nators need  to  learn  more  about 


this  patient  population.  They  will 
be  conducting  market  research  on 
this  group,  "like  you  would  on  any 
other  clientele,"  Murdy  said.  They 
plan  to  use  existing  records  to  iden- 
tify their  various  barriers  to  care 
and  other  aspects  of  the  problem, 
like  how  they're  treated  in  terms 
of  customer  service,  what  their 
problems  are  getting  appoint- 
ments, and  what  problems  occur 
after  the  appointment  and  follow- 
up. He  admits  that  the  physicians 
themselves  need  an  education  as 
to  who  the  underserved  are  and 
what  are  the  barriers  to  their  care. 
"Through  our  ignorance  we  have 
missed  opportunities  to  improve 
what  we're  doing  with  these  pa- 
tients and  make  [the  process]  more 
efficient." 

A solution 

"The  doctors  in  this  community  al- 
ready provide  millions  of  dollars 
of  care  that  is  never  compensated 
for,"  says  Murdy,  explaining  that 
physicians  bill  the  medically  needy 
client,  knowing  they  will  probably 
not  collect,  then  write  it  off  as  bad 
debt.  This  less-than-perfect  ap- 
proach of  billing  patients  (who  are 
clearly  unable  to  pay)  creates  an 
adversarial  relationship  between 
the  doctor  and  the  patient  and  con- 
tributes to  an  atmosphere  of  sus- 
picion and  distrust.  Both  physi- 
cians and  patients  are  frustrated  by 
the  lack  of  options  available  in  the 
current  health  care  system. 


Murdy's  plan  uses  this  annually 
anticipated  bad  debt  as  its  main  re- 
source; the  beauty  of  it  is  that  the 
plan  requires  no  up-front  financial 
commitment.  Its  design  is  fairly 
simple:  Providers  pledge,  for  their 
own  internal  use,  half  of  their  pre- 
vious year's  true  bad  debt  to  pro- 
vide health  care  services  to  indi- 
viduals determined  to  be  medically 
needy  by  the  criteria  they  mutually 
agree  upon.  The  only  real  differ- 
ence between  the  current  system 
and  Murdy's  plan  is  that  the  care 
will  be  provided  up  front.  By  pro- 
viding care  proactively  rather  than 
reactively,  Murdy  said  he  hopes  to 
see  a net  decrease  in  true  bad  debt 
while  improving  the  patients'  ac- 
cess to  health  care  and  general 
health  status.  Ideally,  this  will  give 
providers  the  opportunity  to  build 
patient  trust  and  confidence  in  the 
health  care  system,  so  they  will 
seek  help  when  they  need  it  rather 
than  waiting  until  their  conditions 
deteriorate  to  the  point  where  they 
require  more  extensive  medical  in- 
tervention. 

If  it  works  as  planned,  then  a 
few  years  down  the  road  the  pro- 
viders will  have  eliminated  a sub- 
stantial portion  of  the  bad  debt  that 
has  been  written  off  in  the  past. 
Patients  will  seek  primary  care  and 
therefore  get  their  conditions  dealt 
with  in  a more  timely,  efficient,  and 
effective  manner. 

By  being  more  efficient  about 
treating  this  population,  i.e.  dis- 
couraging expensive  ER  evalua- 
tions and  directing  them  back  into 
primary  care,  indigent  health  care 
becomes  less  costly.  But  perhaps 
more  important  than  the  financial 
benefits,  physicians  have  an  oppor- 
tunity to  build  a relationship  where 
patients  perceive  that  they  have  a 
primary  provider  and  receive  bet- 
ter care  than  they  do  now. 

"Part  of  the  quality  of 
everyone's  medical  care  lies  in  the 
confidence  they  have  in  their  doc- 
tors, their  clinics,  their  hospitals, 
that  is,  their  relationship  with  the 


Rock  County  Physicians  Reach-Out  Initiative 

Phase  1: 

Identify  the  medically  underserved  and  the  systemic 
barriers  they  face. 

Phase  2: 

Eliminate  barriers  and  match  needs  to  existing  medical 
resources. 

Phase  3: 

Develop  screening  services  and  outreach  programs  and 
improve  accessibility  to  medical  care. 

Phase  4: 

Pilot  a program  to  provide  medical  services  to  people 
in  the  gaps. 

Phase  5: 

Measure  the  impact  of  the  pilot  using  two  standards: 
total  number  of  episodes  of  illness  treated,  and  aggre- 
gate increase  or  decrease  in  providers'  bad  debt. 
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medical  system,"  Murdy  asserts. 
"Part  of  their  expectation  is  that 
we're  doing  'the  right  thing'  and  if 
we  can  improve  the  perception  of 
the  community  that  doctors  are  do- 
ing 'the  right  thing,'  we  also  have 
the  chance  to  improve  and  enhance 
the  care  that  everybody  receives.  It 
improves  the  confidence  that  they 
have  in  whomever  they  happen  to 
be  seeking  attention  from.  That  to 
us  is  the  bigger  payoff." 

Implementation 

The  project  is  currently  in  its  pre- 
liminary phase,  working  with  the 
major  area  providers  to  develop  a 
joint  provider  agreement  with  con- 
sistent guidelines  for  participation 
and  client  eligibility.  The  joint  pro- 
vider agreement  is  scheduled  to  be 
implemented  in  the  first  quarter  of 


1996.  The  initiative  recognizes  that 
gateway  practitioners  like  Murdy 
provide  a disproportionate 
amount  of  care  to  this  population, 
which  is  among  many  factors  to  be 
addressed  in  the  provider  negotia- 
tions. He  remains  confident  that  he 
can  facilitate  an  agreement  that  is 
satisfactory  to  all  the  providers;  for 
now,  Murdy's  main  goal  is  to  build 
a trusting  relationship  with  the 
providers  to  combat  the  existing 
skepticism.  "It's  not  going  to  hap- 
pen overnight;  it  will  happen  over 
a few  years,"  acknowledges 
Murdy.  "And  we  have  to  prove 
that  it  works."  He  wants  to  show 
that  the  Rock  County  providers 
"didn't  go  broke  doing  the  right 
thing." 

"Some  will  be  suspicious. 


and  others  will  say  this  program 
isn't  enough,  that  this  isn't  going 
to  solve  everything.  Of  course  it's 
not.  But  it's  something  providers 
can  do  without  being  pushed  or 
legislated,"  asserts  Murdy.  The 
worst  case  scenario  is  that  this  pro- 
gram won't  work.  Then  the  legis- 
lators will  come  up  with  their  so- 
lutions, which  Murdy  argues  are 
usually  very  difficult  to  work  with 
on  a local  level. 

But  Murdy  remains  convinced 
that  his  plan  that  combines  com- 
mon sense  and  compassion  will 
work.  "I  don't  think  it'll  cost  a dime 
more  in  the  long  run.  And  I think 
it'll  do  a lot  to  improve  relations 
with  this  group  of  people.  Be- 
sides," he  says  adamantly,  "it's  the 
right  thing  to  do."*> 


Not  quite.  But  providers  are  discovering  the 
value  of  electronic  data  interchange  (EDI). 
Proservices'  network  for  Wisconsin  providers 
extends  nationally  to  more  than  250  payers 
-including  private  insurance  companies. 
Medicare  and  Medicaid. 

Proservices  is  your  Electronic  Network 

• Consolidating  your  claims  submissions 

• Editing  claims  to  reduce  billing  errors 

• Simplifying  compliance  with  Medicare 

• Speeding  claims  payments 

• Saving  administrative  time  and  money 


And  Proservices  gives  you  access  to  eligibility 
information,  claims  status  updates  and  other 
reports  useful  in  your  daily  office  operation. 
The  Proservices  network  works  easily  with  a 
stand-alone  PC  or  interfacing  with  your  office 
management  system. 

Proservices  is  endorsed  by  the 
State  Medical  Society  of  Wisconsin 

Call  Proservices  at  414-226-5123. 

EDI  for  your  office. 
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Model  guidelines  for  the  roles  and  responsibilities  of 
physician  assistants  and  nurse  practitioners 


Following  are  guidelines  with  regard  to  phy- 
sician assistants  and  nurse  practitioners  de- 
veloped by  the  American  Medical  Association 
Board  of  Trustees  at  the  1995  Annual  Meeting. 
Where  appropriate,  Wisconsin  law  is  referenced. 

Model  guidelines  for  nurse  practitioners 

1.  The  physician  is  responsible  for  the  supervi- 
sion of  nurse  practitioners  and  other  advanced 
practice  nurses  in  all  settings. 

While  the  Wisconsin  nurse  practice  act  and  ad- 
ministrative rules  provide  for  "the  execution 
of  procedures  and  techniques  in  the  treatment 
of  the  sick  under  the  general  or  special  super- 
vision of  a physician"  (Wis.  Stat.  sec.  441.11(4)), 
advanced  practice  nurses  and  nurse  practitio- 
ners who  have  qualified  for  and  received  a cer- 
tificate to  prescribe  can  prescribe  on  an  inde- 
pendent basis.  This  may  affect  the  physician's 
responsibility  for  the  supervision  of  nurse  prac- 
titioners in  all  practice  settings. 

2.  The  physician  is  responsible  for  managing  the 
health  care  of  patients  in  all  practice  settings. 

Independent  prescribing  authority  for  ad- 
vanced practice  nurses  may  affect  the 
physician's  responsibility  for  managing  the 
health  care  of  patients  in  all  practice  settings. 
Advanced  practice  nurses,  including  nurse 
practitioners,  with  independent  prescribing 
authority  are  required  to  collaborate  with  at 
least  one  physician,  but  the  administrative 
rules  with  regard  to  prescribing  loosely  define 
collaboration  and  the  definition  does  not  re- 
quire physician  supervision  of  the  advanced 
practice  nurse  with  prescribing  authority. 

3.  Health  care  services  delivered  in  an  integrated 
practice  must  be  within  the  scope  of  each 
practitioner's  professional  license,  as  defined 
by  state  law. 

4.  In  an  integrated  practice  with  a nurse  practi- 
tioner, the  physician  is  responsible  for  super- 
vising and  coordinating  care  and,  with  the  ap- 
propriate input  of  the  nurse  practitioner,  en- 
suring the  quality  of  health  care  provided  to 
patients. 


Independent  prescribing  authority  for  ad- 
vanced practice  nurses  may  affect  the 
physician's  responsibility  for  supervising  and 
coordinating  care.  Advanced  practice  nurses, 
including  nurse  practitioners,  with  indepen- 
dent prescribing  authority  are  required  to  col- 
laborate with  at  least  one  physician,  but  the 
administrative  rules  with  regard  to  prescrib- 
ing loosely  define  collaboration  and  the  defi- 
nition does  not  require  physician  supervision 
of  the  advanced  practice  nurse  with  prescrib- 
ing authority. 

5.  The  extent  of  involvement  by  the  nurse  practi- 
tioner in  initial  assessment,  and  implementa- 
tion of  treatment  will  depend  on  the  complex- 
ity and  acuity  of  the  patients'  condition  as  de- 
termined by  the  supervising/collaborating 
physician. 

6.  The  role  of  the  nurse  practitioner  in  the  deliv- 
ery of  care  in  an  integrated  practice  should  be 
defined  through  mutually  agreed  upon  writ- 
ten practice  protocols,  job  descriptions,  and 
written  contracts. 

7.  These  practice  protocols  should  delineate  the 
appropriate  involvement  of  the  two  profes- 
sionals in  the  care  of  patients,  based  on  the 
complexity  and  acuity  of  the  patients'  condi- 
tion. 

8.  At  least  one  physician  in  the  integrated  prac- 
tice must  be  immediately  available  at  all  times 
for  supervision  and  consultation  when  needed 
by  the  nurse  practitioner. 

9.  Patients  are  to  be  made  clearly  aware  at  all 
times  whether  they  are  being  cared  for  by  a 
physician  or  a nurse  practitioner. 

10.  In  an  integrated  practice,  there  should  be  a pro- 
fessional and  courteous  relationship  between 
physician  and  nurse  practitioner,  with  mutual 
acknowledgement  of,  and  respect  for  each 
other's  contributions  to  patient  care. 

11.  Physicians  and  nurse  practitioners  should  re- 
view and  document,  on  a regular  basis,  the  care 
of  all  patients  with  whom  the  nurse  practitio- 
ner is  involved.  Physicians  and  nurse  practi- 
tioners must  work  closely  enough  together  to 
become  fully  conversant  with  each  other's 
practice  patterns. 
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Suggested  guidelines  for  physician-physician 
assistant  practice 

1.  The  physician  is  responsible  for  managing  the 
health  care  of  all  patients  in  all  settings. 

2.  Health  care  services  delivered  by  physicians 
and  physician  assistants  must  be  within  the 
scope  of  each  practitioner's  authorized  prac- 
tice as  defined  by  state  law. 

3.  The  physician  is  ultimately  responsible  for  co- 
ordinating and  managing  the  care  of  patients, 
and  with  the  appropriate  input  of  the  physi- 
cian assistant,  ensuring  the  quality  of  health 
care  provided  to  patients. 

4.  The  physician  is  responsible  for  the  supervi- 
sion of  the  physician  assistant  in  all  settings. 

5.  The  role  of  the  physician  assistant  in  the  deliv- 
ery of  care  should  be  defined  through  mutu- 
ally agreed  upon  guidelines  that  are  developed 
by  the  physician  and  the  physician  assistant 
and  based  on  the  physician's  delegatory  style. 


6.  The  physician  must  be  available  for  consulta- 
tion with  the  physician  assistant  at  all  times— 
in  person  or  through  telecommunication  sys- 
tems or  other  means. 

7.  The  extent  of  the  involvement  by  the  physi- 
cian assistant  in  the  assessment  and  implemen- 
tation of  treatment  will  depend  on  the  com- 
plexity and  acuity  of  the  patient's  condition 
and  the  training  and  experience  and  prepara- 
tion of  the  physician  assistant,  as  adjudged  by 
the  physician. 

8.  Patients  should  be  made  clearly  aware  at  all 
times  whether  they  are  being  cared  for  by  a 
physician  or  physician  assistant. 

9.  The  physician  and  physician  assistant  together 
should  review  all  delegated  patient  services  on 
a regular  basis,  as  well  as  the  mutually  agreed 
upon  guidelines  for  practice. 

1 0.  The  physician  is  responsible  for  clarifying  and 
familiarizing  the  physician  assistant  with  his/ 
her  supervising  methods  and  style  of  delegat- 
ing patient  care  .❖ 


Lock  in  Low  Financing  Rates 
until  the  year  2016! 
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Annual  Percentage  Rate 


Owner/User  Commercial  Real  Estate  - Fixed  Rate  20-  Year  Loans 
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Your  financial  fitness 

How  much  life  insurance  do  you  need? 

Michael  J.  Dolan,  CLU,  ChFC,  Madison 


You  work  hard  to  provide  for 
your  family  during  your 
lifetime.  With  life  insurance  you 
can  continue  to  provide  for  them 
after  your  death.  But  how  much 
life  insurance  do  you  need?  The 
answer  depends  on  your  indi- 
vidual circumstances. 

It  isn't  enough  to  look  at 
whether  you're  single  or  married, 
childless  or  a parent.  You  may  be 
single,  supporting  no  one  but  your- 
self. Or  you  may  be  single,  sup- 
porting an  elderly  father  or  mother. 
You  may  have  several  children,  but 
also  have  two  incomes  and  consid- 
erable net  worth.  Or  you  may  have 
several  children,  be  independent 
on  one  income  and  have  few  back- 
up resources. 

Before  you  purchase  life  insur- 
ance, therefore,  these  are  the  things 
to  consider: 

• The  extent  of  your  financial  re- 
sponsibilities to  other  people. 

These  responsibilities  will 
change  over  time.  For  example, 
children  grow  up  and  become 
self-supporting.  While  they  are 
small,  and  require  full-time  care, 
you  may  want  to  aim  at  provid- 
ing three-quarters  of  current 


Dolan  is  vice  president  and  chief  oper- 
ating officer  of  SMS  Insurance  Services 
and  a member  of  the  National  Asso- 
ciation of  Life  Underwriters. 


family  income. 

• The  kind  and  amount  of  other 
resources.  Make  a list  of  every- 
thing that  will  be  available  to 
your  family,  including  Social  Se- 
curity survivors'  benefits,  pen- 
sion and  profit-sharing  pro- 
ceeds, spouse's  income,  invest- 
ment income,  and  the  invest- 
ment return  from  the  proceeds 
of  any  existing  individual  or 
group  life  insurance. 

• The  specific  financial  needs 
your  family  will  have,  includ- 
ing the  following. 

— Money  to  pay  funeral  ex- 
penses, to  cover  probate  fees 
and  estate  taxes,  and  to  settle 
any  debts  (uninsured  medical 
and  hospital  bills,  outstanding 
consumer  loans,  etc.). 

— Money  for  housekeeping  and 
child-care  costs  in  a family  with 
young  children. 

— Educational  funds. 

— Replacement  income  for  the 
surviving  spouse. 

Determining  how  much  life  in- 
surance you  need  means  deduct- 
ing the  sum  total  of  income  from 
existing  assets  from  the  sum  total 
of  your  family's  ongoing  financial 
need.  It  also  means  calculating  the 
impact  of  inflation,  and  building  in 
enough  "extra"  to  counteract 
inflation's  effects.  It  may  seem 
complicated,  but  it's  an  exercise 


Michael  J.  Dolan , CLUf  ChFC 


that's  well  worth  doing.  It's  also 
one  that  you  don't  have  to  tackle 
alone. 

Don't  fall  for  a "one  size  fits  all" 
type  plan.  Each  family  is  unique 
and  plans  should  be  individually 
tailored  as  to  the  type  and  amount 
of  insurance. 

Your  life  insurance  agent  can 
help  you  determine  how  much 
money  your  family  will  need  over 
time.  He  or  she  can  also  show  you 
how  much  life  insurance  is  re- 
quired to  yield  a desired  amount 
of  income.  ❖ 
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The  Internet:  a physician  desk  reference 
(under  construction) 

Doug  Turecek,  Management  Information  Systems  director 


Fact  or  fiction?  Hype  or  tan- 
gible? Fad  or  revolution? 
Regarding  the  Internet,  the  answer 
to  all  of  these  questions  is  a big 
"Yes."  Once  you  recognize  an 
Internet  address,  you  begin  to  see 
them  every  way  you  turn.  Pick  up 
a jar  of  spaghetti  sauce  at  the  gro- 
cery store  and  you  see  "http:// 
www.eat.com."  Watch  a truck 
commercial  on  TV  and  you  see 
"http://www.toyota.com"  under 
the  name  of  your  nearest  dealer. 
Watch  a movie  preview  at  the  the- 
ater and,  like  a subtitle  in  a foreign 
film,  you  see  "http://www.toy- 
story.com"  in  fine  print  along  the 
bottom  of  the  screen. 

An  Internet  explosion 

Much  of  the  true  hype  we  see  cir- 
culates via  conventional  media  and 
off  of  the  Internet.  But  after  just  a 
little  browsing,  it's  fairly  easy  to 
recognize  the  on-line  fluff  too.  The 
flash-flood  of  interest  in  the 
Internet  has  caused  media-mavens 
from  all  facets  of  the  business  com- 
munity to  stumble  over  each  other. 
Organizations  are  scrambling  to 
prove  that  they  are  indeed  "cut- 
ting edge"  by  establishing  an  elec- 
tronic presence  as  quickly  as  pos- 
sible. This  phenomenon  has  cre- 
ated a lot  of  Internet  sites  with  high 
content  volume  but  minimal  con- 
tent value.  On  the  other  hand,  it 
has  created  just  as  many  sites  that 
put  the  terabytes  of  data  associated 
with  this  information  age  into  the 
hands  of  those  who  can  convert  it 
to  knowledge  and  truly  influence 
people's  lives. 

Less  than  a year  ago,  the  avail- 


able books  pertaining  to  the 
Internet  would  have  accounted  for 
about  18  inches  of  shelf  space  at  a 
local  bookstore.  Today,  Internet- 
related  books  dwarf  the  rest  of  the 
computing  section  and  rival  the 
entire  business  section.  The  re- 
sources for  learning  about  the 
Internet  and  its  history  are  innu- 
merable so  we  won't  devote  space 
to  it  here.  Instead,  it  should  suf- 
fice to  say  that  the  Internet,  in  some 
form  or  another,  will  be  with  us  for 
the  foreseeable  future. 

Internet  values  for  physicians 

So  what  value  does  the  Internet 
hold  for  physicians  in  Wisconsin? 
By  capitalizing  on  adventuresome 
frontier  spirit— and,  in  some  cases, 
recent  seminars  provided  by  the 
State  Medical  Society  (SMS)  and 
county  medical  societies— many 
physicians  have  already  discov- 
ered the  wealth  of  health  care-re- 
lated resources  on  the  Internet. 

Imagine  sitting  down  at  your 
office  or  home  computer  and  per- 
forming a full-text  search  on  the 
National  Library  of  Medicine  and 
having  the  latest  published  re- 
search available  in  seconds.  Access 
to  the  CDC's  Morbidity  and  Mortal- 
ity Weekly  Report,  citations  and  ab- 
stracts from  the  National  Cancer 
Institute  database,  and  policy 
changes  on  Medicare-Medicaid 
from  HCFA  are  all  available  via  the 
Internet.  There  are  on-line  discus- 
sion groups  catalogued  by  topic  of 
interest,  such  as  family  medicine, 
emergency  medicine,  health  care  fi- 
nancing, nutrition,  radiology,  and 
much  more.  You  can  even  walk  the 


halls  of  a virtual  hospital  at  the 
University  of  Iowa.  No  longer  will 
you  be  limited  by  geographic  prox- 
imity to  a major  university  research 
center  or  be  required  to  pay  exor- 
bitant prices  for  paper  documents 
(which  may  not  be  sent  for  the  next 
2-4  weeks). 

SMS  Internet  plans 

The  recently  developed  SMS  stra- 
tegic plan  indicates  that  the  physi- 
cians in  Wisconsin  are  keenly 
aware  of  the  value  of  investing  in 
technology.  One  of  the  primary 
objectives  of  the  plan  is  to  "enhance 
the  SMS'  position  as  the  source  of 
choice  for  health  care  information 
in  Wisconsin,  explore  and  promote 
the  use  of  innovative  communica- 
tions technology  and  increase  op- 
portunities for  physician  feedback 
and  input  to  SMS." 

The  Internet  will  also  play  an  in- 
tegral role  in  ensuring  the  attain- 
ment of  the  strategic  plan  goals. 
This  technology  will  allow  the  SMS 
to  avoid  having  to  physically 
house  information.  Instead,  the 
SMS  will  function  as  a conduit  and 
assist  members  in  navigating  the 
sea  of  available  resources.  The  So- 
ciety is  currently  developing  an 
Internet  presence  and  has  initiated 
several  other  projects  which  will 
provide  member  education, 
Internet  access  assistance  and  dis- 
counts on  access  fees.  Not  only  will 
we  enhance  access  to  SMS-specific 
activities  and  information,  we  will 
add  value  by  assisting  physicians 
in  Wisconsin  to  separate  the  hype 
from  the  tangible  on  the  Internet. ❖ 
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instructions  to  authors 


Authorship 

Manuscripts  are  considered  with 
the  understanding  that  they  have 
not  been  published  previously  and 
are  not  under  consideration  by  an- 
other publication. 

Each  scientific  and  socioeco- 
nomic manuscript  must  be  accom- 
panied by  a cover  letter  containing 
the  following  sentence:  "In  consid- 
eration of  the  Wisconsin  Medical 
Journal’s  taking  action  in  reviewing 
and  editing  this  submission,  the 
author(s)  hereby  transfer(s), 
assign(s),  or  otherwise  convey(s) 
all  copyright  ownership  to  the 
WMJ  in  the  event  that  this  work  is 
published  in  the  WMJ."  All  co-au- 
thors must  sign  the  letter. 

The  cover  letter  must  also  des- 
ignate one  author  as  correspondent 
and  provide  a complete  address 
and  telephone  and  fax  numbers. 
All  coauthors  should  have  contrib- 
uted to  the  study  and  manuscript 
preparation.  They  should  be  thor- 
oughly familiar  with  the  substance 
of  the  final  manuscript  and  be  able 
to  defend  its  conclusions.  Brief  bio- 
graphical information  is  needed  for 
each  author. 

The  Journal  expects  authors  to 
disclose  any  commercial  associa- 
tions that  might  pose  a conflict  of 
interest  in  connection  with  the  sub- 
mitted article.  All  funding  sources 
supporting  the  work  should  be 
routinely  acknowledged  on  the 
title  pages,  as  should  all  institu- 
tional or  corporate  affiliations  of 
the  authors. 

Editing 

All  manuscripts  will  be  edited  by 
the  Journal  staff  for  clarity,  organi- 
zation, grammar,  spelling,  and 
punctuation,  and  in  accordance 
with  AM  A style  ( AMA  Manual  of 
Style,  8th  ed,  and  AMA  Manual  for 
Authors  and  Editors).  Suggestions 
for  titles  are  welcome,  but  are  sub- 


ject to  the  constraints  of  clarity, 
space,  grammar  and  style. 

The  author  will  be  asked  to  re- 
view a galley  proof  prior  to  publi- 
cation to  verify  statements  of  fact. 
Galley  proofs  are  for  correcting 
minor  and  typographical  errors 
only.  Revisions  in  the  paper  are  not 
possible  at  this  stage  and  should 
have  been  made  prior  to  final  ac- 
ceptance of  the  paper.  The  authors 
are  responsible  for  all  statements 
made  in  their  work,  including  any 
changes  made  by  the  editors  and 
authorized  by  the  corresponding 
author. 

Preparation  of 
scientific  manuscripts 

• Submit  papers  to:  Wisconsin 
Medical  Journal,  PO  Box  1109, 
Madison,  WI 53701;  Ph:  608-257- 
6781  or  1-800-362-9080;  FAX: 
608-283-5401;  or  E-Mail: 
LynneB@SMSWI.ORG. 

• Computer-generated  or  typed 
manuscripts  must  be  submitted 
in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side 
only  of  standard-sized  white 
bond  paper,  using  1-inch  mar- 
gins. Double-space  throughout. 
Electronic  submissions  are  also 
possible.  A printed  copy  must 
accompany  all  disk  and  elec- 
tronic submissions. 

• Organization  for  scientific  pa- 
pers. The  following  outline  is 
recommended: 

Abstracts — 150  words  or  less, 
stating  the  problem  considered, 
methods,  results  and  conclu- 
sions. Cite  no  references. 

Methods — Describe  the  selec- 
tion of  observational  or  experi- 
mental subjects,  including  con- 
trols. Identify  the  methods,  pro- 
cedures and  equipment  well 
enough  to  allow  replication. 

Results — Provide  results  in 
the  test,  tables  or  illustrations.  If 


tables  or  illustrations  are  used, 
emphasize  or  summarize  only 
the  most  important  observa- 
tions in  the  text. 

Discussion — Discuss  the  con- 
clusions that  follow  from  the  re- 
sults, as  well  as  their  limitations 
and  relations  to  other  studies. 
Show  how  the  conclusions  re- 
late to  the  purpose  of  the  study. 
Recommendations,  when  ap- 
propriate, may  be  included. 

References — Limit  to  20.  Au- 
thors are  responsible  for  the  ac- 
curacy and  completeness  of  ref- 
erences. References  must  follow 
AMA  style  and  abbreviations  of 
journal  names  must  follow 
those  in  Index  Medicus.  Consult 
the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations 
and  tables  taken  from  other  pub- 
lications, and  submit  written 
permission  to  reprint  from  the 
copyright  holders. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their 
use  in  the  text.  Acceptable  ab- 
breviations of  clinical,  technical 
and  general  terms  can  be  found 
in  the  AMA  Manual  for  Authors 
and  Editors  and  AMA  Manual  of 
Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  par- 
ticular to  conversations  among 
medical  personnel  are  inappro- 
priate in  scientific  writing.  (Ex- 
amples: For  "presented  with" 
use  "had;"  for  "experienced  a 
weight  loss"  use  "lost  weight.") 

• Supply  the  full  and  correct 
names  of  drugs.  Use  generic 
names  of  drugs,  unless  the  spe- 
cific trade  name  of  a drug  is  di- 
rectly relevant  to  the  discussion. 
If  the  author  so  desires,  brand 
names  may  be  inserted  in  paren- 
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theses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  In- 
ternational System  units  (SI)  in 
parentheses. 

• Provide  each  author 's  full  name 
and  highest  academic  degree  in 
the  byline.  If  an  author  holds 
two  doctoral  degrees  (eg,  MD 
and  PhD,  or  MD  and  DDS),  ei- 
ther or  both  may  be  used,  ac- 
cording to  the  author's  prefer- 
ence. Honorary  American  des- 
ignations (eg  FACP  or  FACS)  are 
omitted.  If  the  author  holds  a 
doctorate,  master's  and 
bachelor's  degrees  are  omitted. 
Courtesy  titles  (eg,  Mr,  Mrs,  Ms) 
are  omitted  from  bylines  and 
text. 

Illustrations 

Authors  are  encouraged  to  submit 
photos,  graphs  and  charts  when 
such  illustrations  will  aid  in  the 
readers'  understanding  of  the  ar- 
ticle. If  color  illustrations,  suitable 
for  use  on  the  WMJ  cover  are  avail- 
able, the  author  should  notify  the 
WMJ  office  when  the  paper  is  sub- 
mitted. Use  of  art  submitted  as 
cover  illustrations  is  not  guaran- 
teed. 

Revisions 

It  is  rare  that  a paper  is  ever  ac- 
cepted without  revision  as  sug- 
gested by  the  scientific  editorial 
board  or  WMJ  editor.  When  you 
make  revisions  to  your  article, 
please  send  2 hard  copies  along 
with  an  electronic  version  on  an 
IBM-compatible  disk  so  we  will  be 
able  to  move  forward  with  publi- 
cation in  a timely  manner. 

Review  process 

Each  scientific  manuscript  is  re- 
viewed by  the  medical  editor  and 
the  members  of  the  editorial  board. 
The  opinions  of  outside  consult- 
ants may  be  sought  at  the  medical 
editor's  discretion.  The  medical 
editor  has  the  final  decision  as  to 
whether  a scientific  paper  will  be 
published. 


Socioeconomic  manuscripts  are 
reviewed  by  the  SMS  senior  staff 
and  legal  counsel.  The  SMS  execu- 
tive vice  president  has  the  final  de- 
cision as  to  whether  a socioeco- 
nomic paper  is  published. 

Editorials,  letters,  and  sound- 
ings are  reviewed  by  the  medical 
editor,  SMS  senior  staff,  and  legal 
counsel.  Authorship  of  editorials  is 
reserved  for  members  of  the  WMJ 
editorial  board,  editorial  associ- 
ates, and  SMS  elected  officials.  Edi- 
torials are  signed  by  the  authors, 
are  the  authors'  opinions,  and  do 
not  necessarily  reflect  the  policies 
of  the  SMS.  Letters  are  signed  by 
the  authors,  are  the  authors'  opin- 
ions, and  do  not  necessarily  reflect 
the  policies  of  the  SMS.  Authorship 
of  letters  is  open  to  the  public,  but 
letters  are  limited  to  500  words  and 
subject  to  editing  for  length,  clar- 
ity and  style. 

Conference  Reports 

The  Editorial  Board  will  be  pleased 
to  consider  publication  of  brief  con- 
ference reports.  The  following 
ground  rules  will  apply: 

1 .  Only  reports  of  single-topic  con- 
ferences held  in  Wisconsin  will 
be  considered. 


2.  The  topic  of  the  conference 
should  have  interest  for  a wide 
group  of  Wisconsin  physicians 
who  would  have  liked  to  attend, 
but  the  priority  was  not  high 
enough,  e.g.,  Alzheimer's  Dis- 
ease, AIDS. 

3.  The  author  should  be  the  con- 
ference chair  (or  designee). 

4.  The  report  should  focus  prima- 
rily on  what  is  "new  and  impor- 
tant" that  can  and  should  be 
used  by  the  reader. 

5.  BRIEF  is  defined  as  six  pages, 
double-spaced  typing.  In  addi- 
tion, the  author  may  provide  a 
one-page,  double-spaced  back- 
ground statement  as  to  why  the 
content  of  the  report  is  impor- 
tant for  Wisconsin  physicians. 

6.  The  conference  brochure  should 
accompany  the  report.  It  will  not 
be  published. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or 
in  whole,  without  permission  from 
the  Journal.  Abstracts  may  be  repro- 
duced without  specific  permission, 
provided  that  acknowledgement 
of  the  source  is  made.  ❖ 
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Physician  briefs 


Lynn  L.  Baldwin,  MD,*  has  joined 
the  medical  staff  of  the  Aurora 
Health  Care  Center  as  a family 
practitioner.  She  received  her 
medical  degree  from  the  Medical 
College  of  Wisconsin.  She  is  certi- 
fied by  the  American  Board  of 
Family  Practice. 

Brian  Bohlman,  MD,  has  been  ap- 
pointed director  of  ambulatory 
care  at  Aurora  Medical  Group.  He 
graduated  from  UW  Medical 
School  and  completed  his  resi- 
dency in  internal  medicine  at  the 
Marshfield  Clinic. 


Diane  W.  Braza,  MD,*  a 

physiatrist,  has  been  appointed 
assistant  professor  of  physical 
medicine  and  rehabilitation  at  the 
Medical  College  of  Wisconsin.  She 
is  a diplomate  of  the  American 
Board  of  Physical  Medicine  and 
Rehabilitation  and  practices  at  the 
Medical  College  of  Wisconsin 
SpineCare  at  Froedtert  Hospital  in 
addition  to  teaching  and  research 
activities.  She  is  also  a diplomate 
of  the  Board  of  Internal  Medicine. 
Dr  Braza  completed  a physical 
medicine  and  rehabilitation  resi- 
dency at  the  Medical  College  of 


Wisconsin  Affiliated  Hospitals.  She 
was  also  honored  with  the 
Houghton  Award  from  the  State 
Medical  Society  of  Wisconsin  . 

Guy  P.  Fiocco,  MD,  *a 

rheumatologist,  has  joined  the 
Gundersen-Farrell  Clinic  in  Prairie 
du  Chien.  He  earned  his  medical 
degree  at  the  Albert  Einstein  Col- 
lege of  Medicine,  Bronx,  NY.  He 
completed  his  internship  at 
Hahneman  Medical  College  Hos- 
pital, Philadelphia,  Pa.  His  internal 
medicine  residency  was  completed 
at  St.  Lukes-Roosevelt  Hospital 


AMA  House  of  Delegates  Interim  Meeting— Wisconsin  physicians  representing  various  constituencies  of  doctor  groups  within  orga- 
nized medicine,  traveled  to  Washington,  DC,  recently  for  the  AMA  House  of  Delegates  Interim  Meeting.  Pictured  are:  (back  from  left) 
Robert  Jaeger,  MD,  Kevin  Flaherty,  MD,  Tom  Browning,  MD,  Richard  Roberts,  MD,  Jerome  Fons,  MD,  John  Riesch,  MD,  Scott  Beede, 
MD,  Robert  Purtell,  MD,  Kevin  Jessen,  MD,  Frank  Miller,  MD,  Evan  Saunders,  MD,  Mike  Armstrong,  MD,  SMS  Executive  Vice 
President  Thomas  L.  Adams;  (front)  Ken  Viste,  MD,  SMS  President  Marci  Richards,  MD,  Cyril  M.  " Kim  " Hetsko,  MD,  Susan  Turney, 
MD,  SMS  President-Elect  Richard  Ulmer,  MD,  and  AMA  Trustee  Timothy  T.  Flaherty,  MD.  -Ted  Gmdzinski  (amai 
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Center  in  New  York  and  com- 
pleted a rheumatology  fellowship 
at  the  University  of  Virginia  hos- 
pital in  Charlottesville.  He  is  a 
board-certified  internal  medicine 
physician  and  rheumatologist.  He 
is  a member  of  the  American  Col- 
lege of  Rheumatology,  the  Arthri- 
tis Foundation  and  the  American 
College  of  Physicians. 

Scott  T.  Glaeser,  MD,*  an 

orthopaedic  surgeon,  has  joined 
the  medical  staff  at  Sheboygan 
Orthopaedic  Associates.  He  earned 
his  medical  degree  from  North- 
western University.  He  completed 
his  internship  and  residency  at  the 
University  of  Wisconsin  Hospital 
and  Clinics.  A knee  and  sports 
medicine  fellowship  was  com- 
pleted at  Notre  Dame.  Dr  Glaeser 
is  board  certified  in  orthopaedic 
surgery. 

Robert  Krippendorf,  MD,  has 

been  appointed  assistant  professor 
of  medicine  at  the  Medical  College 
of  Wisconsin.  He  is  an  internist  and 
diplomate  of  the  American  Board 
of  Internal  Medicine  and  practices 
with  the  Medical  College  of  Wis- 
consin Physicians  and  Clinics  at 
Froedtert  Memorial  Lutheran  Hos- 
pital and  the  Wells  Street  Commu- 
nity Health  Center.  He  received  a 
general  internal  medicine  fellow- 
ship at  the  Regenstrief  Institute  in 
the  Department  of  Internal  Medi- 
cine at  Indiana  University  and  an 
internal  medicine  residency  at  the 
Medical  College. 

Patrick  G.  Krismer,  MD,*  has  re- 
cently joined  the  staff  of  the  Aurora 
Health  Center  in  Waukesha  as  a 
family  practitioner.  He  is  a gradu- 


ate of  the  University  of  Wisconsin 
Medical  School  and  completed  his 
residency  in  family  practice  at 
Waukesha  Memorial  Hospital. 

Meridyth  Munns,  MD,*  an  obste- 
trician/ gynecologist,  has  joined 
the  medical  staff  of  the  Mercy 
Health  System.  She  graduated 
from  the  University  of  Health  Sci- 
ences at  Chicago  Medical  School 
and  completed  her  internship  and 
residency  at  University  Hospital, 
Madison. 

Nancy  Schwenk,  MD,*  an  inter- 
nist, has  joined  the  medical  staff  of 
the  Columbia  Primary  Care  Physi- 
cian Group.  She  received  her  medi- 
cal degree  from  the  University  of 
Illinois  College  of  Medicine  and 
completed  her  internship  and  resi- 
dency at  the  Medical  College  of 
Wisconsin.  She  also  completed  a 
fellowship  in  general  internal 
medicine  here. 

Nancy  Spencer,  MD,  a neurologist, 
has  joined  the  staff  at  Marshfield 
Neurosciences.  She  earned  her 
medical  degree  from  the  Univer- 
sity of  Texas  Medical  School,  San 
Antonio.  She  completed  her  resi- 
dency in  neurology  at  the  Univer- 
sity of  Virginia  Medical  Center 
Charlottesville  and  completed  a 
fellowship  in  epilepsy  from  the 
Comprehensive  Epilepsy  Program 
at  the  University  of  Wisconsin, 
Madison. 

Renee  Staehling,  MD,  a family 
practice  physician,  has  joined 
Wausau  Hospital.  She  graduated 
magna  cum  laude  from  Marquette 
University,  Milwaukee  and  earned 
her  medical  degree  from  the  Uni- 


versity of  Wisconsin  Medical 
School,  Madison.  She  completed 
her  residency  at  the  Wausau  Fam- 
ily Practice  Program. 

Steven  Staehling,  MD,  has  joined 
Wausau  Hospital  as  a family  prac- 
tice physician.  He  graduated  cum 
laude  with  a degree  in  biochemis- 
try from  Beloit  College.  He  earned 
his  medical  degree  at  the  Univer- 
sity of  Wisconsin  Medical  School, 
Madison.  He  completed  his  family 
practice  residency  in  Wausau. 

David  B.  Tick,  MD,  a pediatrician 
and  internist,  has  joined  the  medi- 
cal staff  at  Ozaukee  Medical  Cen- 
ter. He  attended  the  University  of 
Chicago  and  earned  his  medical 
degree  at  Rush  Medical  College.  Dr 
Tick  completed  his  residencies  in 
pediatrics  and  internal  medicine  at 
the  University  of  Chicago  and  fel- 
lowships at  Baylor  College  of 
Medicine  and  Cedars  Sinai  Medi- 
cal Center. 

John  W.  Zwiacher,  MD,*  a sur- 
geon, has  joined  the  medical  staff 
at  the  Ripon  Medical  Center.  He 
earned  his  medical  degree  from  the 
University  of  Oklahoma  College  of 
Medicine.  He  earned  a fellowship 
in  thoracic  surgery  from  the  Uni- 
versity of  Nebraska.  He  has  partici- 
pated in  a number  of  research 
projects,  and  he  has  written  articles 
related  to  surgery  including  ar- 
ticles about  laparoscopic  appen- 
dectomy-indications and  compli- 
cations, torsion  of  the  spleen,  and 
thorascopic  removal  of  mediastinal 
cysts.  Dr  Zwiacher  is  a member  of 
the  American  College  of  Surgeons. 
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County  society  news 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA 
Physician's  Recognition  Awards 
for  November  1995.  They  have 
distinguished  themselves  and  their 
profession  by  their  commitment  to 
continuing  education,  and  the  SMS 
offers  them  its  congratulations. 
The  * indicates  members  of  the 
SMS. 

* Brister,  G.  H. 

* Chilinski,  Steven  G. 

* Clouse,  Lawrence  H. 

* Cohen,  Steven  H. 

* Dickman,  James  J. 

Dudley,  Catherine  M. 

* Finesilver,  Alan  G. 

* Hamp,  James  A. 

* Headlee,  Raymond 
Hegmann,  Kurt  T. 

* Hermann,  John  P. 

Huebler,  Stephen  M. 

* Huiras,  Christopher  M. 

* Jumes,  Marvin  G. 

Kaufman,  Kiesl  K. 

* Kobelt,  Carl  C. 

* Koehler,  Thomas  P. 

* Laing,  Robert  E. 

* Luck,  Allan 

* Luetzow-Franson,  Deborah  A. 

* Maiman,  Dennis  J. 

* Markson,  John  W. 

* Maynard,  James  P. 

* Mesrobian,  Hrair-George 
* Olson,  David  C. 

* Patel,  Vasudev  M. 

Robertson,  Frederick  A. 

* Rodriguez,  Generoso  N. 

* Rodriguez,  Rey 
* Roggensack,  George  F. 

Schuch,  Rick  J. 

* Teopengco,  Luis  T. 

* Thomas,  David  Michael 
* Weber,  David  L. 

* Wengert,  Timothy  J. 

* Witteman,  George  J. 

* Yanke,  William  E. 

Zietlow,  Elizabeth  J. 

* Zuska,  Albert  J.*:* 


Dane.  The  following  physicians 
have  been  accepted  into  the  Dane 
County  Medcial  Society:  Pamela 
Alsum,  MD;  Yaseen  Arabi,  MD; 
Rachel  Belits,  MD;  Jon  Cherney, 
MD;  Paul  Conte,  MD;  Donald  J. 
Frisco,  MD;  Aleen  Grabow,  MW; 
David  Gronski,  MD;  Paul  Hardy, 
MD;  Thomas  Hyzer,  MD;  Marvin 
Kolb,  MD;  Thomas  McFarland, 
MD;  Jonathan  Morey,  MD;  Jodi 
Peterson,  MD;  Laurel  Rabson,  MD; 
Kurt  Rongstad,  MD;  Maria 
Sandgren  Birkelo,  MD;  John 
Sandin,  MD;  James  Schemmel, 
MD;  Richard  A.  Staehler,  MD;  Rob- 
ert Steele,  MD;  Scott  Tannehill,  MD; 
James  Thomas,  MD;  Elizabeth 
Trowbridge,  MD;  Kevin  Wasco, 
MD;  and  Donald  Willig,  MD. 


Marathon.  The  Marathon  County 
Medical  Society  approved  mem- 
bership for  the  following  physi- 
cians: Edmund  L.  Markey,  MD; 
and  Thomas  J.  Strick,  MD. 

Sawyer.  The  Sawyer  County  Medi- 
cal Society  approved  membership 
for  Gavin  F.  Chico,  MD;  Ravinder 
Vir,  MD;  and  Dorothy  A.  Novak, 
MD. 

Wood.  The  Wood  County  Medical 
Society  approved  membership  for 
the  following  physicians:  Lisa  S. 
Benson,  MD;  Alfred  G.  Campo, 
MD;  Rafael  I.  Carbonell,  MD; 
Michael  I.  Munford,  MD;  Christo- 
pher J.  Rail,  MD;  and  Rupinder 
Singh,  MD.*:* 
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Classified  ads 


EMERGENCY  MEDICINE  - WIS- 
CONSIN. Position  available  to  join  young, 
well  established,  residency  trained/board 
certified  EM  group  located  in  southern 
Wisconsin.  Recently  renovated,  state-of- 
the-art  ED  and  hospital  facilities  with 
strong  medical  staff  support,  ED  volume 
of  30,000  plus  with  MD/PA  double  cover- 
age. Opportunities  for  academic  affiliation 
available  if  desired.  Excellent  benefit  and 
compensation  package.  Strong,  stable  lo- 
cal economy  with  low  cost  of  living.  Easy 
drive  to  Chicago,  Madison  and  Milwaukee. 
For  more  information  send  CV  to: 
Jacquelyn  Degenhardt,  Physician  Recruit- 
ment, BELOIT  MEMORIAL  HOSPITAL, 
1969  West  Hart  Road,  Beloit,  WI  53511, 
or  800-637-2641,  ext.  5757  or  e-mail  at 
BMH-jfd@bossnt.com.  2-5/96 

FAMILY  PRACTICE/OB-GYN  to  join 
progressive  14-physician  group  practice. 
Rural  college  town  30  miles  from  St.  Paul, 
MN.  New  clinic  and  new  hospital.  Con- 
tact Robert  B.  Johnson,  MD,  River  Falls, 
WI  54022,  (715)425-6701. 

TFN 

FAMILY  PHYSICIANS  sought  for  rural 
and  midsize  communities  in  Iowa,  Minne- 
sota, North  Dakota,  South  Dakota,  and 
Wisconsin.  Contact:  VHA  North  Central, 
3600  West  80th  Street,  Suite  550,  Minne- 
apolis, MN  5543 1 . Call  collect:  612-896- 
3492,  FAX  612-896-3425.  Ask  for  Jerry 
Hess.  1-3/96 


RATES:  70  cents  per  word,  with  a 
minimum  charge  of  $30  per  ad. 

BOXED  AD  RATES:  $40  per  col 
umn  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be  re- 
ceived by  the  1 st  of  the  month  pre- 
ceding the  month  of  issue;  eg,  copy 
for  the  August  issue  is  due  July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401 . 
Classified  ads  are  not  taken  over  the 
telephone,  but  questions  may  be  di- 
rected to  608-257-6781  or  toll-free 
1-800-362-9080. 


DELAVAN,  WISCONSIN.  No  Call  - No 
Hospitalization  Required!  We  are  ac- 
tively recruiting  BE/BC  internal  medicine 
physicians  to  practice  at  the  Riverview 
Clinic  location  in  Delavan,  Wisconsin 
(population  6,000)  located  30  minutes 
south  of  Janesville.  Delavan  is  a safe  fam- 
ily oriented  community  with  excellent 
schools  and  recreational  opportunities  with 
a lake  located  within  the  community.  Ex- 
cellent compensation  and  benefits  are  pro- 
vided with  employment  leading  to  share- 
holder status.  Contact  Stan  Gruhn,  MD, 
Riverview  Clinic,  PO  Box  55 1 , Janesville, 
Wisconsin  53547-0551.  phone 
608-755-3520.  1-3/96 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center  a 350+  physician  private 
multi-specialty  group  is  actively  recruiting 
a BE/BC  Internist  for  our  Riverview  Clinic 
in  Janesville,  Wisconsin  (population 
50,000  and  is  located  40  miles  southeast 
of  Madison).  Janesville  is  a beautiful,  fam- 
ily oriented  community  with  excellent 
schools  and  abundant  recreational  activi- 
ties. Currently  there  are  12  internal 
O^sk^cine  physicians  at  the  Riverview  lo- 
cation. The  call  schedule  will  be  1 in  12 


ASSISTANT  MEDICAL  DIRECTOR 
INSURANCE  MEDICINE 
SE  Wisconsin 


© Career  Opportunity  in  Insurance 
Medicine  for  a Board  Certified 
primary  care  physician. 

© Corporate  HQ  medical  staff. 

© No  call  coverage. 

© Competitive  salary /benefits. 
Contact:  Wade  Christoffel 

Fox  Hill  Associates 
250  Regency  Court 
Brookfield,  WI  53045 
Toll-Free:  (800)  338-7107 
E-Mail:  fha@execpc.com 


PPS  for  PSP2* 
Practices  Seeking  Physicians 
Physicians  Seeking  Practices 

Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.  Box  791  • Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


for  weekdays  and  weekends.  Excellent 
compensation  and  benefits  will  be  provided 
with  full  time  employment  leading  to 
shareholder  status  in  two  years.  For  more 
information  contact  Stan  Gruhn,  MD, 
Riverview  Clinic,  PO  Box  55 1 , Janesville, 
Wisconsin  53547-0551,  phone  608-755- 
3520.  1-3/96 

DELAVAN,  WISCONSIN.  No  Call  - No 
Hospitalization  Required!  We  are  ac- 
tively recruiting  BE/BC  family  physicians 
to  practice  at  the  Riverview  Clinic  loca- 
tion in  Delavan,  Wisconsin  (population 
6,000)  located  30  minutes  south  of 
Janesville.  Delavan  is  a safe  family  ori- 
ented community  with  excellent  schools 
and  recreational  opportunities  with  a lake 
located  within  the  community.  Excellent 
compensation  and  benefits  are  provided 
with  employment  leading  to  shareholder 
status.  Contact  Stan  Gruhn.  MD, 
Riverview  Clinic,  PO  Box  551, 
Janesville,  Wisconsin  53547-0551, 
phone  608-755-3520.  1-3/96 


South-Central  Wisconsin 
Primary  Care 
Opportunities 


Physicians  Plus  Medical  Group,  a 
multi-specialty  group  of  245+  physi- 
cians seeks  additional  Primary  Care 
Physicians  for  its  regional  sites.  Es- 
tablished and  new  locations.  Large 
call  groups.  Full  lab  and  x-ray.  Guar- 
anteed salary  plus  incentives  with  a 
full  benefits  package.  Send  CV  or  call 
collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608) 252-8580 
FAX:  (608)  282-8288 


Physicians 

4^  Plus 

An  Equal  Opportunity  Employer 
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Physicians  Exchange 

Continued 

tus.  Contact  Stan  Gruhn,  MD, 
Riverview  Clinic,  PO  Box  551, 
Janesville,  Wisconsin  53547-0551, 
phone  608-755-3520.  1-3/96 

MADISON,  WISCONSIN.  Dean 
Medical  Center  is  a growing  350  phy- 
sician multi-specialty  group  and  is  ac- 
tively seeking  a BE/BC  Dermatologist 
to  join  its  five  member  department. 
Excellent  referral  base  of  over  700  phy- 
sicians. Full  range  of  dermatological 
services  offered  including  dermato- 
logic, cosmetic,  therapeutic  and  mohs 
surgery.  Madison  is  the  state  capital 
and  the  home  of  the  University  of  Wis- 
consin with  enrollment  of  over  40,000. 
Abundant  cultural  and  recreational 
opportunities  available  year  round. 
Excellent  compensation  and  benefits 
are  provided  with  employment  lead- 
ing to  shareholder  status.  For  more  in- 
formation, contact  Scott  M.  Lindblom, 
Dean  Business  Office,  1808  West 
Beltline  Highway,  PO  Box  9328,  Madi- 
son, Wisconsin,  53715-0328.  Call  work 
toll-free  1-800-279-9966,  (608)250-1550 
or  at  home  (608)833-7985.  An  equal  op- 
portunity employer.  12/95;l-2/96 

MADISON,  WISCONSIN  - UR- 
GENT CARE.  Dean  Medical  Center,  a 
350+  physician  multispecialty  group, 
is  seeking  a full  time  physician  to  as- 
sist in  staffing  our  two  urgent  care  cen- 
ters. Qualified  applicants  should  BE/ 
BC  in  Family  Practice,  Emergency 
Medicine  or  Internal  Medicine  with  ex- 
perience in  Pediatrics.  Dean  Medical 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assign- 
ment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

TFN/95 


Center  operates  two  Urgent  Care  Cen- 
ters 365  days  per  year,  from  7:00  a.m.  - 
10:00  p.m.  All  physicians  employed  at 
the  urgent  care  centers  are  paid  on  an 
hourly  basis,  and  full  time  physicians 
are  eligible  to  buy  into  the  corporation 
after  two  years  of  employment.  Excel- 
lent compensation  and  benefits.  Con- 
tact Scott  Lindblom,  Dean  Medical 
Center,  1808  W.  Beltline  Highway, 
Madison,  Wisconsin,  53715-0328,  1- 
800-279-9966  or  (608)250-1550  or  FAX 
(608)250-1441.  ll-12/95;l-3/96 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 350  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville,  Milton  and  Delavan, 
Wisconsin.  Janesville,  population 
55,000,  is  a safe,  beautiful,  family  ori- 
ented community  with  excellent 
schools  and  abundant  recreational  ac- 
tivities. Excellent  compensation  and 
benefits  are  provided  with  employ- 
ment leading  to  shareholder  status. 
Send  CV  to  Stan  Gruhn,  MD, 
Riverview  Clinic,  PO.  Box  551, 
Janesville,  WI  53547,  or  call  (608)755- 
3500.  ll-12/95;l-10/96 

NOT  JUST  ANOTHER  RECRUIT- 
MENT AD.  Opportunities  at  North 
Memorial  owned  and  affiliated  clinics 
will  give  you  a shot  of  adrenaline  be- 
cause we  practice  in  a care  manage- 
ment environment  that  FPs,  IMs  and 
OB/GYNs  thrive  on.  Guide  your  pa- 
tients through  their  entire  care  process 
at  one  of  our  25  clinics  in  urban  or  semi- 
rural  Minneapolis  locations.  Plus,  be- 
come eligible  for  $15,000  on  start  date. 
Interested  BC/BE  MDs,  call  1-800-275- 
4790  or  fax  CV  to  612-520-1564. 

2,4,6,8,10,12/96 

ESCAPE  FROM  THE  ORDINARY!! 

Needed!  General  Surgeon  to  work  in 
our  thriving  rural  family  practice.  Can- 
didate should  have  skills  in  C-Section, 
Gyne  & Laparoscopic  surgery.  8 weeks 
vacation-CME.  Consultants  available. 
Only  group  in  county  with  3 referral 
centers  1 hour  away.  Uniquely  situated 
on  1-94  half  way  between  Madison  and 
Twin  Cities.  Small  town  pride,  excel- 
lent 51  bed  hospital,  great  schools  and 
recreation  including  all  water  sports, 
hunting,  fishing,  cross  country  & down 
hill  skiing.  Cohesive  group  of  caring 


physicians!!  Contact  or  send  CV  to 
Gary  K.  Petersen,  Krohn  Clinic,  Ltd., 
610  W.  Adams  St.,  Black  River  Falls,  WI, 
54615.  Phone  715-284-4311 . TFN 

EMERGENCY  MEDICINE:  WIS- 
CONSIN. Be  a partner  in  your  own 
democratic  partnership  in  family  ori- 
ented communities  close  to  Milwau- 
kee. Low  volume  ED's.  Medical  Direc- 
tor, Full-time  and  Part-time  positions 
available.  Call  414-332-6228  or  send  CV 
to  the  Emergency  Resources  Group, 
509  West  Montclaire  Avenue,  Milwau- 
kee, Wisconsin,  53217.  9/95-2/96 

NEW  OPENINGS  DAILY!  — FP,  IM, 
OB/GYN,  PED.  We  track  every  com- 
munity in  the  country,  including  over 
2000  rural  locations.  Opportunities  in: 
Appleton,  Green  Bay,  Kenosha,  Madi- 
son, Milwaukee,  Chicago,  Cincinnati, 
Indianapolis,  and  more.  Call  now  for 
details.  The  Curare  Group,  Inc. 
(800)880-2028.  TFN 


Miscellaneous 


VXCXTION  IN  OUX 
JXMXlCX  VILLX. 
MXlD,  COOK,  POOL, 
8CXCH,  TICXNQUlLlTy. 
SL66PS  8.  608-231-1003. 


BIRCHBARK  CANOE  BUILDING 
COURSE.  June  29-July  14  or  July  20- 
August  4, 1996,  Lake  Superior  (Wiscon- 
sin shore).  "Total  immersion  in 
birchbark  canoe  construction," 
Lorenzo  Carcereri,  MD  (Italy).  "Abso- 
lutely delightful,"  Lawrence  Manion, 
MD  (New  York).  Information:  David 
Gidmark,  Dept.  11,  Box  26,  Maniwaki, 
Quebec  J9E  3B3.  2-3/96 


FOR  SALE 


FOR  SALE:  Abbott  Vision  Chemis- 
try Analyzer  in  excellent  condition 
rarely  used.  Please  call  collect  414- 
567-0366  or  write  Philip  M.  Marden, 
MD,  SC,  340  East  Summit  Avenue, 
Oconomowoc,  WI  53066.  1-2/96 
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Medical  Meetings  - Continuing 
Medical  Education 

May  17-18, 1996 

5th  Annual  Neurology  for 
Primary  Care  Providers 
Landmark  Inn  Resort  and 
Conference  Center 
Egg  Harbor,  WI 

Contact:  Marshfield  Clinic,  Office  of 
Medical  Education,  1000  North  Oak 
Avenue,  Marshfield,  WI  54449.  1-800- 
541-2895.  1-3/96 

IM  BOARD  REVIEW  COURSE  - Ex- 
cellent passing  record.  San  Diego  2-17 
to  2-21-96;  St.  Louis  4-10  to  4-14-96; 
Newark,  NJ  6-26  to  6-30-96;  Columbus, 
OH  7-31  to  8-4-96.  Call  voice  mail 
(614)631-2756  or  write  to  IMBRC,  5892 
Whitestone  Drive,  Columbus,  OH 
43228.  12/95:1-3/96 


FIFTEENTH  ANNUAL 
OB  GYN  UPDATE 

Endoscopic  Advances  in 
Laparoscopy  and  Hysteroscopy 

April  11-13,  1996 
Milwaukee,  Wisconsin 

Conference  Focus;  Diseases  of 
The  Female  Pelvic  Floor,  Burch 
Procedures,  Endoscopic  Surgical 
Techniques 

Contact : St.  Francis  Hospital 
Educational  Services 

(414)  389-2911 

A MEMBER  OK  HEALTHCARE 


Advertisers 


Army  Reserve 123 

Brainerd  Medical  Center 120 

Caswell  Winters  & Assoc 124 
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Placement 107 
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M & I Bank 72 
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SMS  Insurance  Services IFC/98 

US  Air  Force 80 

VA  Medical  Center 121 

Wausau  Medical  Center 95 
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THIS  LISTING  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation 
with  others  who  wish  to  maintain  a centralized  schedule  of  meetings  and  courses  of 
interest  to  Wisconsin  physicians  and  to  avoid  scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty  societies,  and  medical  schools  are  particularly  in- 
vited to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing 
Medical  Education  courses  at  the  following  rates:  70  cents  per  word,  with  a mini- 
mum charge  of  $30.00  per  listing.  All  listings  must  be  prepaid. 

BOXED  LISTINGS:  $40.00  per  column  inch.  Listings  of  other  scientific  meetings 
will  be  included  at  the  discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of  the  month  preceding  the  month  of  publica- 
tion: eg,  copy  for  the  August  issue  is  due  by  July  1.  Address  communications  to: 
Wisconsin  Medical  Journal,  Box  1109,  Madison,  WI  53701;  or  phone  608-257-6781;  or 
toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United  States  are  published  in  the  first  issue  of  each 
month  of  the  Journal  of  the  American  Medical  Association. 


A COMMUNITY  CHALLENGE 


19th  Annual  National  Conference 
National  Rural  Health  Association 
May  15-18,  1996 
Minneapolis,  Minnesota 
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American  Heart 

Associations,^^ 

Fighting  Heart  Disease 
and  Stroke 


Heart  health  can  start  on 
the  playground.  It  shouldn’t 
end  there. 

Stay  active  through  life. 
Thirty  minutes  of 
physical  activity  3-4 
days  a week  can  help 
cut  your  risk 
of  heart  disease. 

For  information, 
call  1 -800-AHA-US  A 1 , 
or  online  at  http://www.amhrt.org. 


This  space  provided  as  a public  service.  ©1996,  American  Heart  Association 
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Why  Do  60,000  Doctors  Trust  Us  With 
Their  Professional  Reputations? 


In  an  era  of  "not  if,  but  when”  a doctor  will 
be  accused  of  malpractice,  your  choice  of 
professional  liability  coverage  is  extremely 
important.  We  know  that  any  allegation  can 
be  devastating  to  both  your  professional  repu- 
tation and  your  personal  assets...  making  the 
company  you  choose  critical  to  your  future 
well-being.  Many  factors  should  be  taken  into 
account  when  making  a decision. 

Consider  our  financial  strength  and  stabil- 
ity. We  are  rated  A+ (Superior)  by  A. M.  Best 
and  AA  ( Excellent)  by  Standard  & Poor’s.  No 
other  company  with  an  exclusive  focus  on  the 
needs  of  the  health  care  community  has  higher 
financial  ratings. 


Look  at  our  experience.  For  nearly  a century 
we  have  specialized  in  defending  and  protecting 
doctors.  No  other  company  has  successfully 
defended  more  than  180,000  malpractice 
claims. 

Local  service  is  important,  too.  Our  General 
Agents  and  Field  Claim  Managers  work  with 
you  on  every  allegation.  They  average  more 
than  1 5 years  experience  working  with  doctors 
and  the  legal  system. 

Why  do  more  than  60,000  doctors  trust 
their  professional  reputation  and  personal  assets 
with  us?  No  other  company  combines  nearly 
a century  of  experience  with  financial  strength 
and  the  local  service  provided  by  The  Medical 
Protective  Company. 


For  your  copy  of  the  FREE  book  on  evaluating  professional  liability  companies,  call: 


professional  Protection  Exclusively  since  1839 


800-344-1899 


All-Pro  Coverage 

\po(r)-'f6r-mon(t)s\  : accomplishment;  efficiency;  the  fulfillment  of  a promise  or  request.  (Webster's  dictionary') 


Teamwork  is  a vital  ingredient  in 
achieving  any  goal.  The  goal  of  our  team 
is  to  successfully  serve  our  policyholders, 
by  meeting  their  needs  and  anticipating 
market  demands. 


Let  our  team  of  dedicated  professionals — 
underwriters,  risk  managers,  claims 
representatives  and  agents — tackle  your 
insurance  problems. 
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President's  page 

Let's  not  forget  an  American  tradition 

"It  is  one  of  the  most  beautiful  compensations  of  this  life  that  no  man 
can  sincerely  try  to  help  another  without  helping  himself.'' 

—Ralph  Waldo  Emerson 


The  first  volunteer  that  I met 
as  a child  was  three  feet  high 
and  green.  It  had  sprung  up  spon- 
taneously on  the  beach  of  our  sum- 
mer cottage.  A rapidly  growing 
willow  tree,  it  helped  to  preserve 
the  precious  warm  golden  sand.  Of 
its  own  free  will— for  it  was  a vol- 
unteer, it  helped  save  my  summer 
beach  from  erosion,  and  helped 
enrich  my  childhood  life. 

Voluntary  efforts,  which  are 
common  in  America,  have  resulted 
in  many  worthwhile  societal  and 
medical  endeavors.  Indeed,  many 
historians  credit  much  of  our  suc- 
cess to  the  tradition  of  Americans 
coming  together,  on  the  basis  of 
mutual  interest  and  common  ob- 
jectives, to  effect  a change  in  soci- 
ety, to  provide  for  a social  need,  or 
to  simply  enrich  our  existence. 

In  medicine,  voluntary  efforts 
have  resulted  in  the  formation  of 
hospitals,  free  clinics,  and  growth 
of  many  health  care-related  chari- 
ties. One  state,  Tennessee,  even 
gives  recognition  to  this  American 
tradition  of  volunteerism  on  its  li- 
cense plate. 

But  increasing  managed  care  is 
starting,  albeit  indirectly  and  un- 
intentionally, to  erode  this  volun- 
tary tradition.  The  new  market- 
place has  reduced  the  rise  of  health 
care  costs  for  employers  and  their 
employees,  mostly  by  reducing 


payments  to  health  care  providers. 
These  reductions  are  in  part  re- 
duced per  service  payment,  as  well 
as  a reduction  in  the  number  of 
provided  services.  The  decline  in 
voluntary  service  is  occurring  for 
many  reasons,  some  which  can  be 
traced  to  the  change  in  health  care 
delivery.  First,  there  is  less  profit 
margin  from  which  individual 
charity  or  community  beneficial 
services  can  be  provided  at  an  or- 
ganizational level.  Secondly,  at  a 
personal  level,  physicians  are 
working  longer  hours  to  maintain 
the  status  quo  so  subsequently 
they  have  less  time  to  offer. 

Additionally,  as  health  care  pro- 
viders group  together,  what  was 
previously  a personal  decision  to 
provide  uncompensated  care,  or  to 
do  volunteer  service,  is  now  often 
controlled  at  an  organizational 
level  with  more  careful  scrutiny  of 
the  "bottom-line." 

Our  patients  have  not  been  un- 
aware of  this  change,  and  regretta- 
bly view  us  as  a group  increasingly 
concerned  with  our  own  material 
rewards.  We  cannot  allow  this  im- 
age to  persist,  for  our  patients  are 
our  best  allies  in  the  current  chang- 
ing health  care  environment. 
Charitable  giving  of  time  and  as- 
sets by  physicians  will  help  coun- 
teract this  impression. 

Increasingly,  within  American 


Marcia  J.  S.  Richards,  MD 


society,  there  is  a greater  need  for 
medical  volunteerism  because 
many  Americans  are  uninsured, 
cutbacks  are  occurring  in  social 
safety  nets  that  provide  services  for 
the  needy,  and  we  have  a popula- 
tion whose  understanding  of  pre- 
ventative medicine  lags  behind 
many  western  countries.  We  are 
needed  not  just  to  provide  care  for 
those  without  financial  resources, 
but  to  lead  the  American  society 
toward  a healthier  future. 

Continued  on  next  page 
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Continued  from  previous  page 

When  you  are  approached  be- 
cause of  your  expertise,  leadership 
skills,  or  resources  to  participate  in 
efforts  to  meet  the  needs  of  your 
community,  what  will  your  answer 


be?  Will  medicine  as  a profession 
be  noted  for  its  involvement  and 
participation,  or  for  its  absence? 
The  choice  must  be  made  by  each 
one  of  us.  But  I believe  that  it  is 


critical  to  the  future  position  of 
medicine  in  American  society  that 
we  continue  to  give  freely  of  our 
abilities  and  resources— we  need  to 
volunteer.*:* 


EVP  report:  The  view  from  here 

Prosser's  integrity  is  a refreshing  change  of  pace 


In  February  I had  the  pleasure 
of  attending  a dinner  in  Wash- 
ington, DC,  honoring  State  Assem- 
bly Speaker  David  Prosser.  Rep 
Prosser  was  the  recipient  of  the  Dr 
Nathan  Davis  Award,  a prestigious 
award  given  annually  by  the 
American  Medical  Association  to 
just  8 federal,  state  and  local  gov- 
ernment leaders  whose  contribu- 
tions have  promoted  the  art  and 
science  of  medicine  and  the  better- 
ment of  the  public  health.  (See 
story  on  page  177.) 

Rep  Prosser  received  the  award 
for  his  efforts  in  the  passage  of  tort 
reform,  statewide  funding  equity 
for  mental  health  disease,  and  al- 
cohol and  drug  abuse  community 
aids  programs  and  his  assistance 
in  establishing  five  family  medi- 
cine residency  programs. 

While  I have  attended  countless 
awards  dinner,  th . one  truly  stood 
out  as  one  of  the  most  enjoyable 
and  memorable  of  events.  I was 
especially  pleased  to  see  that  eight 
SMS  physicians  attended  the  din- 
ner in  Washington  to  recognize 
Rep  Prosser.  Doctors  Peter 
Podlusky,  Kevin  Quinn,  John 
Mielke,  Ken  Viste,  David  Deubler, 
Richard  Roberts,  Timothy  Flaherty 


An  honest  man's  word  is  as  good  as  his  bond 
— Miguel  de  Cervantes 

and  Stephen  Hathway  attended 
the  event,  along  with  Mike  Kirby 
and  myself  to  represent  you  at  the 
awards  dinner. 

I have  a tremendous  amount  of 
respect  for  Rep.  Prosser.  He  is  a 
man  of  his  word.  When  Republi- 
cans took  control  of  the  Assembly 
just  over  a year  ago  he  was  elected 
speaker.  Shortly  after  the  election. 
Rep  Prosser  promised  that  a vote 
in  the  Assembly  on  tort  reform 
would  be  made  during  the  first  30 
days  of  the  session.  Despite  tre- 
mendous pressure  from  trial  law- 
yers, that  promise  was  kept. 

A few  months  later,  the  Senate 
voted  on  the  tort  reform  proposals 
and  then  on  May  10,  1995,  Gover- 
nor Tommy  Thompson  signed  the 
bill  into  law  creating  a $350,000  cap 
on  non-economic  damages,  along 
with  other  significant  tort  reform 
measures.  The  signing  of  this  bill 
makes  it  one  of  the  most  compre- 
hensive tort  reform  packages  in  the 
nation  and  will  lead  to  a reduction 
in  health  care  costs  for  years  to 
come. 

Another  mark  of  respect  was 
achieved  by  Dave  when  in  a sur- 
vey by  Madison  Magazine  of  400 
lawmakers  and  lobbyists,  he  was 


Thomas  L.  Adams,  CAE 


recognized  as  the  Hardest  Working 
lawmaker,  the  Smartest  lawmaker, 
a Man  of  Principle  and  the  Best 
Orator.  "Without  a doubt,  he's  the 
most  principled  up  there,  and  it's 
not  because  he  has  to  appear  that 
way  as  part  of  his  job,"  said  one 
survey  respondent. 

We  are  fortunate  to  have  this 
outstanding  individual  as  the 
leader  of  our  state  Assembly. 

Continued  on  next  page 
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" Democracy  — A chance  to 
fight  for  improvement " 

— Meyer  London 

Along  with  all  his  attributes. 
Speaker  Prosser  is  a true  believer 
in  democracy  and  you  do  not  need 
to  look  far  to  find  a system  that  is 
more  democratic  than  the  SMS 
Annual  Business  Meeting.  This 
year's  meeting  is  scheduled  from 
April  19-21  in  Milwaukee  at  The 
Pfister  Hotel.  The  SMS  Annual 
Business  Meeting  is  an  opportu- 
nity for  our  delegates  to  put  their 
ideas  into  resolutions  for  a vote 
before  the  House  of  Delegates. 


To  the  editor:  Re:  Patel  NY, 
Landercasper  J.  Wisconsin 
Medical  Journal  1995;94(8):445-7.  In 
their  case  report,  Patel  and 
Landercasper1  correctly  consider 
ketorolac  as  a possible  cause  for 
acute  renal  failure  in  their  patient. 
In  the  discussion,  they  state  that 
the  patient  had  no  underlying  risk 
factors.  However,  the  authors  have 
understated  other  possible  con- 
tributory factors. 

Vancomycin  is  a well  recognized 
cause  of  nephrotoxicity.  Nephro- 
toxicity was  seen  in  14  of  101  pa- 
tients who  received  vancomycin  1 
gram  before  and  after  surgery.2 
This  is  higher  than  the  quoted  in- 
cidence of  0.4%  and  1.7%  in  pa- 


This group  of  physicians  represent 
all  counties  and  physician  speciali- 
ties across  the  state.  If  the  resolu- 
tion is  approved  by  the  House  of 
Delegates,  your  idea  will  shape  the 
direction  of  SMS  for  years  to  come. 

It  is  a shame  that  in  recent  years 
all  delegates  selected  to  attend  the 
Annual  Business  Meeting  have  not 
attended.  In  fact,  just  47%  of  the 
delegates  nominated  by  their 
county  medical  society  or  special- 
ity society  actually  attend  the  meet- 
ing. We  hope  some  of  the  new 
meeting  changes  we  enacted  last 
year,  will  lead  to  improved  atten- 


tients less  and  greater  than  65 
years,  who  received  ketorolac.1 

Low  cardiac  output  is  a well-rec- 
ognized cause  of  acute  renal  fail- 
ure.3 This  review  lists  positive 
pressure  mechanical  ventilation  as 
a cause  of  low  cardiac  output.  The 
subject  of  the  case  report  was  me- 
chanically ventilated  overnight. 

Finally,  the  patient's  preopera- 
tive serum  creatinine  was  normal 
over  1 year  prior  to  surgery.  The 
renal  function  may  have  deterio- 
rated in  the  16  months  between  this 
result  and  the  surgery. 

It  may  therefore  be  concluded 
that  ketorolac  was  only  one  of  a 
number  of  perioperative  factors 
that  may  have  contributed  to  the 


dance.  Improvements  such  as 
moving  the  meeting  to  the  week- 
end and  the  addition  of  family-fo- 
cused events.  All  were  ideas  sug- 
gested by  our  members. 

If  you  are  interested  in  becom- 
ing a delegate  for  the  1997  Annual 
Meeting,  please  contact  your 
county  medical  society  officers  or 
Michelle  Kneiss  at  SMS  at  1-800- 
362-9080  or  via  e-mail  at 
MichellK@SMSWI.ORG.  Michelle 
will  be  able  to  give  you  the  name 
of  your  county  medical  society  of- 
ficers who  elect  delegates  for  the 
annual  business  meeting. ❖ 


Note:  Letters  to  the  editor 
may  be  edited  for  length,  clar- 
ity and  grammar. 

development  of  acute  renal  failure 

in  this  subject. 

—Stephen  Revell,  MD 
Basel,  Switzerland 
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Universal  hepatitis  B vaccinations 


To  the  editor:  This  communi- 
cation is  to  share  concerns 
regarding  universal  vaccination  of 
babies  with  the  hepatitis  B Vaccine 
without  concern  for  their  risk  fac- 
tors. 

Wilson,  in  his  classic  book  re- 
garding the  Hazards  of  Vaccination 
in  1967,  pointed  out  "there  are  no 
insurance  policies  without  premi- 
ums." The  premiums  in  the  cases 
of  the  hepatitis  B vaccinations  are 
unknown.  Based  on  prior  experi- 
ence as  outlined  years  ago  by  Wil- 
son, some  cases  of  the  well-known 
and  accepted  entity,  postvaccinal 
encephalomyelitis  will  occur. 

The  question  worth  asking  is: 
Does  a baby,  born  of  stable  parents 
in  a good  environment,  have 
enough  chance  of  getting  hepatitis 
B to  warrant  subjecting  it  to  an 
unknown  danger?  For  instance,  in 
Wisconsin  there  are  many  counties 
where  hepatitis  B has  not  been  re- 
ported in  years.  In  this  regard  sev- 
eral factors  seem  worthy  of  consid- 
eration. 

First,  there  is  an  increasing  num- 
ber of  reports  in  the  refereed  medi- 
cal literature  about  demyelinizing 
diseases  occurring  after  an  indi- 
vidual has  received  the  hepatitis  B 
vaccination.1'5 

Second,  since  the  hepatitis  B vi- 
rus itself  has  been  reported  to  cause 
autoimmune  problems,  should  we 
not  be  wary  of  giving  antigens  that 
seem  to  have  triggered  these  prob- 
lems?6 

Third,  Fujinami  has  shown  that 
encephalitogenic  polypeptides  in 
the  hepatitis  B virus,  when  given 
with  an  adjuvant,  can  cause  the 
experimental  equivalent  of  mul- 
tiple sclerosis  in  rabbits,  experi- 
mental allergic  encephalomyelitis 


(EAE).7  These  polypeptides  are 
presumed  to  be  in  the  vaccine. 

Fourth,  in  a perusal  of  1,000 
cases  of  adverse  events  reported 
after  the  hepatitis  B vaccine  that 
were  obtained  from  the  Vaccine 
Adverse  Events  Reporting  Systems 
(VAERS),  through  the  Freedom  of 
Information  Act,  there  were  eight 
cases  of  multiple  sclerosis,  27  cases 
of  Guillain-Barre'  Syndrome,  nine 
cases  of  optic  meuritis,  and  two 
cases  of  meningoencephalitis 
found.  If  these  were  not  related  to 
the  hepatitis  B vaccine  received  by 
these  individuals,  this  population 
of  1,000  patients  was  a strange  one 
indeed  when  one  considers  the 
usual  attack  rates  of  these  diseases. 

The  rationale  used  to  justify 
universal  hepatitis  B vaccination  is 
that  the  disease  is  reaching  danger- 
ous levels  in  this  country  because 
mothers  infected  or  at  risk  are  not 
being  tested  for  hepatitis  B.  Thus, 
many  of  these  mothers  give  the 
disease  to  their  babies.  Does  this 
justify  giving  a vaccine  that  can  be 
expected  to  have  untoward  reac- 
tions to  babies  who  have  little  or 
no  chance  of  getting  the  disease? 

What  should  be  done?  We,  as  a 
group,  should  support  efforts  that 
will  ensure  that  all  pregnant 
women  get  tested  for  hepatitis  B. 
We  should  ask  the  manufacturers 
of  the  vaccine  if  their  vaccines, 
when  given  with  and  without  ad- 
juvants, can  cause  EAE  in  animal 
models.7  We  should  support  mea- 
sures to  put  the  hepatitis  B vaccine 
on  the  list  of  vaccines  whose  use 
must  be  documented  so  that  stud- 
ies of  untoward  reactions  can  fi- 
nally be  determined. 

Only  when  these  requirements 
are  met  should  we  consider  sub- 


jecting babies  to  an  unknown  dan- 
ger in  order  to  try  to  solve  what  is 
essentially  a problem  of  public 
health,  ie,  the  failure  of  present 
methods  which  are  directed  at  un- 
cooperative individuals  to  control 
hepatitis  B in  the  United  States. 

It  should  be  pointed  out  that  the 
concerns  voiced  here  should  not 
discourage  the  use  of  the  hepatitis 
B vaccine  for  those  in  a high  risk 
situation. 

—Burton  A.  Waisbren,  Sr.,  MD 
Milwaukee 
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Severely  disabled  patients 


To  the  editor:  Dr  Schauberger, 
in  his  letter  to  the  editor,  very 
correctly  reflects  a small  percent- 
age of  people  whom  are  severely 
disabled  are  secondary  to  medical 
malpractice.  However,  in  my  expe- 
rience in  treating  those  who  are 
disabled,  some  of  the  more  se- 
verely disabled  patients  whom  I 
have  treated  are  secondary  to 
medical  malpractice.  It  is  clear 
there  is  disagreement  on  the  part 
of  economic  experts  as  to  specific 
economic  damages  incurred,  but 
this  is  more  due  to  the  discrepancy 
of  physicians'  opinions  in  terms  of 
determining  future  medical  needs. 
In  my  experience  it  is  actually  the 
skill  and  knowledge  base  of  the 
attorneys  involved  that  often  times 
if  the  key  factor  in  determining  eco- 
nomic damages. 

Just  because  there  are  very  few 


people  who  meet  the  criteria  for 
significant  disability  secondary  to 
medical  malpractice,  this  does  not, 
in  my  mind,  absolve  responsibility 
for  their  needs.  Often  times,  costs 
covered  for  medical  needs  by  in- 
surance companies,  only  deal  with 
pure  medical  concerns  and  have 
nothing  to  do  with  needs  which 
may  include  to  modification  of 
their  environment  for  avocation/ 
vocational  pursuits.  Likewise, 
medical  coverage  is  insufficient  to 
even  cover  some  standard  medical 
care.  I believe  it  is  inappropriate  to 
claim,  since  numbers  are  small, 
that  this  population  of  people 
should  be  the  "sacrificial  lambs"  in 
order  to  keep  the  costs  of  malprac- 
tice down.  As  a presumably  just  so- 
ciety, I believe  we  have  an  obliga- 
tion to  acknowledge  the  devastat- 
ing impact  of  severe  disability  and 


if  there  is  liability,  this  should  be 
addressed  and  accepted.  Most  im- 
pact, and  the  associated  economic 
needs,  are  not  medical,  but  relation 
to  social,  vocational,  recreational, 
transportation,  respite  and  spiri- 
tual needs.  These  cannot  be  ad- 
equately solved  without  non-eco- 
nomic  damage  awards. 

I agree  and  believe  "working  for 
ways  to  improve  the  plight  of  the 
disabled  within  our  society  should 
be  a very  important  role  for  all  of 
us."  Unfortunately,  my  experience 
is  that  many  health  care  clinicians 
have  not  been  adequately  trained 
in  this  area  and  fall  short  in  this 
endeavor.  For  those  who  are  se- 
verely disabled,  falling  through  the 
cracks  seems  to  be  a more  normal 
occurrence. 

—Jeffrey  B.  Gorelick,  MD 
Wauwatosa 
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Department 
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Medicine 


TENTH  ANNUAL 

The  Door  County 
Summer  Institute 


Egg  Harbor,  Wisconsin 

Sessions  run  9:00  am  - 1 2: 1 5 pm  daily 


July  22-26,  1996 

Session  I Harry  Levinson,  PhD 
Session  II  Judith  Jordan,  PhD 

Session  III  Debra  Klamen,  MD 


“Organizational  Diagnosis" 

“A  Relational  Model  of  Women’s 
Development” 

“Stress  Management” 


July  22-26,  1996 

Session  IV  Frederick  Goodwin,  MD 


Session  V Joel  Yager,  MD 


Session  VI  Steve  Rao,  PhD 

Thomas  Hammeke,  PhD 
Mariellen  Fischer,  PhD 
Robert  Newby,  PhD 
Sara  Swanson,  PhD 


“Understanding  & Managing 
Affective  Disorders” 

“Update  on  Eating  Disorders  & Intro 
to  Interpersonal  Psychotherapy” 

“Advanced  Topics  in  Neuro- 
psychological Assessment  and 
Treatment” 


August  5-9,  1996 

Session  VII  Lenore  Terr,  MD  “Childhood  Trauma  & Repressed 

Memory” 

Session  VIII  Donald  Meichenbaum,  PhD  “Advanced Workshop:  Cognitive 

Behavioral  Treatment  of  Adults” 


Session  IX  Thomas  Kramer,  MD  “Computers  in  Mental  Health’ 

Robert  Kennedy,  MA 
Carlyle  Chan,  MD 


For  more  info,  contact:  Carl  Chan,  MD,  MCW  Psychiatry, 
8701  Watertown  Plank  Rd.,  Milwaukee,  Wl  53226 
(414)  257-5995,  cchan@post.its.mcw.edu 
http://www.mcw.edu/psych/ 


• OB/GYN  • Family  Practice 

• Peripheral  Vascular  Surgeon 

• Cardiology 


Where  In 
The  Heck 
Is  Wausau, 
Wisconsin? 


Q 


Right  In 
The  Middle 
Of 

Everything! 


Finding  an  exceptional  practice  can  be  more 
time  consuming  than  paperwork.  That’s 
why  there’s  Wausau  Medical  Center!  If 
you’re  concerned  about  life-style,  that’s 
why  there’s  Wausau,  Wisconsin! 

Wausau  Medical  Center,  located  in 
central  Wisconsin,  is  a busy,  well-estab- 
lished multi-specialty  group  practice  of  70 
physicians.  Due  to  continued  successful 
growth,  we’re  seeking  to  add  Board 
Certified/Board  Eligible  physicians,  in 
the  above  specialties,  to  our  staff. 

Here,  you’ll  enjoy  the  distinct  advantages 
that  Wausau  and  the  surrounding  area 
offer.  Such  as  all-season  recreation, 
outstanding  schools  (including  2 and 
4 year  college  campuses),  low-low  crime 
rate,  easy  access  to  major  urban  areas, 
diverse  economic  base,  and  much  more! 


It’s  good  to  be  in  the  middle!  If  you  would 
like  more  information  on  Wausau  Medical 
Center  and  our  area,  please  call,  or  send 
C.V.  to  James  Lombardo,  Director  of 
Physician  Resources,  Wausau  Medical 
Center,  2727  Plaza  Dr.,  Wausau,  Wl 
54401.  1-800-847-0016,  extension  239. 


WAUSAU  MEDICAL  CENTER 

2727  Plaza  Drive,  Wausau,  Wl  54401 
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Physician  disagrees  with  insurance  plan 


To  the  editor:  The  SMS  is  cir- 
culating a brochure  claiming 
that  a law  needs  to  be  passed  that 
would  force  doctors  to  carry  one 
million  dollars  in  private  insurance 
(up  from  the  current  $400,000).  The 
reason  given  is  that  the  fund  is  in- 
volved in  too  many  cases,  and  does 
a poor  job  defending  physicians. 

There  is  no  question  that  a prob- 
lem exists.  Why  do  our  leaders  at 
the  SMS  think  that  the  only  answer 
is  to  force  doctors  to  buy  ever 
higher  levels  of  insurance?  That 
will  send  a clear  message  that  doc- 
tors are  prepared  to  pay  much 
larger  settlements.  Why  should  the 
SMS  promote  any  legislation  that 
would  perpetuate  the  current  sys- 
tem which  abuses  the  licensing 
power  of  the  state?  The  Federation 
of  State  Medical  Boards  has 
adopted  an  official  policy  state- 
ment opposing  any  requirement 
for  physician  licensure  that  is  un- 
related to  qualifications  and  fitness 
to  practice  medicine.  As  examples 


of  what  should  not  be  linked  to  li- 
censure, the  federation  includes  li- 
ability insurance,  student  loan  pay- 
ment delinquency,  and  child  sup- 
port. 

Our  leaders  at  the  SMS  would 
have  us  believe  that  they  are 
smarter  than  the  Federation  of 
State  Medical  Boards.  Worse  yet, 
some  of  our  medical  leaders  have 
come  to  recognize  that  this  eco- 
nomic hurdle  may  work  to  the  ad- 
vantage of  established  medical 
groups.  Under  the  guise  of  protect- 
ing patients,  excessive  insurance 
requirements  have  created  a sort  of 
"job  lock"  for  physicians.  Em- 
ployed physicians  are  deterred 
from  opening  independent  prac- 
tices, while  the  entry  of  new  phy- 
sicians into  a community  is  artifi- 
cially restricted.  For  the  SMS  to 
support  such  devious  methods  for 
monopolizing  and  restraining  the 
medical  marketplace  indicates  that 
we  have  descended  to  a level  of 


sleaziness  never  before  achieved. 

Physicians  have  no  more  re- 
sponsibility than  any  other  profes- 
sion to  buy  insurance.  Instead  of 
legislation  so  favorable  to  the  trial 
attorneys  that  one  might  conclude 
they  had  introduced  it,  we  Cheadle 
be  advancing  legislation  that  will 
protect  physicians.  Some  states 
have  adopted  a cap  on  total 
payouts  and  some  have  asset  pro- 
tection. We  need  to  restore  a free 
market  for  insurance  in  order  to 
obtain  the  best  prices.  We  need  to 
preserve  the  freedom  to  practice 
medicine,  unrestrained  by  exces- 
sive regulation  and  financial  bur- 
dens. 

—Albert  L.  Fisher,  MD 
Oshkosh 

Editor's  note:  Dr  Fisher's  letter  speaks 
for  itself.  The  opinions  and  facts  cited 
within  differ  from  those  found  by  the 
SMS.  ❖ 
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Focus  on  Amish 


Scientific 

A comparison  of  the  perceived  health  needs  of  Amish 
and  non- Amish  families  in  Cashton,  Wise 


Nancy  Dickinson,  Doris  P.  Slesinger,  PhD,  and  Patricia  R.  Raftery,  DO,  Madison  and  Cashton 


Cashton  area  residents  were  queried  on  past  health  care  experiences 
and  asked  their  opinions  of  services  that  could  be  provided  at  the 
Scenic  Bluffs  Community  Health  Center  (SBCHC)  in  Cashton.  A 
questionnaire  addressed  to  both  Amish  and  non- Amish  residents 
featured  five  main  areas:  (1)  additional  services  and  health  care 
providers  that  might  supplement  existing  services  at  SBCHC;  (2) 
opinions  on  establishing  a birthing  center;  (3)  mothers'  past  history 
with  the  birth  and  care  of  children,  including  immunization  use;  (4) 
respondents'  past  use  of  health  care;  and  (5)  perceived  barriers  to 
receiving  health  care.  Both  Amish  and  non-Amish  respondents  agreed 
that  walk-in  care,  dental  care,  and  24-hour  telephone  access  to  a pro- 
vider were  important  services  to  be  added,  and  that  a dentist,  chiro- 
practor, and  pharmacist  would  be  valuable.  While  both  Amish  and 
non- Amish  favored  the  idea  of  a birthing  center,  their  reasons  for 
supporting  it  differed.  It  was  also  found  that  routine  preventive  care 
was  used  much  more  by  the  non- Amish  than  the  Amish  population. 
Common  barriers  to  health  care  for  both  groups  included  cost  of  care, 
appointment  availability,  and  waiting  time  for  appointments.  Wis  Med  ] 
1996;95(3):151-156. 


After  receiving  a federal 
grant  to  establish  a new 
clinic  in  response  to  the  high  need 
for  primary  health  care  for  both 
Amish  and  non- Amish  residents  in 
the  area,  the  Scenic  Bluffs  Commu- 
nity Health  Center  (SBCHC) 
opened  in  rural  Cashton  in  June 
1994.  Its  staff  included  two  part- 
time  physicians,  a full-time  family 
nurse  practitioner,  and  two  medi- 
cal assistants.  The  area  surround- 
ing Cashton  is  largely  agricultural, 
covering  parts  of  southern  Monroe 
and  northern  Vernon  counties.  Of 
the  area's  7,700  residents,  more 
than  2,000  are  Amish.1 
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When  the  clinic  opened  its 
doors,  both  the  medical  and  clinic 
directors  believed  they  needed  to 
learn  two  basic  things  from  pro- 
spective constituents:  What  did 
residents  regard  as  their  most  im- 
portant health  needs?  How  could 
the  SBCHC  assist  them  in  meeting 
those  needs? 

To  answer  these  questions,  in 
the  summer  of  1994  the  clinic  medi- 
cal director,  a pre-medical  student 
and  native  of  Cashton,  and  a medi- 
cal sociologist  at  the  University  of 
Wisconsin-Madison  planned  and 
executed  a survey  of  Amish  and 
non-Amish  families.  Due  to  the 


high  birth  rate  among  the  Amish 
and  the  need  for  maternal  and  in- 
fant preventive  care,  the  survey 
was  aimed  at  families  with  chil- 
dren under  age  5. 

Amish  residents 

The  Old  Order  Amish  arrived  on 
American  shores  in  the  early  18th 
century  to  escape  the  severe  reli- 
gious persecution  they  faced  in 
Switzerland.2  Nearly  2,000  people 
immigrated  to  America,  originally 
settling  in  Pennsylvania.3  Today, 
there  are  more  than  135,000  Amish 
Americans,4  with  over  8,000  Amish 
in  Wisconsin.5  Two  thousand 
Amish  live  near  Cashton.1 

An  Amish  community  consists 
of  several  small  church  districts, 
each  district  encompassing  a spe- 
cific geographic  area  within  a 
settlement.  A district  typically  in- 
cludes 25  to  30  families  for  a total 
population  of  more  than  200  indi- 
viduals. The  bishop  is  the  spiritual 
leader  and  chief  authority  in  each 
district.  Eight  church  districts  sur- 
round Cashton. 

In  regard  to  health  care,  the 
Amish  believe  they  should  be  re- 
sponsible for  their  own  group,  and 
they  prefer  not  to  accept  govern- 
ment services  (including  Medic- 
aid) or  purchase  private  insurance. 
By  eschewing  insurance  and  gov- 
ernment programs,  they  often  do 
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without  routine  and  preventive 
health  care.  They  do,  however, 
appear  willing  to  accept  care  for 
acute  and  chronic  diseases.  When 
medical  expenses  exceed  a family's 
ability  to  pay,  the  entire  community 
shares  in  the  cost.6 

Families  are  the  main  building 
blocks  of  the  Amish  community, 
and  pregnancy  and  childbirth  are 
important  events  in  Amish  life.7 
One  source  estimates  there  are  ap- 
proximately 7 live  births  per  fam- 
ily.2 Births  occur  in  either  home  or 
hospital,  with  the  majority  of  the 
Old  Order  Amish  favoring  home 
births. 

Non-Amish  residents 

Cashton  is  a small  rural  commu- 
nity of  approximately  800  non- 
Amish  residents  and  is  one  of  the 
most  agriculturally  dependent  ar- 
eas of  the  state;  about  28%  of  area 
residents  rely  on  farming  as  their 
livelihood.  Cashton  is  also  one  of 
the  state's  poorest  areas,  with  ap- 
proximately 20%  of  its  residents 
living  below  the  federally-desig- 
nated poverty  level  and  an  addi- 
tional 29%  living  between  100  and 
200  percent  of  that  level.  Sixteen 
percent  of  the  population  is  aged 
65  years  and  over.1  Approximately 
12%  of  the  population  has  no 
health  insurance. 


Dickinson  is  currently  a medical  stu- 
dent at  the  University  of  Wisconsin 
Medical  School.  Slesinger  is  a profes- 
sor with  the  Department  of  Rural  So- 
ciology, University  of  Wisconsin-Madi- 
son.  Raftery  is  medical  director  of  the 
Scenic  Bluffs  Community  Health  Cen- 
ter in  Cashton,  WI,  and  member  of  the 
medical  staff  of  the  Family  Practice 
Clinic  and  St  Mary's  Hospital  in  Sparta, 
WI.  Reprints  and  copies  of  the  origi- 
nal report  are  available  from  Dr  Doris 
P.  Slesinger,  Department  of  Rural  Soci- 
ology, University  of  Wisconsin-Madi- 
son,  1450  Linden  Drive,  Madison,  WI 
53706.  Copyright  1996  by  the  State 
Medical  Society  of  Wisconsin.  This  re- 
search was  funded,  in  part,  by  a Wis- 
consin Hilldale  Undergraduate/Fac- 
ulty Research  Fellowship  in  1994-95. 


Methods 

To  obtain  the  necessary  informa- 
tion from  area  residents,  the  au- 
thors developed  a questionnaire 
addressing  five  main  topics: 

(1)  additional  services  and  health 
care  providers  that  could 
supplement  existing  services 
at  SBCHC; 

(2)  opinions  on  establishing  a 
birthing  center; 

(3)  mothers'  past  history  with  the 
birth  and  care  of  children,  in- 
cluding immunization  use; 

(4)  respondents'  past  use  of  health 

care,  and 

(5)  perceived  barriers  to  receiving 
health  care. 

Two  forms  of  the  questionnaire 
were  used  because  a few  questions 
were  inappropriate  to  ask  of  one  or 
the  other  group.  For  the  Amish, 
drug  or  alcohol  abuse  counseling 
was  omitted  from  the  list  of  ser- 
vices the  respondent  might  want. 
For  the  non-Amish,  a few  ques- 
tions were  inappropriate  to  ask: 
"Would  you  support  a program  to 
train  Amish  persons  to  be  health 
workers  who  could  assist  in  getting 
Amish  persons  the  medical  care  or 
health  information  they  desire..."; 
and  "Would  you  participate  in  the 
WIC  program  if  an  Amish  person 
could  assist  in  providing  this  ser- 
vice?" Also,  two  versions  of  a list 
of  birth  attendants  were  created: 
for  the  Amish  the  list  included  cer- 
tified nurse  midwife,  physician 
and  Amish  midwife;  for  the  non- 
Amish  the  list  stated  certified  nurse 
midwife,  family  practice  physician, 
and  obstetrician.8 

Obtaining  information  from  the 
Amish  families  presented  some 
problems.  Because  the  SBCHC  had 
received  very  good  cooperation 
from  the  Amish  community  dur- 
ing the  planning  stage  of  the  clinic, 
we  decided  to  follow  the  same  pro- 
cedure. Following  recommenda- 
tions, we  began  by  discussing  the 
survey  with  the  bishops,  and  after 
receiving  their  support,  asked  the 
bishops  to  distribute  the  question- 
naire forms  to  the  families  in  their 


districts.  The  bishops  estimated 
that  about  145  families  in  the  eight 
surrounding  church  districts  had 
children  under  5 years.  We  gave 
them  sufficient  numbers  of  forms 
to  distribute,  along  with  prepaid, 
self-addressed  envelopes  to  mail 
back  to  us.  We  learned  that  the 
surveys  were  distributed  at  church 
services.  Forty-six  completed 
forms  were  returned  by  mail.  Since 
we  have  no  information  as  to  the 
number  actually  distributed,  we 
cannot  calculate  a response  rate.  If 
all  145  were  distributed,  however, 
the  response  rate  would  be  about 
32%. 

Using  the  Cashton  Public  School 
District  Census  to  determine  the 
number  and  names  of  non-Amish 
families  with  children  under  5 
years  of  age,  122  questionnaires 
were  mailed  to  non-Amish  fami- 
lies. Of  these,  nine  had  been 
misaddressed  and  were  returned 
unopened.  Completed  forms  were 
returned  by  43  non-Amish  resi- 
dents, resulting  in  a response  rate 
of  38%.  Thus,  this  article  presents 
the  results  based  on  the  returns  of 
46  Amish  and  43  non-Amish  ques- 
tionnaires. We  also  learned  that  it 
appears  the  Amish  do  not  respond 
to  a written  questionnaire  the  same 
way  as  non-Amish.  For  example, 
the  Amish  did  not  answer  some 
questions  or  parts  of  questions. 
(We  do  not  know  why  this  was  the 
case,  but  can  speculate  that  the 
Amish  are  not  often  asked  to  an- 
swer written  survey  questions  and 
may  not  be  familiar  with  this  mode 
of  gathering  information.  Thus, 
they  may  decide  to  omit  questions 
that  cannot  be  answered  in  a posi- 
tive way  or  they  may  only  answer 
questions  that  are  meaningful  to 
them.)  In  the  section  that  follows, 
results  are  based  on  the  number  of 
responses  to  the  questions.  Codes 
for  responses  to  each  question  were 
developed  and  entered  into  the 
computer.  Distributions  for  each 
question  were  examined,  errors 
corrected,  and  missing  data  noted. 
Every  10th  questionnaire  was  in- 
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Fig.  1 — Proportion  of  Amish  and  non- Amish  reporting  additional  services  would  be  “ important ” to  family. 


dependency  coded  a second  time 
to  check  for  reliability  of  coding. 
Statistically  significant  differences 
between  the  groups  were  deter- 
mined with  a chi-square  test. 

Results 

Both  Amish  and  non-Amish  re- 
spondents felt  that  walk-in  care 
and  dental  care  were  the  most  im- 
portant services  that  SBCHC 
should  add  (Fig  1).  Both  groups 
agreed  that  24-hour  telephone  ac- 
cess to  a health  provider  was  also 
important.  The  groups  diverged  in 
their  rating  of  other  services:  the 
Amish  felt  that  a birthing  center 
should  be  established  and  home 
health  care  provided,  whereas  the 
non- Amish  preferred  the  addition 
of  physical  therapy,  health  educa- 
tion programs,  and  various  types 
of  counseling  (drug  and  alcohol, 
health  benefits,  family  planning). 

When  asked  whether  they 
would  use  the  service  of  providers 
that  might  become  available,  the 
groups  differed  significantly.  All  of 
the  Amish  respondents  compared 


to  only  two  thirds  of  the  non- 
Amish  expressed  interest  in  a den- 
tist (Fig  2).  The  groups  also  dif- 
fered significantly  in  the  propor- 
tion wanting  a chiropractor  (93% 
of  the  Amish  vs.  53%  of  the  non- 
Amish),  and  the  proportion  want- 
ing a certified  nurse  midwife  (80% 
vs.  36%).  Both  Amish  and  non- 
Amish,  however,  indicated  they 
would  use  the  services  of  a phar- 
macist (96%  vs.  89%).  Pediatricians 
are  the  second  most  desired  prac- 
titioner by  the  non- Amish  (86%), 
although  the  Amish  also  are  inter- 
ested in  obtaining  services  from 
these  physicians  (71%).  General 
agreement  appears  in  the  propor- 
tion in  both  groups  of  the  future 
use  of  ob-gyn  services  (72%  and 
71%),  public  health  nurses  (56% 
and  48%),  and  home  health  visitors 
(33%  and  24%).  Finally,  a very 
small  proportion  of  Amish  indi- 
cated they  would  use  a certified 
dietitian,  compared  to  44%  of  the 
non-Amish. 

Table  1 shows  the  opinions  of 
Amish  and  non-Amish  respon- 


dents about  a birthing  center.  Al- 
most all  the  Amish  and  half  the 
non-Amish  felt  that  they  would 
use  a birthing  center  to  receive  pre- 
natal care.  However,  86%  of  the 
Amish  compared  to  only  about  one 
third  of  the  non-Amish  said  they 
would  use  it  to  give  birth.  Non- 
Amish  respondents  felt  that  they 
would  use  a birthing  center  more 
as  a place  for  information,  health 
education,  and  prenatal  care, 
rather  than  as  a place  to  give  birth. 
The  Amish  said  they  would  use  the 
birthing  center  more  to  receive  pre- 
natal care  and  to  give  birth,  rather 
than  for  information  and  educa- 
tion. 

Regarding  prenatal  and  postna- 
tal care.  Figure  3 shows  that  all  of 
the  non-Amish  women  received 
some  prenatal  care  during  their  last 
pregnancy,  compared  to  about  two 
thirds  of  the  Amish  women.  For 
postnatal  care,  more  than  90%  of 
non-Amish  women,  but  only  30% 
of  Amish  women,  had  a postnatal 
checkup  after  their  last  baby.  It  is 
important,  however,  to  note  the 


Wisconsin  Medical  Journal  • March  1996 


153 


Table  1.  Opinions  on  use  of  birthing  center 


Proportion  stating  "yes" 

Amish 

Non 

-Amish 

p-value* 

N 

% 

N 

% 

<.01 

Use  for  prenatal  care 

22 

95.5% 

37 

56.8% 

<.001 

Use  for  birthing 

22 

86.4% 

37 

35.1% 

<.05 

Use  for  nutrition  information 

19 

21.1% 

38 

50.0% 

<.05 

Use  for  newborn  care  instruction 

20 

20.0% 

38 

50.0% 

<.05 

Use  for  breastfeeding  information 

20 

15.0% 

38 

44.7% 

<.05 

Two-tailed  chi-square  test,  one  degree  of  freedom. 

Table  2.  Health  utilization  patterns  in  the  past  year 


Proportion  stating  "yes" 

Amish 
N % 

Non- Amish 
N % 

p-value’ 

Visited  a physician 

37 

70.3% 

38 

100.0% 

<.001 

Visited  a dentist 

35 

60.0% 

38 

92.1% 

<.01 

Visited  an  emergency  room 

38 

23.7% 

38 

42.1% 

<.10 

Spent  at  least  one  night  in  hospital 

38 

26.3% 

37 

36.8% 

NS 

Two-tailed,  chi-square  test,  one  degree  of  freedom. 


variation  within  the  Amish  group. 
That  is,  although  not  reaching  the 
levels  of  the  non- Amish,  two  thirds 
of  Amish  respondents  reported  re- 
ceiving some  prenatal  care  in  their 
last  pregnancy,  and  almost  one 
third  reported  getting  a postnatal 
checkup. 

When  asked,  "Have  any  of  your 
children  received  any  immuniza- 
tions?," all  the  non-Amish  respon- 
dents said  that  their  children  had 
received  immunizations  (Fig  3).  Of 
the  29  Amish  who  answered  this 
question,  only  four  said  that  their 
children  had  been  immunized. 
Among  the  reasons  given  for  not 
having  their  children  immunized 
were:  "We  didn't  think  it  neces- 
sary," "We  don't  believe  in  it,"  and 
"personal  beliefs"  or  "religious  rea- 
sons." These  reasons  support  simi- 
lar findings  in  an  investigation  of 
a measles  outbreak.4 

When  asked  about  experiences 
with  health  care  in  the  past  year, 
the  non-Amish  respondents  ex- 
ceeded the  Amish  in  receiving  ev- 
ery type  of  care  (Table  2).  That  is, 
all  the  non-Amish  reported  that 
someone  in  the  household  had  vis- 
ited a physician  in  the  past  year 
compared  to  70%  of  the  Amish 


who  had  received  care.  More  than 
90%  of  the  non-Amish  stated  that 
a member  had  visited  a dentist, 
compared  to  60%  of  the  Amish. 
Twice  the  proportion  of  non- Amish 


than  Amish  visited  an  emergency 
room.  Finally,  a slightly  higher  pro- 
portion of  the  non-Amish  had  a 
member  of  the  household  spend  a 
night  in  the  hospital  in  the  past 
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Fig.  2 — Proportion  of  Amish  and  non- Amish  who  would  use  providers  if  available. 
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Fig  3.  —Proportion  of  Amish  and  non-Amish  families  reporting  prenatal  and  postnatal 
care  for  last  pregnancy,  and  immunization  for  any  of  their  children. 


year  (36.8%  vs.  26.3%),  although 
this  difference  was  not  statistically 
significant. 

A list  of  reasons  for  not  seeking 
medical  intervention  was  pro- 
vided, and  respondents  were 
asked  to  check  if  each  "was  a rea- 
son for  anyone  in  your  household 
not  seeing  a doctor  when  needed 
during  the  past  year"  (Table  3).  For 
both  Amish  and  non-Amish,  one 
reason  topped  the  list:  "It  costs  too 
much  to  see  a doctor."  Next,  for 
the  Amish,  "There  is  too  long  a 
wait  at  the  doctor's  office."  Two 
reasons  were  tied  for  third:  they 
could  not  get  an  appointment  as 
soon  as  needed,  and  they  lacked 
the  needed  transportation.  The 
non-Amish  noted  that  in  addition 
to  cost,  they  could  not  take  time  off 
work,  could  not  get  an  appoint- 
ment as  soon  as  needed,  it  took  too 
long  to  get  to  the  doctor's  office, 
and  the  wait  was  too  long  once 
there. 

Summary  and  discussion 

The  Amish  and  their  non-Amish 
neighbors  in  the  Cashton  area  in- 
habit both  similar  and  different 
worlds.  Both  groups  live  in  a lo- 
cality which  is  dependent  on  agri- 
culture, has  relatively  high  poverty 
rates,  and  lacks  many  health  and 
medical  services.  And  our  survey 
indicates  that  both  groups  would 
like  hands-on  medical  and  dental 
care,  a pharmacy,  24-hour  tele- 
phone access  to  a provider,  and 
walk-in  care. 

Their  worlds  also  differ.  Some 
differences  are  highly  visible: 
Amish  homespun  clothing  and 
horse-and-buggy  transport  versus 
non-Amish  factory-produced 
clothing,  cars,  and  trucks.  Other 
important  differences  appear  in 
areas  of  belief  and  living  patterns. 
These  differences  are  reflected  in 
survey  responses  to  the  establish- 
ment and  use  of  a birthing  center, 
and  the  need  for  health  education. 
The  Amish  regard  a birthing  cen- 
ter as  an  important  support  for 
their  way  of  life.  Since  the  Amish 


prefer  to  give  birth  in  their  own  en- 
vironment, the  added  security  is 
greatly  appreciated  by  having 
trained  professionals  available  if 
complications  arise  during  a birth. 
Also,  because  the  Amish  travel  by 
horse  and  buggy,  time  and  distance 
are  critical  barriers  to  a hospital 
delivery. 

Health  education  was  seen  as 
more  important  by  the  non-Amish 
respondents  compared  to  the 
Amish  families.  The  Amish  lack  of 
interest  in  health  education,  prena- 
tal care,  and  postpartum  care  stems 
from  important  features  of  Amish 
culture  and  society.  The  Amish  shy 
away  from  what  they  perceive  as 
outsiders'  efforts  to  replace  Amish 


beliefs  and  practices  with  non- 
Amish  ones.  Reliance  on  their  own 
group  for  advice  and  care  in  preg- 
nancy, birthing,  and  postpartum 
needs  is  imbedded  in  their  tradi- 
tions and  cultural  heritage.7 

In  general,  the  Amish  consis- 
tently preferred  those  services  and 
providers  that  met  two  criteria:  (a) 
medical  and  other  care  that  Amish 
resources  did  not  provide  (e.g., 
dental  care,  walk-in-care,  chiro- 
practic services,  24-hour  telephone 
access  to  providers  in  the  event  of 
injury  or  serious  illness);  and  (b) 
services  that  would  not  compete 
with  or  contradict  their  cultural 
values,  religious  principles,  and 
child-rearing  practices.  For  this 
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Table  3.  Reasons  for  not  seeing  a doctor 


Proportion  stating  "yes" 

Amish 
N % 

Non-Amish 
N _% 

p-value’ 

It  costs  too  much  to  see  a doctor. 

28 

75.0% 

37 

35.1% 

<.01 

There  is  too  long  a wait  at  the 
doctor's  office. 

25 

28.0% 

38 

21.1% 

NS 

You  or  a member  of  your 
household  could  not  get  an 
appointment  as  soon  as  needed. 

23 

21.7% 

37 

21.6% 

NS 

You  or  a member  of  your 
household  had  no  transportation 
to  the  doctor's  office. 

22 

22.7% 

37 

10.8% 

NS 

The  doctor's  office  was  too  far 
away 

22 

18.2% 

37 

18.9% 

NS 

You  or  a member  of  your 
household  were  not  covered  by 
an  insurance  plan. 

23 

13.0% 

37 

13.5% 

NS 

It  takes  too  long  to  get  to  the 
doctor's  office. 

21 

9.5% 

37 

21.6% 

NS 

You  or  a member  of  your 
household  could  not  take 
time  off  work. 

22 

0.0% 

37 

29.7% 

<.01 

You  or  a member  of  your 
household  could  not  get  child- 
care for  your  children. 

20 

0.0% 

37 

8.1% 

NS 

* Two-tailed,  chi-square  test,  one  degree  of  freedom. 


reason,  they  had  little  interest  in 
various  health  education  pro- 
grams, counseling  services,  well- 
baby  care,  or  immunizations. 

Postscript 

Since  the  time  of  survey,  SBCHC 
has  added  a chiropractor  and  an 
optometrist  to  its  staff;  plans  are 
underway  to  include  a dentist. 
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Physicians'  perspectives  on  treating  Amish  patients 

Cheryl  McCollum,  contributing  editor 


A life  secluded  from  the  rest  of 
the  world.  One  that  not  only 
avoids  modern  conveniences  but  mod- 
ern medicine.  It's  the  mystique  sur- 
rounding the  approximately  8,000 
Amish  people  who  live  in  Wisconsin 
communities  across  the  state.  A 
lifestyle  that  more  physicians  will 
bump  up  against  in  the  future. 

As  more  Amish  settlements 
move  from  the  rapidly  developing 
Pennsylvania  landscape  to 
Wisconsin's  rural  farmland,  physi- 
cian interaction  with  the  Amish 
will  become  more  commonplace. 
An  increasing  number  of  physi- 
cians are  discovering  that  modern 
medicine  and  the  old  ways  of  the 
Amish  do  not  mix. 

With  approximately  50  Amish 
families  living  in  the  area,  rarely 
does  a week  go  by  when  Russell 
Dean,  MD,  does  not  see  an  Amish 
patient  in  his  rural  Clark  County 
office  in  Greenwood.  It's  generally 
an  emergency  when  the  Amish  use 
the  services  of  modern  medicine, 
said  Dr  Dean,  a family  physician. 
Abdominal  pain,  pregnancy  prob- 
lems, broken  bones,  ruptured  ap- 
pendixes and  pneumonia  are  the 
most  common  reasons  Amish  pa- 
tients seek  his  services. 

“They  (the  Amish)  come  in  usu- 
ally  after  they've  tried  a few 
things,"  he  said.  Dr  Dean  ex- 
plained that  for  the  Amish,  natu- 
ral medicines  such  as  herbal  tab- 
lets, garlic  and  mega-vitamins  are 
the  preferred  first-line  defense 
against  injury  and  illness.  The  chi- 
ropractor, the  Clark  County  phy- 
sician noted,  is  also  viewed  as  an- 
other possible  first  choice  for  the 
Amish. 

“Except  for  requesting  antibiot- 
ics, they  are  skeptical  of  our  medi- 
cine," Dr  Dean  said.  “Homeopaths 
would  do  very  well  here." 

For  nearly  13  years.  Dr  Dean  has 
worked  in  Greenwood,  located  15 


miles  east  of  Neillsville  and  30 
miles  west  of  Marshfield.  During 
those  years  working  with  the 
Amish  community,  he  has  found 


that  it  is  rare  for  him  to  do  any  pre- 
natal care,  well-baby  checks  or  im- 
munizations. “It's  almost  always 
Continued  on  next  page 


A long  way  down.  Horse  and  buggy  are  the  preferred  mode  of  travel  for  Wisconsin's 
Amish  residents  who  shun  modern  conveniences  because  these  innovations  go  against 
their  culture's  desire  to  keep  separate  from  the  rest  of  the  world  and  maintain  community 
cohesion.  Approximately  8,000  Amish  live  in  Wisconsin,  many  in  the  rural  areas  near  La 
Crosse  where  this  photo  was  taken.  (Photo  by  Richard  Riniker) 
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Shown  below  are  the  1989-90  locations  of  Amish-Mennonite  settlements  in  Wisconsin  and  the  names  of  the 
nearest  towns. 


Source:  Hill,  Sharon  L.  1991.  "Perception  and  Reality  of  Wisconsin  Amish-Mennonite  Travel  and  Visitation  Patterns.  M.A.  Thesis.  Univer- 
sity of  Wisconsin-Milwaukee. 
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Amish  Congregations  in 
Wisconsin  counties  - 1992 


County 

Number  of 
Congregations  / 
Church  Districts 

Buffalo 

2 

Barron 

1 

Calumet 

1 

Clark 

6 

Columbia 

3 

Eau  Claire 

4 

Grant 

1 

Green 

1 

Marathon 

3 

Monroe 

4 

Oconto 

1 

Portage 

3 

Rock 

1 

Sauk 

2 

Shawano 

1 

Taylor 

3 

Trempealeau 

2 

Vernon 

13 

Waukesha 

2 

Total 

congregations 

53 

Source:  Luthy,  David.  1994.  "Amish 
Migration  Patterns:  1972-1992"  in 
Donald  Kraybill  and  Marc  Olshan, 
eds.  The  Amish  Struggle  with  Moder- 
nity. Hanover,  NH:  The  University 
Press  of  New  England,  p.  259. 


Bridging  cultural  differences 

The  Amish  are  Christians  with  a strong  faith  in  God.  But  just  as  you 
would  not  expect  a Southern  Baptist,  Presbyterian  and  Catholic  to 
see  eye-to-eye  of  every  issue,  there  exist  significant  differences  in 
culture  and  belief  between  the  Amish  and  non- Amish.  To  provide 
quality  health  care  and  ensure  respectful  communication,  physicians 
must  find  ways  to  bridge  these  gaps.  UW  Hospital  Chaplin  John 
Emmart  co-chairs  the  UW  Multicultural  Patient  Care  Team  and  is 
now  co-authoring  a book  on  multicultural  care.  Emmart  shared  his 
knowledge  of  Amish  families,  noting  that  as  with  any  group,  each 
person's  actions  will  "be  subject  to  that  individual's  journey." 

Some  guidelines  for  treating  Amish 

1.  Approach  the  patient  and  family,  asking  what  their  particular  con- 
cerns or  questions  are  about  their  care  or  condition.  Ask  them  if 
there  are  any  circumstances  that  you  should  be  aware  of  in  pre- 
scribing equipment  or  medicine.  For  example,  do  they  have  elec- 
tricity in  their  home?  If  they  don't,  many  types  of  durable  medi- 
cal equipment,  such  as  nebulizers,  would  be  inoperable. 

2.  Ask  your  patient,  'Is  there  anything  in  your  faith  system  I should 
be  aware  of  as  your  physician  treating  you?' 

3.  Ask  if  the  family  has  access  to  a pharmacy  and  is  familiar  with 
getting  prescriptions  filled. 

4.  Due  to  their  belief  in  the  separation  of  church  and  state,  do  not 
expect  Amish  to  have  health  insurance  or  use  the  Medicaid  or 
Medicare  programs.  If  the  cost  of  medical  care  exceeds  one 
family's  ability  to  pay,  the  Amish  community  pitches  in  to  pay 
the  debt. 

5.  Because  they  do  not  have  radios  and  televisions,  do  not  assume  a 
basic  level  of  knowledge  of  medications.  For  example,  Amish  pa- 
tients may  not  know  to  take  aspirin  for  inflammation. 

6.  Regarding  organ  donations,  Amish  tend  to  agree  to  donate  the 
organs  of  a loved  one  if  the  procedure  has  a strong  chance  of 
success.  If  it's  experimental,  they  would  likely  decline. 

7.  The  decision  whether  to  immunize  children  varies  among  Amish, 
with  more  conservative  individuals  viewing  immunizations  as 
working  against  the  will  of  God.  Other  Amish,  however,  have 
allowed  their  children  to  be  immunized. ❖ 


an  acute  problem,"  he  said.  "I 
think  they  consider  (preventative 
medicine)  unnecessary  and  expen- 
sive. They  are  a frugal  group,  that's 
for  sure." 

He  recalls  one  incident  in  which 
an  Amish  man  came  running  into 
his  office  with  a severely  lacerated 
hand.  Knowing  the  cost  to  repair 
the  hand  would  be  high,  he  asked 
Dr  Dean  to  "just  cut  it  off." 

Dr  Dean  said  he  knew  there  was 
a good  chance  the  hand  could  be 


saved,  so  he  encouraged  him  to  go 
the  St.  Joseph's  Hospital  in 
Marshfield.  He  went  and  the 
Amish  man's  hand  was  saved,  but 
Dr  Dean  said  he  knows  the  patient 
was  unhappy  because  he  did  not 
like  getting  caught  up  in  the  sys- 
tem and  having  to  pay  for  the  treat- 
ment. "I  know  he  would  have  pre- 
ferred to  just  have  had  (his  hand) 
cut  off,"  he  said. 

Although,  if  there  is  a true  emer- 
gency in  the  Amish  community.  Dr 


Dean  said  they  will  go  to  the  hos- 
pital. He  noted  there  are  cases 
where  if  they  would  have  taken 
some  preventative  measures,  it 
could  have  saved  them  a great  deal 
in  hospital  costs.  "I'm  amazed  how 
much  they  go  into  debt  b . waiting 
too  long  for  treatment  he  said, 
adding  what  could  have  been 
taken  care  of  in  an  urgent  care  visit, 
can  turn  into  a week-long  hospital 
stay. 

Continued  on  next  page 
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A scene  from  early  America  lives  on  today  near  La  Crosse  inhere  an  Amish  farmer  plows  the  family's  fields  with  this  team  of  horses.  In 
addition  to  farming,  preferred  Amish  occupations  include  furniture  manufacturing,  handicrafts,  bakeries  and  home-building. 

(Photo  by  Richard  Riniker) 


Continued  from  preceding  page 
Life  with  the  Amish  in  Tomah 

Kevin  Jessen,  MD,  a family  physi- 
cian from  Tomah,  also  practices 
near  three  large  Amish  settlements. 
Dr  Jessen  said  he  has  a "very  posi- 
tive" feeling  about  treating  the 
Amish. 

While  the  majority  of  Amish 
deliver  their  babies  at  home,  he 
said  he  does  enjoy  the  occasional 
contact  he  does  have  with  the  com- 
munity. "They  (the  Amish)  are 
very  accurate  diagnosticians  and 
they  are  very  aware  of  their  bod- 
ies," he  said.  In  fact,  he  said,  the 
Amish  are  much  better  at  diagnos- 
ing themselves  than  the  general 


population. 

Dr  Jessen  said  he  sees  mostly 
pregnant  Amish  woman  and  their 
pattern  is  to  always  come  in  dur- 
ing the  37th  week  of  pregnancy. 
Their  primary  reason  for  this  one 
and  only  visit,  is  to  find  out  if  the 
baby  is  breech  or  not.  "It's  obvi- 
ously a little  late  for  doing  any  type 
of  significant  prenatal  care,"  he 
said.  "But  I am  amazed  at  how 
they  are  always  correct  in  their  due 
date." 

He  said  the  Amish  do  not  want 
to  go  to  specialists  or  big  hospitals. 
He  agrees  with  Dr  Dean  that  they 
are  a frugal  group  that  already  has 
the  concept  down  of  rationing  their 


health  care. 

Yet,  not  surprisingly  given  the 
circumstances,  all  pregnancies  do 
not  go  well.  Dr  Jessen  said  he  has 
seen  some  pretty  horrible  deaths. 
Once  they  could  not  find  a way  to 
get  a baby's  head  out  of  his  mother. 
Dr  Jessen  was  called  and  he  and  the 
mother  traveled  by  ambulance  to 
La  Crosse.  Unfortunately,  the  baby 
died,  he  said.  Yet,  the  Amish 
woman  came  into  his  office  a few 
weeks  later  and  gave  him  two  pies. 

"The  moral  of  this  story  is  that 
they  are  accepting  of  bad  out- 
comes," he  said.  "They  knew  I had 
tried.  Yet  they  were  grateful,  op- 
posed to  being  resentful." 
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The  Amish  in  Wisconsin: 
a brief  history 

There  are  approximately  27  Amish  settlements  and  53  congregations 
in  Wisconsin.  Their  total  population  in  the  state  is  around  8,000. 
According  to  a University  of  Wisconsin  study,  the  Amish  are 
sprinkled  around  the  state  in  19  different  counties.  The  largest  con- 
centration of  Amish  are  in  Vernon,  Clark,  Monroe  and  Eau  Claire 
counties. 

Alan  Anderson,  of  the  University  of  Wisconsin  Extension,  notes 
there  are  certain  Amish  communities  that  do  allow  for  immuniza- 
tion and  more  prenatal  care.  "All  Amish  communities  are  differ- 
ent," Anderson  said.  " A lot  depends  on  how  conservative  their 
bishop  leader  is." 

Amish  settlements  began  in  Wisconsin  in  1925,  with  the  first  settle- 
ment locating  in  Taylor  County.  Settlements  in  the  state  jumped  in 
the  1980s  and  1990s.  Wisconsin  is  seen  as  a desirable  destination  by 
the  Amish  because  of  its  prime  and  affordable  agricultural  land  and 
that  Wisconsin's  rural  communities  are  isolated  from  the  outside 
world.  Finally,  Wisconsin  is  seen  as  having  a favorable  legal  and 
policy  environment  that  allows  the  Amish  to  lead  their  lives  with- 
out much  government  interference. 


While  they  are  a frugal  commu- 
nity, Dr  Jessen  truly  believes  the 
Amish  are  good  caregivers.  "They 
have  the  extended  family  support 
to  take  care  of  each  other,"  he  said. 
"That's  not  always  the  case  in  the 
general  population  today." 

He  recalls  one  instance  where  a 
woman  delivered  twins  that 
weighed  in  around  2 pounds  each. 
After  a week  in  the  neonatal  inten- 
sive care  unit,  the  couple  insisted 
on  taking  the  babies  to  their  log- 
heated  home  to  care  for  them. 

They  kept  the  temperature  in 
their  home  at  85  to  90  degrees,  he 
said.  They  also  had  the  monitors 
and  oxygen  tanks  all  set  up.  "They 
kept  those  two-pound  babies  alive 
and  they  are  doing  just  fine  today," 
he  added.  In  fact,  his  smallest  of- 
fice patient  was  one  of  those  babies, 
born  weighing  just  1 pound,  15 
ounces. 

Dr  Jessen  credits  the  Amish  with 
being  good  bargainers  and  barter- 
ers.  He  has  learned  to  not  to  do 
house  calls  for  them  though,  be- 
cause that  quickly  becomes  the 
only  way  some  families  want  to 
access  health  care  services. 

While  many  Amish  could 
qualify  for  Medicaid  or  pay  for 
their  own  insurance,  they  choose 


not  to  do  that.  "They  pay  with  cash 
and  they  are  quite  good  about  pay- 
ing their  bills,"  he  said. 

In  general.  Dr  Jessen  believes 
the  Amish  respect  physicians. 


"The  ones  I get  to  know  call  me 
'Jessen',"  he  said.  "I  like  that.  It 
makes  you  feel  somewhat  included 
in  their  community."*:* 


1996  SMS  Annual  Meeting 
April  19-21 

Pfister  Hotel,  Milwaukee 

call  (608)  257-6781  or 
1-800-362-9080 

for  information. 
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Everyone  Out  Of  The  Pool! 

Worker’s  Compensation  Coverage 


That’s  what  some  Worker’s  Compensation  insurers  are  telling 
clinics  and  physicians  throughout  Wisconsin.  These  companies 
want  to  reduce  their  risk  by  eliminating  certain  classes  of 
employees  and  sizes  of  risk  from  their  Worker’s  Compensation 
pool.  In  your  case,  this  includes  physicians,  clinic  employees, 
and  related  medical  service  personnel. 

This  is  not  the  case  with  SMS  Insurance  Services  and  the 
Do  n Group.  We  want  you  in  our  pool.  That’s  because 
SMS  surance  Services  and  the  Dodson  Group  specialize 


in  Worker’s  Compensation  coverage  for  the  medical 
community.  SMS  Insurance  Services  also  offers  Medical 
Professional  Liability,  a Professional  Office  Policy,  and 
umbrella  coverage.  Our  Worker’s  Compensation  program 
is  endorsed  by  the  State  Medical  Society. 

You  can  swim  with  the  sharks  or  come  where  your 
coverage  is  safe.  For  more  information  about  our  Worker’s 
Compensation  and  other  SMS  Insurance  Services  medical 
liability  programs,  contact: 


INSURANCE  SERVICES,  INC. 


Wisconsin  based  - physician  owned  - committed  to  serving  you. 


P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 


Scientific 


Acute  fatty  liver  of  pregnancy 

Stanley  A.  Korducki,  MD,  SMS  Study  Committee  on  Maternal  Mortality  Survey 


The  SMS  Study  Committee  on 
Maternal  Mortality  Survey, 
a subcommittee  of  the  SMS  Com- 
mission on  Maternal  and  Child 
Health,  is  continuing  its  ongoing 
studies  of  maternal  mortality  in 
Wisconsin.  At  a recent  meeting, 
commission  members  discussed 
two  cases  involving  the  clinical  di- 
agnosis of  acute  fatty  liver  of  preg- 
nancy (AFLP).  Because  of  the  rar- 
ity of  the  disease  and  its  high  ma- 
ternal and  fetal  mortality,  the  com- 
mission felt  a reminder  for  consid- 
eration of  this  diagnosis  should  be 
included  in  the  differential  diagno- 
sis. Interestingly,  this  disease  has 
been  known  by  a variety  of  names 
including:  acute  yellow  atrophy  of 
the  liver,  acute  fatty  liver  of  preg- 
nancy (AFLP),  and  acute  fatty 
metamorphosis.  In  recent  years, 
recognition  of  the  HELLP  (hemoly- 
sis, evaluated  liver  enzymes,  low 
platelet  county)  syndrome  has 
made  the  diagnosis  more  confus- 
ing. 

Current  texts  indicate  an  inci- 
dence of  1:10,000  up  to  1:15,000  of 
pregnancies.1-2  The  condition  is 
usually  observed  in  the  third  tri- 
mester of  pregnancy  and  is  seen  in 


Reprint  requests  to:  Stanley  Korducki, 
MD,  Maternal  Mortality  Commission, 
5457  W.  Jackson  Park  Drive,  Milwau- 
kee, WI  53219.  Copyright  1996  State 
Medical  Society  of  Wisconsin. 


primiparous  more  often  than  in 
multiparous  women.  The  exact  eti- 
ology is  not  known  and  several 
theories  of  causation  are  described 
in  the  literature. 

A short  summary  of  two  cases 
is  presented. 

Patient  No.  1 

The  patient  was  a 39-year-old 
gravida  8,  para  2 from  eastern  Wis- 
consin. She  had  prenatal  care,  was 
being  treated  with  Terbutaline,  and 
had  a cerclage  suture  in  place.  In 
the  30th  week  of  pregnancy,  she 
awoke  with  shortness  of  breath, 
nausea  and  vomiting.  She  was  ad- 
mitted to  a medium-sized  hospital 
where  examination  found  her 
blood  pressure  and  fetal  heart 
tones  to  be  normal.  About  1 hour 
after  admission,  she  had  a gener- 
alized seizure,  followed  shortly  by 
a second  seizure.  She  remained 
comatose.  A neurosurgeon  exam- 
ined her  and  bilateral  parietal  hem- 
orrhages were  found  in  brain  scan. 
Because  the  fetal  heart  tones  had 
disappeared,  the  cerclage  was  re- 
moved and  labor  was  induced,  re- 
sulting in  delivery  of  a 4-pound, 
5-ounce  stillborn  male  infant. 

The  patient  immediately  began 
to  hemorrhage  from  the  uterus  and 
uterine  exploration  and  curettage 
was  done.  She  remained  comatose. 
A coagulopathy  was  present  with 
a severe  depletion  of  platelets  and 
fibrinogen.  The  patient  had  inten- 


sive treatment  and  blood  replace- 
ment. A hysterectomy  was  per- 
formed to  control  bleeding.  She 
remained  in  coma,  and  despite  in- 
tensive therapy,  she  died  13  hours 
after  the  stillborn  delivery.  Post 
mortem  examination  revealed 
acute  fatty  liver  of  pregnancy  as 
well  as  intracerebral  hemorrhage. 

Patient  No.  2 

This  patient  was  a 20-year-old 
gravida  1,  para  0 who  had  received 
no  prenatal  care.  She  was  admit- 
ted with  abdominal  pain  to  a me- 
dium-sized hospital  in  southern 
Wisconsin.  The  date  of  her  last 
menstrual  period  was  unknown, 
but  an  ultrasound  dated  her  preg- 
nancy at  28  weeks.  She  was  treated 
for  pylonephritis  and  was  dis- 
charged 2 days  later.  She  was  re- 
admitted later  on  the  day  of  dis- 
charge, complaining  of  shortness 
of  breath  and  thoracolumbar  pain. 
A chest  x-ray  showed  a patchy  in- 
filtrate in  the  left  lower  lobe.  She 
was  treated  with  multiple  antibi- 
otics for  pneumonia  and  asthmatic 
bronchospasm.  She  spiked  a tem- 
perature of  102  degrees.  Bronchos- 
copy was  negative. 

Over  the  next  few  days,  progres- 
sive abnormalities  were  found  in 
her  liver  function  tests.  Ultrasound 
studies  revealed  a dilated  gallblad- 
der and  a cholecystectomy  was 
performed  5 days  after  admission. 
This  patient's  liver  function  pro- 
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gressively  deteriorated  and  a 
coagulopathy  was  suspected.  She 
was  transferred  to  a tertiary  care 
hospital,  with  the  diagnosis  of 
acute  fatty  liver  versus  HELLP  syn- 
drome. Soon  after  admission,  phy- 
sicians performed  an  emergency 
cesarean  section,  resulting  in  the 
delivery  of  a 1300+  gram  fetus.  The 
patient 's  health  continued  to  de- 
teriorate despite  intensive  treat- 
ment with  blood,  Dopamine  and 
frozen  plasma.  Her  liver  function 
tests  grew  worse.  She  developed  a 
coagulopathy. 

With  progressive  hepatic  failure, 
she  was  transferred  on  the  8th  day 
to  another  hospital  for  a possible 
liver  transplant.  After  48  hours,  a 
liver  became  available  and  she  was 
taken  to  the  operating  room. 
Interoperatively,  her  condition  de- 
teriorated. Despite  intensive  mea- 
sures, she  expired  during  the  pro- 
cedure (the  11th  hospital  day).  The 
discharge  diagnosis  was  hepatic 


failure  with  acute  fatty  liver  of 
pregnancy  as  a contributing  cause. 

Clinically,  acute  fatty  liver  may 
present  with  a variety  of  symp- 
toms. There  is  general  agreement 
in  the  literature  that  the  common 
clinical  presentation  is  of  nausea, 
vomiting,  and  right  upper  quad- 
rant pain,  or  some  type  of  abdomi- 
nal pain.  The  patient's  liver  is  not 
enlarged.  Jaundice  may  be  present 
but  is  not  reported  to  be  as  intense 
as  is  seen  with  hepatitis.  Myalgia 
and  malaise  have  also  been  associ- 
ated with  this  process.  Hypoglyce- 
mia has  been  reported  in  25%  of 
cases.  Disseminated  intravascular 
coagulopathy  was  reported  to  be 
present  in  50%  of  cases  by  Usta  and 
Barton  with  hypfibrinogenemia  in 
93%  of  patients.3 

AFLP  can  present  with  a picture 
of  pre-eclampsia.  Obritsch  and 
Cardwell  in  the  review  of  the  lit- 
erature reported  a series  in  which 
46%  of  patients  had  concomitant 
pre-eclampsia.4  If  this  occurs,  hy- 
pertension, edema,  and  albumin- 
uria become  part  of  the  clinical  pic- 
ture. Clinical  progression  may 
eventually  produce  neurological 
disturbances  including  seizures. 
Progressive  renal  dysfunction 
along  with  electrolyte  imbalance 
can  create  increasing  therapeutic 
problems. 2 

Liver  biopsy  has  been  reported 
as  a possible  diagnostic  test  and 
may  be  considered  if  the  prothrom- 
bin time  is  within  3 seconds  of  con- 
trol and  a platelet  count  is  greater 
than  60,000.  Liver  biopsy  would 
differentiate  this  disease  from  the 
HELLP  syndrome,  hepatitis,  expo- 
sure to  drugs  and  other  conditions 
including  Reyes  syndrome.5,6 

Ultrasonography  of  the  liver 
may  show  increased  echogenicity. 
Computerized  tomography  may 
also  be  useful.7  Appropriate  blood, 
urine,  and  biochemical  studies  will 
help  differentiate  this  from  other 
medical  conditions. 

The  literature  dealing  with  man- 
agement of  the  disease  shows 


agreement  among  authorities  re- 
viewed. Because  of  the  high  mor- 
tality, prompt  delivery  and  sup- 
portive care  for  patients  is  recom- 
mended. Expectant  care  is  not  ad- 
vised since  delivery  appears  to  be 
the  only  definitive  cure.6,8-910  Fol- 
lowing delivery,  careful  monitor- 
ing of  patients  along  with  adequate 
consultations  will  hopefully  help 
decrease  maternal  morbidity  and 
mortality. 

The  commission  encourages  re- 
view of  the  literature  on  acute  fatty 
liver  and  inclusion  of  consideration 
of  this  disease  in  differential  diag- 
nosis of  patients  developing  prob- 
lems during  the  second  and  third 
trimester  of  pregnancy.  AFLP  can 
and  does  occur. 
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work.  For  more  information: 

Call  Marie  Noeth  at  800-438-3745  or 
fax  your  CV  to  309-685-2574. 
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Diabetes  mortality  trends  in 

Wisconsin  and  the  United  States,  1979-1991 


Patricia  R.  Ferrara,  MA,  MS,  and  Patrick  L.  Remington,  MD,  MPH,  Madison 


Diabetes  is  the  seventh  lead- 
ing cause  of  death  in  the 
United  States,  contributing  directly 
to  more  than  38,000  deaths  nation- 
wide in  1987.1-2  Mortality  rates 
vary  among  ethnic  groups  and  are 
higher  for  Hispanic  and  black 
populations.  In  addition,  diabetes 
contributes  heavily  to  deaths  from 
vascular  disease,  and  to  a large 
percentage  of  end-stage  renal  fail- 
ure, blindness,  and  paralysis.3  Dia- 
betes prevalence  is  higher  among 
blacks,  Hispanics,  and  Native 
Americans  in  the  West  and  South- 
west.2 Effective  diabetes  treatment 
requires  a comprehensive  ap- 
proach, including  pharmaco- 
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therapy,  psychosocial  support,  di- 
etary and  physical  activity  counsel- 
ling, and  monitoring  of  complica- 
tions.3 

The  Wisconsin  Public  Health 
Agenda  for  the  Year  2000  called  for 
a 15%  reduction  in  diabetes  mor- 
tality from  the  1986  rate.  A prelimi- 
nary assessment  by  the  Division  of 
Health  indicates  that  progress  is 


not  being  made  toward  achieving 
this  objective.4  The  study's  purpose 
is  to  assess  trends  for  diabetes  mor- 
tality in  Wisconsin  and  the  United 
States  for  various  subgroups  of  the 
population.  Understanding  these 
trends  will  identify  specific  sub- 
populations that  should  be  tar- 
geted for  primary  and  secondary 
prevention  programs. 


Trends  in  diabetes  mortality  rates  per  100,000  population,  Wisconsin  and 
the  United  States,  1979-1991. 


United  States  Wisconsin 

1979-81  1989-91  Change  1979-81  1989-91  Change 

All  ages 


Number" 

34,222 

47,813 

— 

726 

1055 

— 

Rate* 

16.3 

19.1 

+17% 

15.9 

19.9 

+25% 

Sex* 

Male 

16.5 

20.0 

+21% 

16.2 

21.5 

+33% 

Female 

16.4 

18.3 

+12% 

15.6 

18.7 

+20% 

Age 

35-44 

3.5 

4.0 

+14% 

4.1 

4.2 

+2% 

45-54 

9.4 

11.5 

+22% 

8.9 

9.9 

+11% 

55-64 

26.0 

33.0 

+27% 

24.5 

30.5 

+24 

65-74 

62.7 

74.3 

+19% 

55.9 

76.7 

+37% 

75-84 

130 

144 

+11% 

129 

156 

+21% 

85+ 

217 

254 

+17% 

225 

296 

+32% 

Race* 

White 

15.2 

17.2 

+13% 

15.6 

19.3 

+24% 

Black 

29.7 

38.1 

+28% 

26.2 

40.9 

+56% 

+Number  deaths  per  year. 

* Age-adjusted  to  the  1990  U.S.  population. 
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Trends  in  age-adjusted  diabetes  mortality  in  Wisconsin  (squares)  and  the  United  States 
(diamonds),  1979-1991.  Three-year  moving  averages  are  plotted. 


Methods 

In  this  report,  trends  in  diabetes 
mortality  (with  ICD-9  250.0-250.9 
listed  as  an  underlying  cause)  were 
analyzed  using  data  from  WON- 
DER (Wide-ranging  On-line  Data 
for  Epidemiologic  Research). 
WONDER  is  a software  program 
that  permits  the  user  to  analyze  a 
variety  of  data  maintained  at  the 
CDC,  using  a personal  computer 
and  a modem.5 

Age-adjusted  mortality  rates 
were  analyzed  for  trend  both  for 
Wisconsin  and  the  nation  from 
1979-1991.  Moving  3-year  aver- 
ages of  the  rates  were  constructed 
to  smooth  fluctuations. 

Results 

The  table  presents  diabetes  mortal- 
ity rates,  and  trends  from  1979- 
1991,  for  the  United  States  and 
Wisconsin  overall,  by  age,  race,  and 
sex.  Age-adjusted  mortality  rates 
were  constant  from  1979-1988,  and 
then  increased  in  1989-1991  (Fig- 
ure). The  rates  increased  slightly 
more,  however,  in  Wisconsin  (25%) 
than  in  the  US  (17%)  during  this 
period. 

Diabetes  mortality  rates  have 
increased  more  for  men  than 
women  in  both  Wisconsin  (33%) 
and  the  nation  (21%).  The  trends 
by  age  differed  between  the  state 
and  nation.  In  Wisconsin,  the  in- 
creases were  greater  for  persons 
aged  55  years  and  older.  In  the 
United  States,  increases  were 
greater  for  persons  aged  45-64 
years. 

Mortality  rates  increased  the 
most  for  blacks  at  both  state  and 
national  levels.  In  Wisconsin,  rates 
increased  56%  for  blacks  (from  60 
deaths  in  1979-1981  to  126  deaths 
in  1989-91),  compared  with  a 28% 
increase  among  blacks  in  the 
United  States.  Rates  among  whites 
increased  24%  and  13%,  respec- 
tively. 

Discussion 

In  this  analysis,  diabetes  mortality 
rates  are  shown  to  have  increased 


since  1988  in  Wisconsin  and  in  the 
United  States.  This  25%  increase 
in  Wisconsin  death  rate  represents 
about  180  more  deaths  per  year  in 
1989-1991,  compared  with  the  pe- 
riod from  1979-1988.  This  recent 
trend  may  reflect  a true  increase  in 
the  contribution  of  diabetes  to 
overall  mortality,  or  changes  in  the 
reporting  of  the  causes  of  death  on 
the  death  certificate.  The  latter 
seems  most  plausible,  given  that 
the  abrupt  increase  in  diabetes 
mortality  occurred  between  1988 
and  1989.  In  1989,  the  number  of 
lines  in  the  "underlying  cause"  sec- 
tion of  the  national  model  death 
certificate  was  increased  from  three 
to  four.  This  extra  line  may  have 
allowed  physicians  to  list  diabetes 
as  an  underlying  cause,  rather  than 
as  a contributing  cause. 

The  data  from  Wisconsin  and 
the  nation  show  that  diabetes 
death  rates  increased  more  among 
blacks  compared  with  whites.  It 
seems  unlikely  that  changes  in  cod- 
ing practices  alone  could  account 
for  this  difference.  It  has  been 
shown  that  blacks  have  higher 
rates  of  diabetes-related  complica- 
tions, such  as  end-stage  renal  dis- 
ease and  hypertension.6  Decreas- 
ing access  and  use  of  preventive 
services,  over  time,  may  increase 


the  likelihood  of  diabetes-related 
complications  and  mortality  over 
time. 

For  US  blacks  in  1990,  more  than 
one  third  of  diabetes  deaths  oc- 
curred in  the  population  under  65, 
while  for  US  whites  about  28%  of 
diabetes  deaths  occurred  in  this 
age  group.  Most  of  these  early 
deaths  are  preventable  and  their 
reduction  by  half  would  achieve 
the  Healthy  People  2000  objectives. 
Health  promotion,  prevention, 
screening  and  comprehensive 
treatment  programs  should  be  tar- 
geted to  adults  ages  45  to  65  to  ac- 
complish this  reduction  in  mortal- 
ity. 

Summary 

The  mortality  trends  analyzed  sug- 
gest lack  of  progress  toward  both 
national  and  state  objectives  and 
the  need  for  primary  and  second- 
ary prevention  programs  targeting 
blacks  and  older  adults  with  dia- 
betes. 
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Investments 

for  people  who  earn  a 

healthy 

income. 


There  are  two  sides  to  being  a 
professional.  On  one  side,  there's 
the  title  and  income.  On  the  other, 
there  are  the  long  hours  and  the 
little  time  it  leaves  for  putting  that 
income  to  work. 

Investing  with  M&l  Trust 
and  Investment  Management 
companies  can  change  this.  Because 
we  understand  you're  busy,  our 
financial  advisors  will  meet  with 
you  at  your  convenience.  You  can 
even  access  us  through  the  Internet. 

We'll  also  work  with  you  to 
develop  investment  management 
strategies  that  suit  your  needs  and 
style,  and  provide  you  with  the 
level  of  assistance  you  desire,  all 
the  way  up  to  full-service  portfolio 
management.  No  matter  what 
your  goals  are,  well  develop  a plan 
specifically  for  you,  keeping  in  mind 
that  you  call  the  shots. 

You  can  also  take  advantage  of 
free  consultative  services  with  experts 
on  estate  planning,  real  estate 
management  and  life  insurance  trust 
management,  to  name  a few. 

At  M&I  Trust  and  Investment 
Management,  we'll  help  you  create, 
manage  and  preserve  your  wealth 
with  a seamless  approach  that  makes 
life  easier.  As  far  as  your  money's 
concerned,  it  could  be  just  what 
the  doctor  ordered. 
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Management 
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Call  1-800-236- 
for  more  information. 

On  the  Internet,  access  us  at: 
http  J/www.  m itrust.  com 
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Management  Corp.  is  a registered  investment  advisor. 
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The  burden  of  diabetes: 

The  cost  of  diabetes  hospitalizations  in  Wisconsin,  1994 

Elizabeth  J.  Ford  and  Patrick  L.  Remington,  MD,  MPH,  Madison 


Diabetes  is  a common  and 
costly  chronic  disease.  Ac- 
cording to  the  1994  Wisconsin  Fam- 
ily Health  Survey,  4%  of  all  resi- 
dents over  age  18  and  14%  of  those 
aged  65  years  and  older  have  been 
told  by  a doctor  that  they  have  dia- 
betes. 1 Each  year  in  Wisconsin,  $1.8 
billion  is  spent  on  diabetes,  includ- 
ing direct  medical  costs  and  indi- 
rect costs  of  disability,  work  loss 
and  premature  death.2  Direct 
medical  costs,  which  include  hos- 
pitalization, outpatient  treatment, 
physician  fees,  and  diabetic  sup- 
plies, are  estimated  at  $882  million. 
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In  Wisconsin,  the  Office  of 
Health  Care  Information,  part  of 
the  Office  of  the  Commissioner  of 
Insurance,  is  required  by  statute  to 
collect  hospitalization  information, 
including  costs.  The  purpose  of 
this  study  is  to  analyze  actual  hos- 
pitalization costs  in  1994  for  all 
persons  for  whom  diabetes  was 
listed  as  a diagnosis. 


Methods 

Hospital  discharge  data  from  the 
Office  of  Health  Care  Information 
were  used.  Each  hospital  dis- 
charge record  includes  nine  fields 
for  diagnoses,  one  or  more  of 
which  contains  an  International 
Classification  of  Diseases-9th  Revi- 
sion (ICD-9)  diagnostic  code.  All 
records  in  which  diabetes  (ICD-9 


1994  Diabetes- Related  Hospitalization  Costs  by  Principal  Diagnosis 


Cost 

Diseases 

(Smillions) 

Percent 

Circulatory  system 

$208 

38% 

Endocrine  (includes  diabetes) 

$52 

10% 

Digestive  system 

$42 

8% 

Respiratory  system 

$35 

6% 

Musculoskeletal  system 

$32 

6% 

Complications  of  medical  care 

$30 

5% 

Neoplasms 

$28 

5% 

Injury  and  poisoning 

$21 

4% 

Genitourinary  system 

$16 

3% 

All  other 

$81 

15% 

Total 

$545 

100% 
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250)  appeared  in  any  field 
(n=53,791)  were  pulled  from  the 
database  and  used  in  this  analysis. 

Results 

In  1994,  there  were  a total  of  53,791 
diabetes-related  hospitalizations  in 
Wisconsin.  The  cost  of  these  hos- 
pitalizations was  $545  million,  with 
individual  hospitalization  costs 
ranging  from  $150  to  $1.5  million, 
with  a median  of  $6,280  and  a 
mean  of  $10,120. 

Of  the  53,791  diabetes-related 
hospitalizations,  only  4,234  (8%) 
were  for  hospitalizations  with  dia- 
betes listed  as  the  principal  diag- 
nosis. For  the  remaining  92%,  dia- 
betes was  listed  as  one  of  the  sec- 
ondary diagnoses.  The  table 
shows  the  distribution  of  the  costs 
by  the  principal  diagnosis.  The 
most  common  diagnosis  was  dis- 
eases of  the  circulatory  system, 
which  accounted  for  over  a third 
of  the  costs  of  diabetes-related  hos- 
pitalizations. 

Most  of  the  diabetes-related  hos- 
pitalization costs  were  for  persons 
aged  65  years  and  older  (figure). 
Costs  for  persons  under  the  age  of 
65  were  $213  million  (39%),  com- 
pared with  $176  million  (32%)  for 
persons  65-74  and  $156  million 
(29%)  for  persons  75  years  of  age 
and  older. 

Finally,  Medicare  is  the  primary 
payer  for  most  of  the  costs  from 
diabetes-related  hospitalizations. 
In  1994, 68%  of  the  costs  were  billed 
to  Medicare.  When  Medical  Assis- 
tance and  other  government  pay- 
ments are  added  to  Medicare,  the 
cost  bom  directly  by  taxpayer-sup- 
ported programs  rises  to  over  75% 
of  the  total.  Private  insurance  ac- 
counted for  23%  of  the  diabetes- 
related  costs. 

Discussion 

Diabetes  and  diabetes-related  ill- 
nesses cost  the  citizens  in  Wiscon- 
sin over  $500  million  each  year- 
translating  to  about  $150  for  each 
adult  in  the  state.  These  costs  are 
shared  by  all  of  the  citizens  in  the 
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Age  Group 

Fig.  Costs  of  diabetes-related  hospitalizations  in  Wisconsin,  1994. 


state,  either  directly,  in  the  form  of 
taxes  or  employee  contributions  to 
insurance,  or  indirectly,  as  part  of 
the  cost  of  a purchased  product  or 
service  from  a business  that  pro- 
vides health  insurance  for  its  em- 
ployees. Titus,  interventions  that 
reduce  diabetes-related  health 
costs  will  benefit  all  the  citizens  of 
the  state. 

The  Wisconsin  Behavioral  Risk 
Factor  Survey  (BRFS)  has  consis- 
tently shown  that  diabetics  are 
more  likely  to  be  obese,  be  physi- 
cally inactive,  be  diagnosed  as  hy- 
pertensive, and  smoke  cigarettes, 
all  risk  factors  for  diabetes  and  for 
cardiovascular  disease,  the  leading 
cause  of  death  in  Wisconsin.3  For 
diabetics,  the  risk  of  dying  from 
heart  disease  is  two  to  four  times 
higher  than  for  the  general  popu- 
lation.4 

Efforts  to  reduce  the  health  care 
costs  from  diabetes  must  focus  on 
preventing  diabetes  from  develop- 
ing in  the  first  place,  and  reducing 
diabetes-related  complications 
among  persons  with  diabetes. 
Non-insulin  dependent  diabetes 
can  be  prevented  by  keeping  ac- 
tive, eating  a healthy  diet,  and 
avoiding  obesity.  It  has  been  esti- 
mated that  avoiding  obesity  can 
reduce  the  risk  of  developing  dia- 


betes by  50  to  75%,  and  engaging 
in  regular  exercise  can  reduce  the 
risk  by  30  to  50%.5  Additional  evi- 
dence shows  that  the  older  a per- 
son is  when  diabetes  is  contracted, 
the  less  impact  occurs  on  life  ex- 
pectancy. Life  expectancy  is  re- 
duced by  5 to  10  years  when  dia- 
betes develops  in  middle  age. 
Those  diagnosed  at  age  70  or  above 
have  little  or  no  reduction  in  life 
expectancy.6 

Once  diabetes  has  been  diag- 
nosed, efforts  need  to  focus  on  re- 
ducing the  incidence  of  complica- 
tions and  other  diseases.  The  Dia- 
betes Control  and  Complications 
Trial,  a 10-year  study  involving 
more  than  1,400  subjects,  which 
ended  in  1993,  showed  conclu- 
sively that  maintaining  tight  con- 
trol of  blood  glucose  can  signifi- 
cantly reduce  the  risk  of  complica- 
tions. The  study  showed  that  tight 
control  reduced  significant  pro- 
gression of  retinopathy  by  60%, 
reduced  the  risk  of  confirmed  clini- 
cal neuropathy  by  more  than  60%, 
and  reduced  the  risk  of  kidney  dis- 
ease by  56%7 

Conclusion 

In  summary,  the  technology  exists 
to  prevent  or  delay  adult  onset  dia- 
Continued  on  next  page 
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Continued  from  previous  page 
betes  and  reduce  the  incidence  of 
complications  among  persons  with 
diabetes.  The  challenge  is  to  iden- 
tify and  overcome  the  barriers  to 
translating  this  science  into  prac- 
tice, in  order  to  reduce  health  care 
costs  and  improve  the  quality  of 
life. 
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Teaming  up  on  diabetes 


Martha  Gaie,  communications  intern 

For  a patient,  being  handed  a 
diagnosis  of  diabetes  mellitus 
is  often  devastating  news  that  con- 
jures up  visions  of  deprivation,  in- 
jections, finger  sticks,  and  ampu- 
tations. They  are  told  to  prick  their 
fingers  to  draw  blood  (on  pur- 
pose!) four  or  more  times  a day,  to 
make  major  changes  in  their  diet 
and  exercise  styles,  and  to  do  this 
for  the  rest  of  their  lives.  How  do 
you  think  you  would  respond? 

Not  only  do  diabetic  patients 
have  to  deal  with  the  physiologi- 
cal, pathological,  pharmacological, 
and  nutritional  ramifications  of  the 
disease,  but  they  must  also  handle 
the  emotional,  behavioral,  social, 
and  practical  concerns:  What  will 
everyone  think?  How  can  I 
change?  What  happens  if  I screw 
up?  And  perhaps  worst:  Why  me? 

Because  diabetes  has  such  a 
huge  impact  on  nearly  every  part 
of  the  patient's  life,  successfully 
managing  diabetes  may  require  a 
multidisciplinary  approach,  al- 
though these  resources  may  not  be 
available  to  all  physicians.  Due  to 
its  chronic  nature  and  the  wide  va- 
riety of  health  care  resources 
needed  for  its  management,  diabe- 
tes is  a prime  example  of  a disease 
that  lends  itself  well  to  team  prac- 
tice. 

Multidisciplinary  approach 

A team  approach  to  the  manage- 
ment of  diabetes  can  include  in 
addition  to  the  patient,  his  or  her 
family  (especially  the  person  re- 
sponsible for  food  selection  and 
preparation),  a diabetes  clinical 
nurse  specialist  or  diabetes  nurse 
educator,  a dietitian,  a social 
worker  or  psychologist,  and  the 
physician. 

"An  amazing  number  of  teams 
are  working  very  well  to  manage 
diabetes,"  reports  an  enthusiastic 
Pat  Herje,  RN,  MS,  director  of  edu- 


Ellen  Jovle,  RN,  MS,  senior  clinical  nurse 
specialist  in  diabetes  with  UW  Hospital 
and  Clinics 


cation  at  Physicians  Plus  in  Madi- 
son. Herje  and  colleagues  provide 
physician  teammates  with  updates 
on  diabetic  patients  in  his  or  her 
caseload,  including  dates  of  eye 
exams  and  foot  exams,  HbAlc 
checks,  health  education  visits,  and 
nutrition  visits.  They  also  provide 
information  on  support  groups 
and  updates  on  general  diabetes 
care. 

Herje  and  her  fellow  educators 
work  hard  to  find  ways  to  help  the 
physicians,  and  every  little  bit 
helps— they  even  put  a sign  on  the 
back  of  the  exam  room  doors  say- 
ing, "If  you  have  diabetes,  please 
remove  your  shoes  and  socks  for 
foot  exam."  Indeed,  a study  con- 
ducted at  the  Indiana  School  of 
Medicine  suggests  that  the  simple 
act  of  removing  shoes  and  socks 
can  increase  by  three  times  the 
chances  that  a patient  will  receive 
a foot  exam. 

The  time-  and  resource-inten- 


Pat  Herje,  director  of  health  education  Phy- 
sicians Plus/Jackson 


sive  nature  of  diabetes  care  makes 
a team  approach  very  practical,  al- 
lowing team  members  to  draw  on 
and  enhance  each  other's  exper- 
tise. 

"It's  the  ongoing,  long-term 
support  and  follow-up  that  in- 
crease the  likelihood  that  a patient 
is  going  to  succeed,"  says  Ellen 
Jovle,  RN,  MS,  a senior  clinical 
nurse  specialist  in  diabetes  and  cer- 
tified diabetes  educator  (CDE) 
with  UW  Hospital  and  Clinics. 
Jovle's  team  also  provides  patient 
education  and  case  management, 
such  as  weekly  telephone  calls  to 
patients  to  check  on  blood  sugars 
and  make  insulin  adjustments, 
then  teaches  patients  to  make  their 
own  adjustments. 

Follow-up  care 

The  strong  diabetes  educator  role 
at  UWHC  allows  Jovle  to  do  much 
of  the  long-term  follow-up  care 
Continued  on  page  173 
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Imagine  being  born  with  spina  bifida  and  having  10  operations  by  the  time  you’re  10 years 
old.  Its  enough  to  make  anyone  forget  what  it’s  like  to  be  a kid.  That’s  why  Easter  Seal  camp 
was  the  perfect  thing  for  Jimmy.  It  gave  him  the  opportunity  to  be  a kid.  To  do  all  the  things 
that  the  average  kid  takes  for  granted.  And  according  to  Jimmy,  who’s  now  a success- 
ful, happily  independent  adult  of  27,  it  was  the  chance  of  a lifetime.  That’s  the  kind 
of  chance  Easter  Seal  quality  rehabilitation  programs  give  people  with  disabilities 
every  day.  So  give  to  Easter  Seals.  GIVE  THE  POWER  TO  BECOME. 


Continued  from  page  171 
that  is  necessary  in  managing  dia- 
betes. 

"Diabetes  is  a very  time-con- 
suming disease,  and  many  primary 
care  doctors  don't  have  time  to  do 
long-term  behavior  change  coun- 
seling," says  Jovle. 

At  Madison's  Dean  Clinic,  dia- 
betes nurse  specialist  Jean 
Espenshade,  RN,  PhD,  performs  an 
initial  patient  assessment  with  a 
dietitian,  analyzes  the  patient's 
food  intake,  and  makes  recommen- 
dations to  the  patient  and  to  the 
physician.  This  initial  visit  and  fol- 
low-up appointments  are  critical  to 
getting  the  ball  rolling  in  the  newly 
diagnosed  patient's  care,  she  said. 
Once  a patient  is  established, 
Espenshade  and  the  patient's  phy- 
sician monitor  patient  progress 


Diabetes  reference  resources 

June  1995  issue  of  American  Fam- 
ily Physician:  article  titled,  "Ini- 
tial Management  of  the  Patient 
with  Newly  Diagnosed  Diabe- 
tes" by  Gearhart  and  Forbes. 

American  Diabetes  Associa- 
tion, 1660  Duke  St.,  Alexandria, 
VA  22314. 

Telephone:  (800)  232-3472 

Juvenile  Diabetes  Foundation, 
Int.,  432  Park  Ave.  South,  New 
York,  NY  10016-8013  Telephone: 
(800)  JDF-CURE  [533-2873] 

American  Dietetic  Association, 

216  W.  Jackson  Blvd.,  Suite  700, 
Chicago,  IL  60606 
Telephone:  (312)  899-0040 

American  Association  of  Dia- 
betes Educators,  444  N.  Michi- 
gan Ave.,  Suite  1240, 

Chicago,  IL  60611-3901 
Telephone:  (800)  338-DMED 
[3633] 

MedicAlert  Foundation  U.S., 

P.O.  Box  1009,  Turlock,  CA 
95381-1009 

Telephone:  (800)  432-5378 


Madison's  Dean  Clinic  diabetes  nurse  specialist  Jean  Espenshade,  RN,  PhD,  goes  over  a 
patient's  log  with  her,  checking  blood  levels.  Espenshade  believes  that  education  is  the  key 
to  helping  patients  deal  with  a diabetes  diagnosis. 


using  computer  tracking,  diabetes 
management  flow  sheets,  and  be- 
havior checklists. 

But  while  the  health  care  profes- 
sionals are  important  members  of 
the  team,  all  agree  that  the  most 
valuable  player  (MVP)  is  the  pa- 
tient. Working  successfully  with 
diabetes  requires  a partnership  be- 
tween the  patient  and  the 
caregivers. 

"Patients  don't  want  to  be  cut 
adrift,"  says  Jovle.  "They  want  to 
hear,  'We'll  be  getting  together  of- 
ten, we'll  figure  this  out.  I tell  them, 
'We'll  work  on  this  together  so  you 
can  manage  this  and  enjoy  good 
health.'" 

Individualized  plans 

Individualizing  the  plan  of  care 
is  a crucial  aspect  of  effective  dia- 
betes management.  Understanding 
what  diabetes  means  to  each  pa- 
tient makes  it  easier  to  work  out  a 
plan  that  is  effective.  After  all,  pa- 
tients are  most  likely  to  follow  a 
plan  that  is  tailored  to  their  own 
needs  and  lifestyles. 

"Give  newly  diagnosed  patients 
time  for  free  association  regarding 
what  diabetes  means  to  them," 


suggests  Herje,  adding  that  many 
will  know  a friend  or  relative  with 
diabetes  and  will  have  precon- 
ceived ideas  of  what  the  diagnosis 
of  diabetes  means.  They  may  focus 
on  other  people  they  know  who 
suffer  from  diabetes  and  assume 
that  they,  too,  will  lose  a foot  or 
need  home  nursing  care. 

The  patient's  response  to  the 
diagnosis  of  diabetes  is  usually  re- 
lated to  the  emotional  connection 
with  food.  "They  always  think,  'I'll 
be  deprived,'  or  T can't  do  this  be- 
cause I have  ice  cream  every 
night,"'  says  Herje.  "They  really 
worry  about  special  events  and 
holidays,  which  are  especially 
tough." 

Espenshade  says  creativity  is  the 
key  to  letting  patients  do  things 
that  are  important  to  them.  "If  a 
patient  says  she  always  eats  apple 
pie  once  a week.  I'll  work  that  into 
the  schedule."  Herje  agrees,  and 
says,  "Trying  different  approaches 
is  very  important." 

It  cannot  be  assumed  that  all 
patients  will  benefit  from  the  same 
interventions.  For  example,  al- 
though diabetes  support  groups 
Continued  on  next  page 
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Patient  Stacy  Cook,  a newly  diagnosed  dia- 
betic, has  been  asked  to  monitor  her  blood 
levels  frequently  with  this  computer.  Here 
she  demonstrates  to  the  diabetes  educator 
the  steps  she  will  take  to  ensure  a correct 
reading. 

Continued  from  preceding  page 
can  be  helpful  for  some,  the  con- 
sensus is  that  they  are  not  right  for 
everyone.  "Some  do  well,  others 
are  not  interested  at  all,  but  I give 
information  to  them  anyway/'says 
Jovle.  Herje  says  that  support 
groups  can  be  overwhelming  to 
newly  diagnosed  patients,  because 
they  hear  about  long-term  prob- 
lems and  complications,  and  it 
scares  them. 

According  to  Espenshade,  an 
important  role  for  health  care  pro- 
viders is  simplifying  the  daily  man- 
agement of  diabetes  for  the  patient. 
She  says,  "You  have  to  ask  the  pa- 
tient, 'Right  now,  what's  hardest 
for  you  about  living  with  diabetes?' 
and  'What  is  particularly  impor- 
tant for  you  to  address  today?'" 

Sometimes  Espenshade  will 
problem-solve  with  the  patient, 
and  sometimes  she  will  refer  the 
patient  to  his  or  her  primary  phy- 
sician, depending  on  the  situation. 
But  she  maintains  that  the  greatest 
consideration  as  far  as  outcomes 


are  concerned  is  patient  satisfac- 
tion with  the  plan  of  care. 

Communication 

Helping  the  patient  communi- 
cate effectively  can  make  the  dif- 
ference between  success  and  fail- 
ure. "Encourage  patients  to  be  as- 
sertive," Herje  emphasizes.  "I  en- 
courage them  to  know  how  and 
when  to  say  things  like,  'I  need  to 
eat  now,'  'I  need  to  go  for  a walk,' 
and  'No,  thank  you.'" 

She  also  encourages  her  patients 
to  ask  questions.  One  of  her  pa- 
tients who  was  diagnosed  on  a 
Thursday,  came  in  the  next  Mon- 
day with  a "wonderful"  typed 
page  of  questions.  Herje  says  this 
in  itself  is  not  that  unusual.  But  he 
told  her  that  over  the  weekend,  he 
had  spent  30  hours  on  the  Internet 
in  search  of  everything  he  could 
find  regarding  diabetes. 

"Honor  people  for  their  search 
for  information.  Direct  them  to 
sources.  Problem-solve  with  the 
patient,"  Herje  says.  And  while  she 
doesn't  usually  recommend  surf- 
ing the  Net  for  newly  diagnosed 
patients  because  the  information  is 
not  filtered  or  edited,  and  therefore 
is  not  necessarily  accurate,  she  ad- 
mits that  it's  clearly  a useful  tool 
for  generating  questions. 

Preprinted  information,  which 
may  be  good  for  patients  to  have 
as  a reference,  can  have  unexpected 
effects.  Herje  says  in  her  experi- 
ence, patients  tend  to  either  follow 
it  religiously  and  agonize  about  it, 
or  give  up  on  it  entirely  if  they  can't 
follow  it  to  the  letter,  and  then  feel 
bad  about  it. 

The  solution  to  these  dilemmas 
is  to  communicate. 

One  common  problem  for 
newly  diagnosed  patients  is  the 
grief  response  and  the  denial  that 
comes  with  it,  although  the  extent 
of  this  response  tends  to  vary  based 
on  the  diagnosis. 

Espenshade  says  that  since  Type 
I diabetics  tend  to  be  much  sicker 
when  they  are  initially  diagnosed. 


Some  questions  and 
concerns  from  a real  patient* 

(Courtesy  of  Jean  Espenshade) 

1 . Why  am  I tired  at  night? 

2.  What's  the  mechanism  of 
how  exercise  replaces  insu- 
lin? 

3.  Tubes  tied— diabetic  compli- 
cations? 

4.  Funny  feeling  in  feet  and 
hands  is  like  after  you've 
been  real  cold,  feet  tingle  as 
thawing,  and  then  the  feeling 
after  that. 

5.  Unexpected  exercise,  ex- 
ample: shoveling.  Just  watch 
glucose? 

6.  Possibilities  of  getting  off  in- 
sulin? 

7.  MedicAlert 

8.  Physical 

* This  list  was  unedited  to  illustrate 
that  many  patients  may  not  be  clear 
themselves  about  the  questions  they 
need  to  ask  and  the  information  they 
need  to  access. 


they're  more  likely  to  comprehend 
the  severity  of  the  illness.  Insulin 
makes  them  feel  much  better, 
which  contributes  to  their  higher 
motivation  to  comply  with  the 
clinical  regimen.  In  contrast,  since 
Type  II  diabetics  are  frequently  as- 
ymptomatic because  of  the  insidi- 
ous onset  of  the  disease,  they  are 
often  reluctant  to  make  the  recom- 
mended lifestyle  changes. 

"The  problem,"  says 
Espenshade,  "is  that  you're  saying, 
'Change  your  lifestyle,'  and  they're 
saying,  'I  feel  fine.'"  Measurable 
criteria  like  the  HbAlc  and  blood 
glucose  levels  help  patients  under- 
stand the  impact  of  exercise  and 
diet.  "It's  hard  to  maintain  denial 
when  blood  sugars  are  recorded," 
asserts  Espenshade.  Telling  the 
patient  about  the  effects  of  control- 
ling blood  glucose  levels  is  an  im- 
portant part  of  the  patient's  com- 
prehension of  the  progressive  na- 
ture of  the  complications. 


174 


Wisconsin  Medical  Journal  • March  1996 


Diabetes  web  sites  to  get  you  started 

http:/ / www.diabetes.org 

http://www.biostat.wisc.edu/homepage.html 


A positive  message 

Espenshade  also  emphasizes  the 
importance  of  a positive  approach: 
"Health  care  providers  can  really 
do  a lot  in  communicating  atti- 
tudes about  living  with  chronic  ill- 
ness." Herje  and  Jovle  agree,  but 
they  relate  that  sometimes  health 
care  professionals  unintentionally 
send  mixed  messages  that  makes 
it  difficult  for  the  newly  diagnosed 
diabetic  patient  to  progress,  such 
as,  "Yes,  you  have  diabetes,  but  it's 
borderline  [or  mild]." 

"It's  like  being  a little  bit  preg- 
nant," says  Herje.  "Either  you  have 
diabetes,  or  you  don't."  Jovle 
agrees.  "What  patients  hear  is, 
'This  isn't  serious.'  Getting  past 
this  can  be  very  frustrating." 

Health  care  providers  can  help 
the  patient  work  through  the  grief 
and  denial  by  sending  the  patient 
a clear  message:  diabetes  is  a seri- 
ous disease,  but  it  does  not  have  to 
be  a catastrophe.  "What  they  want 
most  of  all  is  hope,"  says  Herje. 

Jovle's  approach  is  to  provide 
factual  data  regarding  hyperglyce- 
mia, nephropathy,  and  neuropathy, 
then  to  emphasize  how  the  patient 
and  health  care  providers  can  work 
together  to  take  control  and  have 
a positive  impact  on  the  patient's 
health. 

Herje  emphasizes  to  the  patient 
that  he  or  she  didn't  cause  the  dis- 
ease, then  discusses  how  to  check 
blood  sugar.  She  sets  target  blood 
sugar  and  HbAlc  values  so  pa- 
tients know  how  they're  doing.  To 
reinforce  the  patients'  involvement 
in  their  health,  Herje  makes  sure 
to  ask  them  to  show  her  their  home 


blood  sugar  records  and  praises  the 
patients  for  making  the  effort  to 
keep  these  records. 

"If  we're  going  to  ask  patients 
to  keep  these  records,  the  least  we 
can  do  is  take  a look  at  them,"  she 
says.  Some  of  Herje's  patients  re- 
ally enjoy  seeing  their  blood  sugar 
values  loaded  into  a computer 
(some  will  bring  them  on  disk  from 
their  home  PCs)  to  see  a graphic 
representation  of  the  values  over 
time,  so  they  can  isolate  and  com- 
pare morning  blood  sugars,  check 
out  standard  deviations,  and  even 
create  flow  charts. 

But  while  some  patients  get  the 
message  that  their  diabetes  isn't 
serious,  others  hear  the  scary  diag- 
nosis and  think  the  worst.  "It  para- 
lyzes some  people,  especially  when 
they're  not  given  something  they 
can  do  about  it,"  says  Espenshade. 

According  to  Herje,  the  way  this 
information  is  presented  is  crucial. 
Providing  the  patient  with  an  ac- 
tion plan  (i.e.  something  the  patient 
can  do,  like  monitoring  blood 
sugar)  allows  the  patient  to  regain 
some  control  of  the  situation. 
Espenshade  urges  her  patients  to 
join  American  Diabetes  Associa- 
tion. At  an  annual  cost  of  $24  per 
year,  membership  includes  a sub- 
scription to  Diabetes  Forecast,  a jour- 
nal written  for  a lay  audience  that 
contains  great  recipes,  research 


updates,  and  other  up-to-date  in- 
formation. Not  only  is  the  publica- 
tion an  "excellent"  source  of  infor- 
mation for  diabetics,  according  to 
Espenshade,  "It  even  helps  kids  get 
penpals  (for  peer  support)." 

Herje  says  she's  very  encour- 
aged by  the  continually  increasing 
level  of  information  available 
about  diabetes  through  the 
Internet,  videos,  and  printed  ma- 
terials. Her  "latest  fascination"  is 
with  the  idea  of  community  risk  re- 
duction, possibly  postponing  the 
onset  of  Type  II  diabetes  in  the  es- 
timated 20  million  potential  pa- 
tients through  weight  control  and 
exercise  programs.  "The  idea  of 
actually  preventing  this  disease  is 
very  exciting,"  she  says. 

The  results  of  the  Diabetes  Con- 
trol and  Complications  Trial  have 
brought  about  increasing  recogni- 
tion that  complications  of  diabetes 
can  be  prevented  or  at  least  de- 
layed through  tight  control  of 
blood  glucose  levels.  Patients  play 
a crucial  role  in  achieving  target 
values,  one  which  simply  cannot 
be  overlooked. 

The  bottom  line  to  dealing  with 
diabetes  is  education.  Says 
Espenshade,  "Compliance  is  a mis- 
nomer, the  issue  is  actually  to  edu- 
cate the  patients  to  make  decisions 
for  themselves,  because  you  can't 
always  be  there  to  do  it  for  them."*:* 
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Teaching  the  peacemakers 

Alliance  learns  of  initiative  to  reduce  youth  violence 


" Violence  is  a bigger  epidemic  (in  Milwaukee)  than  anything  else,"  says  Olusegun 
Sijuwade,  public  health  educator  for  the  city  of  Milwaukee.  Sijuwade  is  working  with 
various  local  groups  on  reducing  risks  of  violence  for  youth. 


Shari  Hamilton,  editor 

"As  long  as  you  have  people  work- 
ing together  you  have  wealth," 
says  Olusegun  Sijuwade,  Milwau- 
kee public  health  educator,  quot- 
ing a favorite  African  proverb. 
Sijuwade  holds  that  proverb  par- 
ticularly dear  because— without 
benefit  of  grant,  and  on  the  prover- 
bial public  health  shoestring  bud- 
get—he  has  tackled  what  has  to  be 
one  of  the  most  formidable  public 
health  initiatives  in  the  state:  re- 
ducing youth  violence  in  Milwau- 
kee. 

Sijuwade  shared  his  strategies 
for  educating  youth  about  violence 
and  its  prevention  during  a Feb  8 
meeting  with  members  of  the  SMS 
alliance.  The  former  Milwaukee 
cop-turned-city  public  health  edu- 
cator traced  the  origins  of 
Milwaukee's  successful  Safe  Night 
program  back  to  its  first  event,  June 
10,  1994.  That  was  a memorable 
night  for  Milwaukee's  Children's 
Hospital  staff  as  well,  Sijuwade 
proudly  related,  for  there  was  not 
a single  youth  shooting  in  the  city. 

The  Milwaukee  public  health 
department  was  the  first  in  Wis- 
consin to  initiate  a violence  preven- 
tion program.  It  was  a necessity  in 
a community  where  shootings  are 
daily  occurrences.  "Violence  is  a 
bigger  epidemic  than  anything 
else,"  Sijuwade  said.  The  homicide 
rate  in  Milwaukee  increased  by  600 
percent  in  1987.  In  1994  (the  latest 
year  for  which  statistics  are  avail- 
able), there  were  144  homicides  in 
Milwaukee  compared  with  a total 
of  225  homicides  statewide,  ac- 
cording to  the  Wisconsin  Health 
Statistics  Center. 

Although  Sijuwade  stressed 
that  violent  crime  is  still  the  least 
common  crime  in  the  United  States 
(crimes  against  property  are  the 
most  common),  about  24,000  homi- 


cides occur  each  year.  Usually  ho- 
micides occur  between  people  who 
know  each  other,  usually  involving 
alcohol  rather  than  any  other  drug 
and  often  in  homes  where  guns 
were  initially  purchased  "for  pro- 
tection," he  said. 

Interestingly,  Sijuwade  said, 
studies  show  that  the  top  risk  fac- 
tor common  to  adults  who  have 
committed  violent  crime  is  "the 
feeling  that  they  have  to  win  argu- 
ments." The  second  most  common 
risk  factor  is  a person's  feeling  that 
he  or  she  can't  control  anger,  that 
"they  would  just  lose  it,"  the  edu- 
cator said.  For  youth,  Sijuwade 
said,  studies  found  the  top  risk  fac- 
tor was  "having  a gun  in  the 
house." 

The  Milwaukee  public  health 
program  teaches  kids  to  recognize 
risks  to  their  safety  before  they  be- 
come realities  of  violence.  For  ex- 
ample, Sijuwade  said  most  youth 


they  talk  to  know  that  they  should 
leave  a gun  alone  if  they  find  it,  but 
still  yet  don't  recognize  the  sight 
of  a man  walking  down  the  street 
with  a gun  as  a risk  to  them.  The 
health  educators  teach  youth  to 
leave  the  area  and  call  911  to  report 
the  sighting.  Since  anger,  alcohol 
and  guns  are  so  often  involved  in 
violent  crimes,  the  public  educator 
stresses  to  kids  that  when  they  see 
people  consuming  alcohol  and  be- 
coming argumentive  while  guns 
are  present,  they  should  distance 
themselves  as  much  as  possible. 
Most  kids  think  there  is  no  real 
danger  until  someone  starts  shoot- 
ing, he  said. 

The  Milwaukee  public  health 
department's  Safe  Night  concept  is 
similar  in  some  respects  to  move- 
ments in  other  communities  where 
groups  have  sponsored  alcohol- 
free  nights  or  "lock-ins."  But  there 
is  one  important  difference:  other 
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events  focus  on  entertainment 
while  Safe  Nights  focus  on  educa- 
tion. At  a Safe  Night,  youth  are  not 
only  guaranteed  an  atmosphere 
that's  free  of  alcohol  and  guns 
(youth  are  screened  by  metal  de- 
tectors), the  usual  teen  entertain- 
ment is  intermingled  with  mes- 
sages about  ways  to  learn  and  use 
peer  mediation  and  conflict  man- 
agement. 

"When  we  were  growing  up," 
Sijuwade  said.  "Our  parents  told 
us  to  fight  back  if  someone  picks 
on  you.  We  don't  say  that  (to 
youth)  anymore.  We  want  kids  to 
learn  how  to  stop  something  before 
people  get  angry  and  it  gets  vio- 
lent, we  want  them  to  resolve 
things  in  ways  where  they  can 
walk  away  without  feeling  like 
they  have  been  embarrassed  in 
front  of  their  peers." 

Safe  Nights  are  "designed  for 
average  people,"  not  gang  mem- 
bers, Sijuwade  said.  "Most  kids 
(who  attend)  are  good  kids.  They 
bring  in  friends  who  are  involved 
in  risky  behaviors...  We  teach  con- 
flict resolution  at  night  to  kids  who 
wouldn't  get  it  during  the  day." 

Safe  Nights  have  become  so 
popular  that  there  is  now  a core 
group  of  kids  that  travels  around 
town  from  Safe  Night  to  Safe 
Night.  Sijuwade  said  he  observed 
one  youth  pass  a pager  back  to  a 
gang  member  and  decline  an  op- 
portunity to  do  a drug  run  in  fa- 
vor of  joining  his  friends  in  attend- 
ing a Safe  Night. 

In  discussion  with  SMS  Alliance 


members,  Sijuwade  shied  away 
from  the  suggestion  that  the  Mil- 
waukee program  works  so  well 
because  of  "peer  pressure"  in  that 
the  good  kids  influence  the  at-risk 
kids  to  follow  healthier  paths.  It's 
more  like  "peer  reinforcement,"  he 
said,  as  kids  like  to  have  other  kids 
around  them  that  feel  the  same 
way  they  do. 

The  way  the  Safe  Night  program 
operates,  community  groups, 
youth  clubs  and  others  obtain  kits 
from  the  Milwaukee  Department 
of  Health.  Kits  include  posters  for 
advertising  an  event  as  weapon- 
free,  alcohol  and  drug-free  and  ar- 
gument-free along  with  a featured 
educational  message  on  either  con- 
flict resolution,  peer  mediation  or 
anger  management.  Groups  re- 
ceive no  funding  from  the  city. 

A typical  evening  might  start  off 
with  music  and  a disc  jockey,  then 
move  into  the  public  health  mes- 
sage. (One  of  the  videos  that  has 
been  used  in  the  Milwaukee  pro- 
gram is  the  HBO-produced  "Peace 
it  or  rest  in  it,"  portions  of  which 
have  been  used  in  the  SMS  CHILD 
SAFE  campaign.) 

Sijuwade  explained  that  initially 
some  adults  believed  that  kids,  es- 
pecially gang  members,  would 
walk  out  when  the  subject  turned 
to  violence  reduction.  That's  never 
happened,  he  reported.  In  fact,  stu- 
dents have  come  up  to  organizers, 
relating  new  ideas  for  ways  to  get 
the  message  of  peace  across. 

In  addition  to  working  with 


What  to  tell  youth  to 
reduce  risk  of 
gun  injury 

1.  If  they  find  a gun,  do  not 
touch.  Leave  the  area. 

2.  If  they  see  someone  walk- 
ing with  a gun,  leave  the 
area. 

3.  Tell  an  adult  about  the 
gun.  Call  911  to  report  the 
sighting. 

4.  When  they  see  someone 
drinking  alcohol  and  be- 
coming argumentive  in  a 
place  where  guns  are 
available,  get  as  far  away 
as  possible  (suggest  some- 
thing depending  on 
child's  age)  to  be  safe. 


youth,  the  Milwaukee  public 
health  department  is  beginning  to 
look  at  ways  they  can  help  reduce 
violence  among  the  18-35  year-old 
crowd.  The  department  is  helping 
people  access  information  about 
anger  management  and  conflict 
resolution  as  well  as  giving  "safe 
home"  certificates  to  families  that 
pledge  to  keep  their  homes  vio- 
lence-free. By  displaying  the  certifi- 
cate in  a prominent  place,  these 
families  will  have  a constant  re- 
minder that  peace  is  the  path  they 
have  chosen  for  their  lives, 
Sijuwade  said.*:* 


If  you  are  what 
you  eat,  why  not 
cut  back  on  fat? 


American  Heart 
Association; 

Fighting  Heart  Disease 
and  Stroke 
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Prepare  yourself  for  college  with  U.S.  Savings  Bonds. 

Remember  all  those  college  costs  when  you  were  a 
student?  Sure,  tuition  was  expensive.  But  the  bill  for 
room  and  board  was  often  higher  than  tuition.  Plus 
there  were  books,  a bike,  typewriter.. .all  those  things 
college  students  needed  to  survive  on  campus. 

Now,  a mere  fifteen  years  later,  parents  shell  out 
over  twice  what  it  was  in  the  early  80s.  Those  $300 
typewriters  have  been  replaced  by  $ 1 ,900  computers. 
So  what’s  it  going  to  cost  when  your  children  are 
ready?  And  what  will  replace  the  computer  — a virtual 
reality  college  simulator?  How  much  will  that  be? 

Start  saving  now  for  those  future  college  costs  with 
U.S.  Savings  Bonds.  They’re  guaranteed  safe,  and 


earn  Treasury-based  rates.  You  can  get  them  through 
most  banks  or  through  employers  offering  the  Payroll 
Savings  Plan.  Plus  families  and  individuals  who  use 
Savings  Bonds  for  college  tuition  may  qualify  for  a 
special  tax  exclusion.* 

For  your  copy  of  the  Savings  Bond  Investor 
Information  pamphlet,  write  U.S.  Savings  Bonds, 
Washington,  DC  20226. 

‘Maximum  income  and  other  limitations  apply;  read 
IRS  Publication  550  and  Form  8815  for  details. 


Take 
Stock 
inAmerica 


SAVINGS 
.BONDS 


A public  service  of  this  magazine 


Reality  is  expensive. 


Class  of  <3  O average  cost: 
a bo  at  $ 10,300 for  four  gears  of  col  lege 


Class  of ‘10  projected  cost: 
about  $60,000 


Class  of  ‘95  average  cost: 
a bo  at  $2 6,000 
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Rep.  Dave  Prosser  wins  AMA's  Dr  Nathan  Davis  Award 
Assembly  speaker  recognized  for  health  access  initiatives, 
tort  reform 


AMA  President  Lonnie  R.  Bristow,  MD,  presents  David  Prosser,  speaker  of  the  Wiscon- 
sin Assembly,  with  an  engraved  glass  bowl  in  recognition  of  his  selection  as  a winner  of 
the  Dr  Nathan  Davis  Award.  ( AMA  photo) 


Alan  M.  Schlein,  special  to  WMJ 

WASHINGTON— State  Rep  David 
Prosser,  speaker  of  the  Wisconsin 
State  Assembly,  was  one  of  eight 
government  leaders  honored  Feb 
6 by  the  American  Medical  Asso- 
ciation for  helping  promote  better 
health  for  Wisconsin  citizens. 

Prosser  was  given  the  Dr 
Nathan  Davis  Award  by  the  AMA 
as  the  outstanding  state  represen- 
tative in  the  nation  for  his  work  in 
shepherding  a sweeping  tort  re- 
form package  through  the  Wiscon- 
sin Legislature  and  in  helping  en- 
sure statewide  equity  in  the  fund- 
ing of  community  aid  programs. 

In  accepting  what  he  called  the 
"extremely  prestigious  award," 
Prosser  told  the  300-person  crowd 
gathered  at  a Washington  hotel 
early  this  month,  that  he  was  es- 
pecially proud  to  be  recognized  by 
the  medical  profession. 

Shortly  after  Prosser  became  the 
Republican  minority  leader  in 
1989,  he  promised  the  SMS  that  if 
Republicans  gained  control  state 
assembly,  "we  would  pass  medical 
malpractice  reform  legislation 
within  30  days." 

When  he  became  Speaker  at  the 
end  of  1994,  Prosser  ended  years 
of  stalemate  and  pushed  tort  re- 
form through  in  his  first  month.  "I 
was  determined  to  keep  that  prom- 


ise," the  Appleton  Republican  re- 
called, shortly  after  receiving  his 
national  award.  "There  isn't  any 
other  group  that  I made  that  prom- 
ise to,"  he  said. 

In  accepting  the  award,  Prosser 
showed  a dry  sense  of  humor. 
Compliments  and  recognition  are 
"as  necessary  (to  politicians)  as  oil 


is  to  an  engine,"  he  told  the  gath- 
ering. "With  this  (award),  (you've) 
done  more  than  change  my  oil, 
you've  made  this  country  lawyer 
feel  like  a political  superman." 

Gov  Tommy  Thompson,  who 
was  in  Washington  to  attend  a Na- 
tional Governors  Association  con- 
Continued  on  next  page 
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Offering  congratulations  for  a job  well  done.  Several  Wisconsin  physicians  traveled  to 
Washington,  DC,  made  visits  on  Capitol  Hill  and  attended  the  ceremony  in  which  Rep. 
David  Prosser  (center)  was  recognized  for  his  leadership  role  regarding  health  care  in  our 
state.  On  hand  for  the  festivities  were:  (left  to  right,  front)  AMA  Trustee  Timothy  T. 
Flaherty,  MD,  ofNeenah;  Past  SMS  President  Richard  G.  Roberts,  MD,  jD,  of  Madison; 
Prosser;  Peter  Podlusky,  MD,  of  Appleton;  (second  row,  I to  r)  John  Mielke,  MD,  of 
Appleton;  SMS  Executive  Vice  President  Thomas  L.  Adams,  CAE;  David  Deubler,  MD, 
of  Kiel;  (back  row,  1 to  r)  Stephen  Hathzvay,  MD,  of  Green  Bay;  and  SMS  Director  of 
Government  Relations  Michael  Kirby.  Kevin  Quinn,  MD,  ofNeenah,  and  Kenneth  Viste, 
Jr.,  MD,  of  Oshkosh,  were  also  in  Washington  making  visits  on  Capitol  Hill. 

(AMA  Photo) 


Continued  from  preceding  page 
ference,  said  Prosser  was  especially 
deserving  of  the  award.  Stopping 
by  the  awards  reception  to  say 
hello,  Thompson  said  "David  is 
probably  one  of  the  most  thought- 
ful and  articulate  legislators  in  the 
country.  He's  been  a good  leader 
and  he  engineered  tort  reform. 

"This  award  is  not  for  any  one 
thing,"  Thompson  said.  "They  are 
recognizing  an  outstanding  legis- 
lator who  has  dedicated  his  life- 
time in  pursuit  of  excellence  and 
to  improve  the  life  of  the  citizens 
of  Wisconsin." 

Several  Wisconsin  doctors,  who 
were  at  the  awards  ceremony  ech- 
oed Thompson's  comments.  "He's 
been  a friend  of  medicine  ever 
since  he  was  elected,"  said  Dr  Ken 
Viste,  Jr,  of  Oshkosh.  "Against  all 
kinds  of  opposition,  he  was  able  to 
craft  a reasonable  tort  reform  bill 
that  passed.  It  took  David's  ability 
to  work  with  both  sides  and  ...  he 
showed  he  was  someone  who  can 
get  something  done."  Viste  said  the 
medical  malpractice  bill  should 
serve  as  a model  for  other  states. 

Dr.  Richard  Roberts,  of  Verona, 
said  the  tort  reform  bill  is  "espe- 
cially important.  It  helps  set  the 
tone  or  climate,"  for  doctors  work- 
ing in  Wisconsin.  Roberts  specu- 
lated that  most  Wisconsin  doctors 
will  save  14-15%  of  their  overhead, 
as  a result  of  Prosser's  tort  reform. 
"For  the  average  doctor  with  a 
practice  in  obstetrics,  it  means 
about  a $2,000  savings"  in  insur- 
ance costs,  Roberts  speculates. 
"That  represents  a few  pregnant 
women  who  we  couldn't  take  care 
of  before." 

Before  the  law  went  into  effect, 
doctors  were  moving  out  of  the 
state  or  stopping  practicing  mater- 
nity care.  The  tort  reform  reversed 
that  immediately."  Roberts  said. 
The  medical  malpractice  bill  "has 
direct  application  to  our  day  to  day 
jobs,"  added  Dr  Dave  Deubler,  of 
Kiel.  "It  helps  hold  down  the  costs 
and  overhead  so  we  can  be  efficient 
with  out  patients.  " 


"It's  a well-deserved  award," 
said  Dr  Steve  Hathway,  of  Green 
Bay.  "What  he  did  was  stand  up 
and  take  heat  (from  the  trial  law- 
yers) because  he  recognized  that  it 
would  make  a difference  in  the 
way  we  practice  in  the  state  of  Wis- 
consin." 

Tom  Adams,  SMS  executive  vice 
president,  agreed.  "He  had  the 
ability  to  make  powerful  enemies 
with  this  bill.  Trial  attorneys  con- 
tribute dollars.  But  he  was  willing 
to  do  the  right  thing." 

But  Adams  said  Prosser,  who 
has  served  in  the  Legislature  for  17 
years,  deserved  the  award  for  more 
than  just  that  one  piece  of  legisla- 


tion. "While  tort  reform  is  an  im- 
portant part  of  his  career,  he's 
pushed  through  many  issues  on 
the  elderly,  and  for  moms  and 
children." 

For  Prosser,  the  award  took  on 
great  significance  because  of  Davis' 
career  achievements.  "The  life  of 
Nathan  Davis  is  a model  for  every- 
one," Prosser  said,  referring  to  the 
founder  of  the  American  Medical 
Association.  "He  was  a brilliant 
renaissance  man  and  a leader  in 
his  chosen  profession.  He  took  time 
to  teach  and  give  knowledge  and 
he  cared  for  the  rich  and  poor  alike 
and  never  lost  his  integrity." 

Prosser  said  he  has  tried  to 
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Dr  James  S.  Todd  (left)  and  Wisconsin  Republican  Congressman  Toby  Roth  (right)  con- 
gratulate Speaker  David  Prosser  on  receiving  the  Dr  Nathan  Davis  Award  for  his  support 
of  health  care-related  initiatives  in  Wisconsin.  ( AMA  Photo) 


model  his  life  after  that  of  people 
like  Davis. 

In  addition  to  passing  the  medi- 
cal malpractice  bill,  which  includes 
among  other  provisions,  a $350,000 
indexed  cap  on  non-economic 
damages  awarded  in  medical  mal- 
practice litigation,  Prosser  also  has 
led  the  charge  for: 

• passage  of  joint  and  several  li- 
ability; 

• statewide  funding  equity  for  the 
community  aid  programs  (state 
funding  to  municipalities  and 
counties  for  human  services 
programs);  and 

• increased  funding  and  resources 
to  strengthen  the  medical  exam- 
ining board  (MEB). 

In  addition  to  Prosser,  the  other 
Nathan  Davis  award  winners  were 
US  Senator  Mark  Hatfield,  R-Ore, 
who  chairs  the  powerful  Senate 
Appropriations  Committee;  House 
Ways  and  Means  Committee  Chair 
Bill  Archer,  R-Tex;  Gov  Parris 
Glendening,  D-Md;  Dr  Kenneth 
Moritsugu,  medical  director  for  the 
US  Justice's  Federal  Bureau  of  Pris- 
ons; State  Sen.  J.  Tom  Coleman  Jr, 


D-Ga;  Leah  Ziskin,  deputy  com- 
missioner of  the  New  Jersey  De- 
partment of  Health,  and  Ann 


Elderkin,  a physician's  assistant, 
who  direct  the  Somerville,  Massa- 
chusetts Health  Department. ❖ 


Although  cancer  is  a very  grown-up  disease, 
thousands  of  children  like  Adam  learn  all  about  it 
each  year  when  they’re  diagnosed  with  one  of  its 
deadly  forms. 

But  these  children  have  a fighting  chance  because 
of  life-saving  research  and  treatments  developed  at 
St.  Jude  Children 's  Research  Hospital.  To  learn 
more  about  the  work  doctors  and  scientists  are  doing 
at  St.  Jude  and  how  you  can  help,  call: 

1-800-877-5833 . 

— ST.  JUDE  CHI  DREN'S 
m RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 
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Computer  consultants: 

Find  the  reins  and  hang  on 

Doug  Turecek,  Management  Information  Systems  director 


You  know  it's  time.  You've  ei- 
ther resisted  the  pressure  to 
computerize  your  practice  up  to 
this  point  or  the  technology  you 
invested  in  5 or  6 years  ago  is  now 
causing  more  problems  than  it's 
resolving.  It's  time  to  invest  in 
what  today's  technology  holds  for 
cost  containment,  increased  pro- 
ductivity and  access  to  information 
resources.  Does  the  thought  of 
wading  through  technology's 
world  of  cure-all  vendors  and  at- 
tention-deficit sales  people  make 
you  wake  at  night  in  a pool  of  per- 
spiration? The  acquisition  of  infor- 
mation technology  can  be  a nebu- 
lous process  for  the  most  seasoned 


computer  jockey,  but  exponentially 
more  so  for  an  organization  which 
lacks  that  in-house  expertise. 

As  business-related  technology 
becomes  increasingly  sophisticated 
and  complex,  consultant  use  is  be- 
coming a more  appropriate  and 
cost-effective  option.  By  hiring  a 
consultant,  however,  do  not  believe 
that  your  involvement  is  no  longer 
needed.  Too  often  organizations 
think  that  consultants  are  hired  to 
do  all  of  the  work  and  thus  treat 
them  with  a hands-off  approach. 
Unfortunately,  many  consultants 
also  prefer  and  encourage  this  au- 
tonomy. The  result  is  that  many 
projects  involving  consultants  can 


end  up  off-target  and  over-budget. 

The  truth  is  that  consultants  can 
provide  effective  solutions  for 
some  difficult  management  and 
technology  problems.  By  under- 
standing your  responsibilities  in 
the  project,  you  can  help  to  ensure 
that  your  expectations  will  be  met. 
The  following  tips  will  assist  you 
in  providing  the  best  possible  out- 
comes when  working  with  a con- 
sultant. 

• Define  the  project.  Do  this  on 
your  own  first,  then  with  the 
consultant.  The  most  damaging 
facet  in  any  project  is  "scope 
creep."  This  will  occur  when  the 
details  are  not  clearly  defined 
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Presents  Three  Exciting  Tours  From  Chicago 


ALASKAN  CRUISE  June  21 . 28;  )une  28  -juiy  5, 1996 

From  $1,729.00  July  5 - 12;  July  12-19,  1996 

Whatever  your  vision  of  Alaska,  reality  exceeds  imagination.  Just  as  a 
Celebrity  cruise  exceeds  expectations.  The  cuisine  is  among  the  best 
afloat,  designed  by  internationally  acclaimed  chef  Michel  Roux.  Given 
all  it  has  to  offer,  the  Horizon  has  earned  a reputation  for  elegance  with 
a casual  ambiance  among  passengers  looking  for  a quality  cruise  at  a 
realistic  price. 

PARIS ; FRANCE 

$1,029.00  (Plus  Taxes)  August  23  - 31,  1996 

Welcome  to  Paris  the  "City  of  Light"!  A place  of  familiarity;  the  Eiffel 
Tower,  Notre  Dame,  the  Louvre,  the  Sacre  Coeur.  Paris  is  known  as  the 
capital  of  art  and  culture,  where  kings,  emperors  and  presidents  have 
throughout  history  amassed  treasures  and  wonders  for  us  to  enjoy.  This 
beautiful  city  of  parks,  boulevards,  bridges,  monuments  and  museums, 
leaves  one  with  long  lasting  impressions  and  wonderful  memories. 


August  23  -31,  1996 


KITZBUHEL,  AUSTRIA 

$999.00  and  $1,049.00  (Plus  Taxes) 

Kitzbuhel,  one  of  Europe's  most  famous  international  resorts,  lies 
nestled  in  the  heart  of  the  majestic  Austrian  alps  within  close  proximity 
to  Innsbruck,  Salzburg  and  Munich.  We  invite  you  to  experience  the 
hospitality,  tradition,  old  customs  and  quality  of  life  in  this  700-year-old 
town  which  has  remained  a village  at  heart.  Discover  award  winning 
restaurants  offering  local  and  international  cuisine,  an  endless  variety 
of  shops  featuring  antiques  and  local  arts  and  crafts.  Perhaps  a round 
of  golf  or  a gondola  ride.  An  unforgettable  vacation  awaits  you! 

Prices  are  per  person,  double  occupancy 


TOURS  INCLUDE 

• Round  trip  jet 
transportation. 

• 7 nights  accommodations. 

• Breakfast  daily. 

• Deluxe  motorcoach 
transportation. 

• Exciting  optional  tours. 

• Completely  escorted,  and 
more! 

Available  To  Members, 
Their  Families  And  Friends. 

For  additional  Information 
and  color  brochure  contact: 

GLOBAL  HOLIDAYS 

9725  Garfield  Avenue  South 
Minneapolis,  MN  55420-4240 
(612)  948-8322 
Toll  Free:  1-800-842-9023 
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and  left  to  interpretation.  If  the 
scope  changes,  and  it  often  will, 
make  it  a separate  engagement 
and  keep  it  separate. 

• Get  it  in  writing.  The  project 
specifications  should  be  a writ- 
ten document  and  result  from  a 
series  of  interview  and  negotia- 
tion meetings.  This  document 
can  then  be  used  to  request  pro- 
posals which  should  include 
specific  cost  estimates.  As  the 
project  progresses,  all  written 
specifications  and  agreements 
can  be  used  to  judge  the  prod- 
uct or  service  being  provided. 

• Choose  your  consultant  care- 
fully. Whether  you  are  working 
with  a list  of  independent  con- 
sultants or  a consulting  firm, 
you  should  choose  the  indi- 
vidual that  will  provide  the  best 
results.  Communication  skills 
are  essential.  If  they  attempt  to 
'snow  you'  with  technical  jar- 
gon, then  ask  them  to  explain  it. 
Listening  is  a virtue.  A good 
consultant  will  begin  by  listen- 
ing before  offering  any  potential 
solutions.  Most  importantly, 
check  references  of  the  indi- 
vidual. Even  if  they  lack  health 
care  industry  experience,  it  is 


important  that  previous  clients 
are  satisfied  with  the  results. 

• Don't  pay  for  the  fluff.  At  the 
outset,  make  it  clear  that  you 
should  not  be  billed  for  time 
spent  creating  multimedia 
progress  presentations.  You 
want  to  follow  the  progress  in 
detail,  but  a simple  list  with  bul- 
lets should  suffice. 

• Get  a detailed  bill.  You  have  a 
right  to  know  what  you're  pay- 
ing for.  The  tendency  is  to  exag- 
gerate hours  and  detailed  bill- 
ing will  force  them  to  justify  or 
trim  hours.  Also,  if  the  "out-of- 
pocket"  expenses  line  is  signifi- 
cant, then  find  out  what  is  in- 
cluded. 

• Invest  your  time  or  staff  time. 
No  matter  how  long  a consult- 
ant spends  listening,  they'll 
never  know  your  needs  better 
than  you  and  your  staff.  Make 
sure  someone  that  represents 
your  needs  is  intimately  in- 
volved in  the  project.  Limiting 
the  assumptions  a consultant 
makes  for  you  along  the  way, 
will  help  to  minimize  the  sur- 
prises at  the  end. 

• Provide  periodic  feedback.  If 


you  are  unhappy  about  the 
timeline  or  sub-par  results,  com- 
plain. You're  paying  for  a prod- 
uct or  service  and  have  a right 
to  get  it.  If  your  complaints  are 
ignored,  get  a new  consultant. 
The  problem  will  only  multiply 
with  time.  On  the  other  hand, 
if  the  project  is  progressing  well, 
let  them  know.  It  will  help  them 
to  know  they  are  on  track. 

• Be  flexible.  Even  if  you  had  the 
technical  knowledge  and  could 
do  it  all  yourself,  the  end  prod- 
uct will  be  different  than  you  set 
out  to  attain.  This  is  a natural 
result  of  evolving  needs  as  you 
move  through  the  project.  By 
staying  involved  and  managing 
the  project,  you'll  assure  that  the 
changes  will  end  in  your  favor. 
Following  these  guidelines  and, 
most  importantly,  maintaining  an 
open  communication  line  with 
your  consultant,  will  significantly 
increase  the  occurrence  of  positive 
outcomes.  The  advantages  to  be 
gained  by  staying  current  with 
technological  advances  are  enu- 
merable, and  successful  use  of  a 
computer  consultant  can  often  pro- 
vide the  means. ❖ 


A Word  from  WIPRO 

Hospitals  take  steps  to  improve  acute  pain  management 

Jay  A.  Gold,  MD,  JD,  MPH,  June  L.  Dahl,  PhD,  and  Dale  R.  Tavris,  MD,  MPH,  Madison 


The  Wisconsin  Peer  Review 
Organization  (WIPRO)  has 
initiated  a project  to  improve  acute 
pain  management  in  the  state. 
Working  in  collaboration  with  the 
Wisconsin  Cancer  Pain  Initiative, 
WIPRO  has  conducted  an  assess- 
ment of  postoperative  pain  man- 
agement practices  in  Wisconsin 
hospitals.  It  also  has  held  a series 
of  seminars  to  assist  administrators 


and  clinicians  in  making  pain 
management  a priority  in  their  care 
settings,  and  to  increase  the  effec- 
tiveness of  approaches  to  manag- 
ing pain. 

A number  of  studies  have 
shown  that  post-operative  pain  is 
not  well  managed.  Of  the  more 
than  20  million  surgeries  per- 
formed each  year  in  this  country, 
most  involve  some  form  of  pain 


management.  Inadequate  pain 
management  leads  to  medical  con- 
sequences as  well  as  patient  dis- 
comfort, which  of  course  in  itself, 
should  be  avoided  when  possible. 

Routine  orders  for  intramuscu- 
lar administration  of  opioids  PRN 
or  "as  needed"  (too  often  for  mep- 
eridine, which  pain  experts  dis- 
courage) leave  more  than  half  of 
Continued  on  next  page 
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Continued  from  preceding  page 
postoperative  pain  patients 
undermedicated.1  Pain  may  lead 
to  shallow  breathing  and  cough 
suppression  and  may  delay  the  re- 
turn of  normal  gastric  and  bowel 
function.  Such  adverse  physiologi- 
cal effects  contribute  to  the  devel- 
opment of  postoperative  complica- 
tions, which  can  increase  the  du- 
ration of  hospital  stays  and  subse- 
quently increase  the  cost  of  health 
care.  Uncontrolled  pain  also  has 
adverse  psychological  conse- 
quences; it  can  lead  patients  to  feel 
anxious,  fearful,  helpless  and  even 
depressed. 

In  spring  1995  WIPRO  re- 
quested policies  and  procedures 
for  postoperative  pain  manage- 
ment for  all  Wisconsin  acute  care 
hospitals.  During  this  period, 
WIPRO  also  conducted  a survey  of 
patient  records:  a statewide  sample 
of  100  cases  and  a collaborator 
sample  of  517  cases  from  11  col- 
laborating hospitals  (selected  from 
22  hospitals  expressing  interest). 

Although  pain  management 
practices  varied  among  the  various 
hospitals,  analysis  of  the  resulting 
data  identified  certain  practice  pat- 
terns that  might  result  in  poor  pain 
control  (table).  For  example,  only 
49%  of  the  statewide  sample  and  a 
57%  average  of  collaborating  hos- 
pitals used  pain  rating  scales  based 


A word  from  WIPRO  is  not  reviewed  by 
the  WMJ  Editorial  Board.  Dr  Gold  is 
WIPRO  principal  clinical  coordinator. 
He  also  serves  as  assistant  clinical  pro- 
fessor of  preventive  medicine,  works 
with  the  Health  Policy  Institute  at  the 
Medical  College  of  Wisconsin,  and  is  a 
senior  lecturer  in  preventive  medicine 
at  the  University  of  Wisconsin,  Madi- 
son. Dr  Dahl  is  a professor  of  pharma- 
cology at  the  University  of  Wisconsin 
Medical  School.  She  also  serves  as 
chair  of  the  Wisconsin  Cancer  Pain  Ini- 
tiative. Dr  Tavris  is  an  associate  clini- 
cal coordinator  at  WIPRO.  He  also 
serves  as  an  assistant  professor  of  pre- 
ventive medicine  at  the  Medical  Col- 
lege of  Wisconsin.  Copyright  1996 
State  Medical  Society  of  Wisconsin. 


on  patient  self-report.  Assessment 
of  intensity  and  quality  of  pain  is 
essential  to  the  development  of  ra- 
tional treatment  strategies.  Certain 
drug  utilization  practices  also  gave 
cause  for  concern:  frequent  reliance 
on  PRN  dosing  and  the  intramus- 
cular route;  routine  use  of  meperi- 
dine and  of  multiple  opioids  in 
some  patient  pain  control  regi- 
mens; and  the  relatively  rare  use 
(in  only  14%  of  collaborating  hos- 
pital cases  and  8%  statewide)  of 
non-pharmacologic  methods  for 
pain  control.  These  Wisconsin 
data,  similar  to  those  reported  in 
other  states,  suggested  important 
targets  for  intervention  strategies. 

WIPRO  invited  teams  of  practi- 
tioners from  the  22  reponding  hos- 
pitals to  attend  seminars  held  at 
three  different  locations  around  the 
state.  Sixty-eight  attendees  in  all 
participated  in  these  meetings, 
which  were  held  in  Ladysmith, 
Green  Bay  and  Madison  during 
July  1995.  The  seminar  program 
consisted  of  formal  presentations 
which  1)  discussed  the  survey  re- 
sults; 2)  reviewed  the  basics  of 
acute  pain  management  as  articu- 
lated in  the  clinical  practice  guide- 
lines (CPG)  from  the  Agency  for 
Health  Care  Policy  and  Research 
(AHCPR);  and  3)  reviewed  quality 
improvement  strategies  to  improve 
pain  management.  In  addition,  the 
hospital  teams  spent  time  working 
together  to  identify  gaps  between 
the  recommendations  in  the  CPG 
and  practice  patterns  within  their 
own  institutions.  Their  work  was 
guided  by  a worksheet  for  institu- 
tional change  developed  by  the 
Wisconsin  Cancer  Pain  Initiative. 
Groups  also  outlined  strategies  for 
improving  the  assessment  and 
treatment  of  post  operative  pain  in 
their  care  settings.  Action  plans  are 
being  developed  and  submitted  to 
WIPRO  by  participating  hospitals. 
After  these  plans  are  implemented, 
follow-up  data  collection  will  show 
the  success  of  the  project  and  point 
to  further  improvement  opportu- 
nity. 


The  principles  of  pain  manage- 
ment and  quality  improvement 
which  were  advanced  at  these  re- 
gional seminars  were  based  on  the 
AHCPR  guidelines  and  by  the 
quality  improvement  guidelines 
from  the  American  Pain  Society.2 
These  guidelines  provide  offical 
acknowledgement  that  pain  is  of- 
ten inadequately  treated  and  give 
clinicians  and  administrators  a 
foundation  for  the  implementation 
of  practice  changes  aimed  at  im- 
proving the  assessment  and  treat- 
ment of  pain.  The  challenge  to 
WIPRO  and  the  Wisconsin  Cancer 
Pain  Initiative  was  to  translate 
these  recommendations  into  action 
plans.  The  WIPRO-sponsored 
seminars  were  intended  to  do  just 
that. 

Furthermore,  the  Wisconsin 
Cancer  Pain  Initiative,  with  a grant 
from  the  MAYDAY  Fund,  has  de- 
veloped a Resource  Manual2  which 
provides  a step-by-step  process  as 
well  as  the  necessary  tools  for  mak- 
ing pain  management  an  institu- 
tional priority.  It  is  a how-to 
manual  designed  to  make  high 
quality,  cost-effective  pain  manage- 
ment a reality  not  only  in  hospitals, 
but  also  in  clinics,  long-term  care 
facilities,  and  home  care  settings. 
The  manual  provides  a compre- 
hensive plan  for  action  and  a list 
of  resources  to  assist  in  implemen- 
tation of  the  guidelines.  The  goals 
of  the  guidelines  are: 

• to  reduce  the  incidence  and  se- 
verity of  postoperative  and 
post-traumatic  pain; 

• to  educate  patients  about  the 
need  to  communicate  unre- 
lieved pain  so  they  can  receive 
prompt  evalution  and  effective 
treatment; 

• to  enhance  patient  comfort  and 
satisfaction;  and 

• to  contribute  to  fewer  postop- 
erative complications  and,  in 
some  cases,  shorter  stays  after 
surgical  procedures. 

Although  there  are  a number  of 
approaches  to  preventing  or  re- 
lieving postoperative  pain,  the 
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Pain  control  practice  patterns  for  quality  improvement  focus. 


Indicator 

Desired 

change 

Baseline: 
Collaborating 
hospital  rates 

Baseline: 
Range  of 
collaborating 
hospital  rates 

Baseline: 

Statewide  random 
sample  rates 

Multiple  opioids 

decrease 

22% 

0%-38% 

23% 

Use  of  self-report  pain  rating  scale 

increase 

57% 

31%-86% 

49% 

Use  of  meperidine  (Demerol) 

decease 

45% 

2%-86% 

31% 

Use  of  IM  route  of  administration 

decrease 

28% 

7%-82% 

25% 

Use  of  non-pharmacologic  means  of 
pain  control 

increase 

14% 

0%-59% 

8% 

Regular  dosing  schedule  or 
self-administered  dosing 

increase 

38% 

6%-53% 

38% 

AHCPR  Guidelines  suggest  that 
institutions  focus  on  the  follow- 
ing: 

1)  Promise  patients  attentive  anal- 
gesic care; 

2)  Chart  and  display  assessment  of 
pain  and  relief; 

3)  Define  pain  and  relief  levels  that 
will  trigger  a review; 

4)  Survey  patient  satisfaction; 

5)  Ensure  that  analgesic  drug  treat- 
ment complies  with  several  ba- 
sic principles: 

• NSAIDs  around-the  clock 
unless  contraindicated; 

• Orders  for  opioids  analgesics 
written  to  allow  for  great 
variation  in  dose  require- 
ment, including  a regularly 
scheduled  dose  and  "rescue" 
doses; 

• Avoidance  of  intramuscular 
administration  of  drugs; 


6)  Develop  policies  and  standard 
procedures  to  govern  the  use  of 
specialized  analgesic  technolo- 
gies, including  systemic  or  in- 
traspinal  medication,  continu- 
ous or  intermittent  opioid  ad- 
ministration, patient-controlled 
analgesia  (PCA),  local  anesthetic 
infusion  and  inhalation  analge- 
sia; 

7)  Give  patients  information  about 
nonpharmacological  interven- 
tions that  are  cognitively  and  be- 
haviorally  based  so  that  (a)  pain 
relief  can  be  increased  without 
increasing  the  risk  of  toxicity, 
and  (b)  patients  can  understand 
their  pain  better  and  can  take  an 
active  part  in  its  assessment  and 
control; 

8)  Use  quality  improvement  pro- 
cedures to  review  pain  treat- 


ment procedures  periodically. 
By  following  these  recommen- 
dations, pain  control  will  be  en- 
hanced and  patients'  interests 
served. 
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CD  Rom  Review 

Taking  it  to  the  MAXX:  a 24-text  CD  Rom 


Featured  title: 

MAXX  — Maximum  Access  to  Diagnosis  and 
Therapy 

24  textbooks  from  the  ubiquitous  Washington 
Manual  through  the  Handbook  of  Medical  Toxi- 
cology 

Publisher: 

Little,  Brown  and  Co. 

Available  through  most  medical  bookstores  or  by 
mail  through  CMEA  Inc.  1-800-227-2632 

Rating: 

(Out  of  5) 

Audience: 

Primary  care,  specialty  care  and  surgery 

R.  Zorba  Paster,  MD,  Oregon 

It's  4:30  pm,  you're  tired.  The 
day  has  been  long  and  you're 
stumped.  Why?  Because  you  need 
to  know  everything  on 
Pickwickian  Syndrome  for  that 
unassigned  patient  you  just  had 
assigned  by  your  ER  doc.  Where 
to  look? 

Or,  perhaps  you  want  all  the  al- 
ternative antibiotic  regimes  for  a 
helicobacter  pylori  infection  that 
you  just  diagnosed  by  upper  GI.  If 
so,  then  read  on  to  the  MAXX. 

MAXX  is  an  exhaustive  library 
of  24  spiral  texts  which  include 
such  favorites  as  the  Washington 
Manual  and  the  Manual  on  Derma- 
tological Therapeutics,  and  others 
such  as  the  Handbook  of  Pediatric 
Therapeutics,  Outpatient  Gynecol- 
ogy, Gastroenterology  and  Manual 
of  Toxicology. 

All  are  published  by  Little, 
Brown  and  Co.  They  all  share  the 
same  style,  layout  and  panache'-- 
that  spiral  bound  cookbook-like 
format.  (Some  love  'em;  others  hate 
'em.  We've  all  used  them.)  This 
CD-ROM  is  the  definitive  spiral- 
bound  library  without  the  spiral. 

The  cost 

Not  cheap!  At  $345  (dollars,  not 
pesos)  a disk,  it's  steep.  The  Wash- 
ington Manual  sells  for  $35.  If  we 
multiply  that  by  24  (the  number  of 
texts),  this  means  for  a mere  $345 
you're  getting  $800  of  information. 


This  column  is  not  reviewed  by  the 
Editorial  Board  of  the  Wisconsin  Medi- 
cal Journal.  Any  products,  resources  or 
materials  mentioned  in  the  column  are 
not  to  be  regarded  as  endorsed  by  the 
State  Medical  Society,  nor  is  the  SMS 
or  WMJ  responsible  for  product  perfor- 
mance or  customer  satisfaction. 


The  only  fallacy  is:  who  in  their 
right  mind  would  buy  all  24  texts? 
But  then  again  when  1 think  of  the 
$200  here  and  the  $200  there  that  I 
have  paid  for  rubber  chicken  din- 
ners and  cardboard  lectures  I won- 
der if  this  is  really  overpriced. 

The  program 

Lots  of  information.  I searched  for 
that  unassigned  patient  with 
Pickwickian  Syndrome  and  found 
several  useful  references— citations 
from  the  Manual  of  Clinical  Prob- 
lems in  Respiratory  Medicine, 
Manual  of  Clinical  Problems  in  In- 
ternal Medicine,  Manual  of  Cardio- 
vascular Diagnosis  and  Therapy 
and  Manual  of  Clinical  Hematol- 
ogy. I didn't  need  all  that  stuff  so  it 
took  a bit  of  time  to  sort  through 
what  was  useful  and  what  wasn't. 
Over  time  this  sorting  of  informa- 
tion undoubtedly  becomes  easier. 

Another  time  I hit  the  MAXX 
searching  for  onychomycosis  treat- 
ment. I don't  know  about  you  but 
the  Sporonox  commercials  on  TV 
and  in  the  mags  have  driven  me 
bats.  Patients  are  bringing  in  the 
ads  asking  for  a drug  that  checks 
in  at  $186.90  per  month.  I slipped 
in  the  disc  and  found  the  several 


cheaper  alternatives  with  some 
dandy  pictures  to  show  my  pa- 
tients. True,  I might  have  found 
some  of  the  same  in  the  PDR  but 
this  gave  me  a more  balanced  view. 
And  I could  print  out  the  info  and 
attach  it  to  the  patient  chart.  Slick. 

The  search  engine 

I found  it  a little  cumbersome  un- 
til I managed  it.  (You  know  the  last 
thing  you  do  when  you  install  a 
program  is  read  the  instructions!) 
You  must  read  the  hard  copy  that 
comes  with  this  baby  or  you'll  be 
lost.  After  an  hour  of  hacker  fail- 
ure, I read  the  directions  and  viola! 
success.  The  publishers  include 
what  is  not  the  easiest  instruction 
book  that  I've  read  but  it  is  ad- 
equate. 

Pros:  If  you  want  a therapy,  a dif- 
ferential diagnosis,  or  a quick  sum- 
mary you  will  find  it  here.  The 
material  is  concise  and  reputable. 
Some  texts  like  the  Washington 
Manual  are  classic  — others  such 
as  Manual  of  Clinical  Problems  in 
Pulmonary  Medicine  are  obviously 
not  as  well  known  (and  probably 
not  as  useful). 

Continued  on  page  188 
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GENE  TESTING  by  CELTEK 

Celtek  Corporation  is  a Molecular  Diagnostic  Service  for  Wisconsin  physicians  and 
their  patients.  Determination  of  a pathogenic  DNA  mutation  provides  a definitive 
diagnosis  and  quickly  determines  the  medical  implications  for  the  patient  and  family 
members.  Celtek  provides  a comprehensive  source  for  molecular  diagnostic  services 
with  expertise  in  a broad  range  of  genetic  disorders  due  to  DNA  mutations. 


Gene  Testing  is  becoming  the  diagnostic  method  of  choice  for  an  increasing  number 
of  disorders.  Comparatively,  the  traditional  laboratory  methods  are  often  incomplete, 
indirect,  or  preliminary,  as  well  as  more  costly.  A diagnosis  based  on  Gene  Testing 
can  also  avoid  procedures  that  are  invasive  or  painful,  time  consuming,  and  less 
accurate.  In  most  instances,  Gene  Testing  involves  a conventional  blood  sample  that 
is  easily  shipped.  Reporting  of  results  includes  appropriate  genetic  counseling  for  the 
patient  and  family.  Consider  Gene  Testing  First  for  any  of  these  diseases. 

GENE  TESTING  IS  AVAILABLE  FOR  THE  FOLLOWING  CONDITIONS: 


□ a-  or  3-THALASSAEMIA 

□ ANGELMAN  SYNDROME 

□ APOLIPOPROTEIN  E (APOE)  GENOTYPING 

□ CONGENITAL  ADRENAL  HYPERPLASIA 
(21 -hydroxylase  deficiency) 

□ CYSTIC  FIBROSIS 

□ DUCHENNE/BECKER  MUSCULAR  DYSTROPHY 

□ FRAGILE  X SYNDROME 

□ GALACTOSAEMIA  (galactose-1 -phosphate 
uridyl  transferase  (GALT)  deficiency) 

□ HAEMOGLOBIN  C 

□ HUNTINGTON  DISEASE 


□ LEBER  HEREDITARY  OPTIC  NEUROPATHY 

□ MACHADO-JOSEPH  DISEASE 

□ MYOTONIC  DYSTROPHY 

□ MCAD  (medium-chain  acyl-coA 
dehydrogenase)  DEFICIENCY 

□ PRADER-WILLI  SYNDROME 

□ RhD  TYPING 

□ SEXING 

□ SICKLE  CELL  ANAEMIA 

□ SPINAL  MUSCULAR  ATROPHY 

□ SPINOCEREBELLAR  ATAXIA  TYPE  I 

□ SPINOBULBAR  MUSCULAR  ATROPHY 


OTHER  SERVICES  by  Celtek  include: 


□ WILLIAMS  SYNDROME 

DNA  BANKING 

• PATERNITY  TESTING 

• PRENATAL  DNA  TESTING 

PRENATAL  Gene  Testing  is  available  for  many  of  the  disorders  listed. 

Please  contact  Celtek  for  a Gene  Testing  Resource  kit  and  a catalogue  of  current  tests. 

Office:  800-988-3559 
Laboratory:  414-475-7984 
FAX:  414-475-7220 
E-mail:  genetest@aol.com 
WWW:http://www.  axisnet.net/celtek 


Providers  of  Genetic  Information 
to  Physicians  in  Clinical  Practice 


CELTEK  CORPORATION 

2323  North  Mayfair  Road, 

Milwaukee,  Wl  53226-1504 

All  testing  using  the  polymerase  chain  reaction  is  performed  pursuant  to  a license  agreement  with  Roche  Molecular  Systems,  Inc. 
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Continued  from  page  186 
Cons:  It's  more  cumbersome  than 
paper.  Spiral  manuals  are  easy  to 
open  and  thumb  through.  This  is 
not  a substitute  for  that.  It's  more 
of  a complement  to  it. 


Conclusion 

If  you  want  an  exhaustive  text  for 
your  CD  ROM  library,  this  is  the 
place  to  stop.  It's  great  for  some- 
one starting  a practice  because 


you'll  always  find  a reference  on 
pretty  much  any  topic  you'll  need. 
Great  for  a residency  program  or 
an  office  with  medical  students.  A 
good  library  CD  ROM.  ❖ 


Before  you  Build... 

Line  up  20-Year  Fixed  Rate 
LOW  Financing! 


March  Rate  Less  than  8 % 


Annual  Percentage  Rate 


Owner/User  Commercial  Real  Estate  - Fixed  Rate  20-Year  Loans 

♦ Commerical/Industrial  Office  ♦ Equipment/Fumiture  Fixtures 

♦ Fully  Amortized  - No  Balloon  ♦ $300,000  min.  - No  Refinance 

WisconsinBusiness  Call  1-800-536-6 799 

Development/™^  Today! 
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Your  financial  fitness 
Insurance  for  long-term  care 


Michael  J.  Dolan,  CLU,  ChFC,  Madison 


ONE  OF  THE  GREATEST  expenses 
that  families  of  the  elderly 
and  infirm  can  face  is  the  cost  of 
chronic  illness.  Generally,  neither 
traditional  health  insurance  poli- 
cies nor  Medicare  will  pay  much 
of  anything  toward  the  cost  of 
long-term  care  in  a nursing  home 
or  at  home.  Yet  a nursing  home  can 
cost  well  over  $25,000  a year.  At- 
home  care  is  less  costly,  but  still 
adds  up. 

Today  many  states  are  taking 
steps  to  make  sure  some  form  of 
long-term  care  coverage  is  avail- 
able to  the  elderly.  Insurance  com- 
panies have  also  stepped  into  the 
breach.  Some  new  policies  cover 
nursing  home  care  plus  follow-up 
custodial  care  at  home.  Some  are 
designed  strictly  to  cover  at-home 
care. 

The  following  summary  pro- 
vides basic  information.  Your  in- 
surance agent  can  provide  more 
details.  Bear  in  mind  that  some  of 
these  policies  are  being  offered  on 
an  experimental  basis  and  may  not 
be  available  in  every  state. 

Nursing  home  coverage 

Unlike  Medicare,  which  limits  its 
coverage  to  post-hospital  care  in  a 
skilled  facility  for  a maximum 
number  of  days,  policies  offered  by 
private  insurers  usually  cover  care 


Dolan  is  vice  president  and  chief  oper- 
ating officer  of  SMS  Insurance  Services 
and  a member  of  the  National  Asso- 
ciation of  Life  Underwriters. 


in  skilled,  intermediate  or  custodial 
facilities.  You  can  determine  the 
type  of  coverage  you  want  your- 
self. You  select  the  per-diem  ben- 
efits you  would  like,  typically  in  a 
desired  monetary  range,  and  then 
also  select  a deductible  period  pref- 
erable to  you.  Premiums  are  based 
on  your  age  when  you  take  out  the 
policy. 

At-home  care 

An  increasing  number  of  long-term 
care  insurance  policies  now  pay  for 
long-term  care  at  home  for  people 
who  might  otherwise  have  to  be 
admitted  to  nursing  homes.  These 
policies  cover  at-home  services 
ranging  from  help  with  house- 
keeping and  shopping  to  adminis- 
tering medication  and  providing 
physical  therapy.  These  policies  do 
not  usually  require  prior  admission 
to  a hospital  or  nursing  home. 

The  time  to  purchase  long-term 
care  insurance,  of  course,  is  before 
you  need  it.  In  considering  this 
kind  of  coverage,  however,  be  sure 
to  ask  some  specific  questions. 

• When  do  benefits  begin,  how 
much  will  they  be,  and  how 
long  will  they  last? 

• If  you  should  be  in  and  out  of  a 
nursing  home,  what  conditions 
must  be  fulfilled  for  part  or  all 
of  the  scheduled  benefits  to  be 
available  again? 

• Does  the  policy  exclude  preex- 
isting conditions  or  bar  cover- 
age for  specified  conditions? 
(Some,  for  example,  won't  cover 
the  costs  associated  with 
Alzheimer's  disease.) 


Michael  J.  Dolan,  CLU,  ChFC 


• Does  the  policy  cover  custodial 
care,  such  as  help  with  meals  or 
with  bathing,  as  well  as  skilled 
nursing  care? 

• Does  the  premium  remain  the 
same  once  coverage  begins,  or 
increase  along  with  your  age? 
Does  the  policy  include  a waiver 
of  premium  so  premium  pay- 
ments stop  once  coverage  be- 
gins? 

• What  happens  if  you  move  to 
another  state,  one  where  your 
policy  may  not  be  sold,  after 
you've  started  paying  premi- 
ums? 

One  of  the  best  hedges  against 
this  financial  dilemma  is  an  ad- 
equate pension  or  retirement  plan. 
But,  that  must  be  implemented 
early  in  life.  Your  life  insurance 
agent  can  help  plan  this,  too.* 


Wisconsin  Medical  Journal  • March  1996 


189 


SMS  commission  considers  ethical  vignettes 

The  SMS  Commission  on  Medicine  and  Ethics  is  charged  with  the  consideration  of  ethical 
aspects  of  medical  practice  in  order  to  permit  discussion  of  common  problems  in  the 
total  treatment  and  care  of  patients  and  to  clarify  the  relationship  between  ethics  and  science 
in  medicine.  Here  are  two  examples  of  vignettes  discussed  by  the  commission  and  opinions 
written  on  behalf  of  the  commission  by  its  members.  Reader  comments  are  welcome. 


Vignette  No.  1: 

When  the  dog  bites 

A 6-year-old  girl  is  bitten  on  her  right  cheek  by  a 
dog.  She  is  taken  to  the  emergency  room  where 
the  physician  on  duty  treats  her.  To  insure  proper 
healing  and  reduce  chance  of  infection,  the  wound 
is  left  opened. 

Within  several  weeks  it  has  healed.  Severe  fa- 
cial scarring,  however,  has  occurred  because  of  the 
way  it  was  treated.  The  girl's  parents  feel  that  the 
scar  is  disfiguring  and  that  it  will  have  a profound 
negative  psychologic  effect  on  their  child.  They 
have  an  insurance  plan  that  determines  that  the 
child  has  no  further  medical  problems  and  that  sur- 
gery to  correct  her  facial  scarring  would  be  purely 
cosmetic. 

What  is  the  ethical  responsibility  of  the  physician 
in  this  situation? 

Answer:  If  professional  medical  assessment  indi- 
cates that  the  scar  is  disfiguring  and  the  surgery 
would  be  expected  to  correct  the  defect,  the  physi- 
cian should  become  a vigorous  advocate  for  the 
surgery  which  in  this  case  cannot  be  regarded  as 
cosmetic. 

--Donald  R.  Beaver,  DO 

Vignette  No.  2: 

Depression  and  managed  care 

A middle-aged  patient  with  recurring  depression 
has  been  a productive  family  member  and  em- 
ployee in  spite  of  occasional  episodes  of  illness.  She 
has  an  attending  psychiatrist  with  whom  she  has 
successfully  related  for  a number  of  years.  Now, 
with  a new  company  insurance  plan,  that  relation- 
ship is  jeopardized  by  an  external  factor  governed 
by  insurance  and  managed  care.  The  result  of  this 
situation  involves  either  no  care,  free  care  by  her 
psychiatrist,  or  care  at  a public-supported  facility 
by  an  unfamiliar  practitioner.  Each  of  these  alter- 
natives involve  ethical  issues  and  principles. 

In  analysis,  we  look  at  the  agents  in  conflict:  The 


patient,  the  clinic  or  the  psychiatrist's  practice  in- 
cluding his  associates,  the  family  of  the  psychia- 
trist and  of  course,  himself.  To  continue  to  treat 
without  charge  benefits  the  patient  but  has  poten- 
tial harm  to  his  clinic,  his  family  and  himself. 

Ethics  Commission  members  were  unanimous 
in  supporting  the  psychiatrist's  continuation  of  care 
regardless  of  reimbursement  under  most  circum- 
stances. We  all  care  for  patients  free  of  charge  on 
occasion  anyway.  However,  concern  was  raised 
regarding  the  number  of  patients  enrolled  in  the 
plan  who  had  fallen  into  this  category  for  this  and 
other  psychiatrists  in  the  clinic.  What  would  be 
the  total  impact  on  the  clinic's  solvency  and  eco- 
nomic stability  of  its  members?  This  then  becomes 
a justice  issue  in  the  clinic.  Solutions  could  be  novel 
payment  arrangements,  distribution  formula  ad- 
justments, etc.,  to  spread  the  burden  across  the 
clinic  departments. 

If  these  problems  could  not  be  worked  out  and 
hardship  was  inevitable  for  the  psychiatrist  and  his 
family,  he  would  be  justified  in  at  least  looking  for 
a public-funded  clinic  to  provide  care.  He  would 
be  obliged  to  carefully  inform  the  patient  of  the 
reasons  for  such  referral  and  hopefully  receive  her 
approval  for  transfer  of  care. 

To  break  this  down  into  ethical  language  and 
principles,  the  physician  has  an  ethical  duty  of  be- 
neficence in  continuing  to  treat  the  patient.  He  has 
an  obligation  of  non-maleficence  not  to  abandon 
her  or  refer  her  to  anyone  who  could  not  provide 
adequate  care  (for  example  a public  clinic,  under- 
staffed with  poor  access,  inadequate  facilities  or 
lack  of  expertise  in  treating  her  problem). 

He  has  an  ethical  obligation  of  justice  to  himself 
and  his  family,  however,  not  to  jeopardize  his  abil- 
ity to  provide  for  his  family,  his  other  patients  and 
to  continue  to  contribute  to  the  clinic  (delivery  sys- 
tem). If  by  treating  this  and  many  other  similar 
patients  who  cannot  pay,  the  clinic  cannot  remain 
solvent,  justice  to  his  associates  and  their  patients 
would  not  be  served. 

— W.  Michael  Cross,  MD<* 
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County  society  news 

Ashland-Bayfield-Iron.  The  Ashland-Bayfield- 
Iron  County  Medical  Society  approved  member- 
ship for  Keith  Henry  MD. 

Clark.  The  Clark  County  Medical  Society  approved 
membership  for  Marlon  L.  Hermitanio,  MD,  and 
Rolando  M.  Tong,  MD. 

Dane.  The  Dane  County  Medical  Society  approved 
membership  for  Lonn  J.  Grandia,  MD,  and  Brian 
G.  Moore,  MD. 

Eau  Claire-Dunn-Pepin.  The  Eau  Claire-Dunn- 
Pepin  County  Medical  Society  approved  member- 
ship for  the  following  physicians:  Emaad  M.  Abdal- 
Rahman,  MD;  Louis  A.  Benoist,  MD;  Dean  A. 
Delmastro,  MD;  Michael  J.  Fitzgerald,  MD;  Rich- 
ard D.  Hanna,  MD;  Jay  Davis  Loftsgaarden,  MD; 
Lawrence  J.  Markovitz,  MD;  Lynn  M.  Murel,  MD; 
Morris  Pasternack,  Jr,  MD;  Jeffrey  A.  White,  MD; 
and  Brent  M.  Wogahn,  MD. 


Grant.  Larry  O.  Sy,  MD,  has  been  approved  for 
membership  in  the  Grant  County  Medical  Society. 

La  Crosse.  The  following  physicians  were  elected 
to  membership  in  the  La  Crosse  County  Medical 
Society:  Douglas  S.  Brew,  MD;  Rick  A.  Erdman, 
MD;  Mark  Grossklaus,  MD;  Judith  A.S.  Harpenau, 
MD;  Britt  Marcussen,  MD;  Thomas  P.  Merkert,  MD; 
Kimberly  K.  Schulz,  MD;  and  Stephanie  Schulte, 
MD. 

Lincoln.  The  following  physicians  were  elected  to 
membership  in  the  Lincoln  County  Medical  Soci- 
ety: Gregory  G.  Dodge,  MD;  Ghassan  Khamisch, 
MD;  David  E.  Lange,  MD;  Robert  M.  McGucken, 
MD;  and  Russell  S.  Sudbury,  MD. 

Manitowoc.  Dinesh  C.  Shah,  MD,  has  been  ap- 
proved for  membership  in  the  Manitowoc  County 
Medical  Society. 

Continued  on  next  page 
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Continued  from  preceding  page 
Milwaukee.  The  Medical  Society 
of  Milwaukee  County  approved 
membership  for  the  following  phy- 
sicians: J.  Gonzalo  Araujo,  MD; 
Karim  Bakhtiar,  MD;  Linda  C. 
Bisson,  MD;  Keith  L.  Crawley,  MD; 
Howard  J.  Croft,  MD;  Anthony  F. 
Graziano,  MD;  Laurence  C.  Kauth, 
MD;  Bhupendra  O.  Khatri,  MD; 
Hrair-George  O.  Mesrobian,  MD; 
Ankur  N.  Patel,  MD;  Maria  T. 
Seville,  MD;  Suzanne  I.  Starkey, 
MD;  David  M.  Thomas,  DO;  Kevin 
A.  Weidman,  MD;  Deborah  M. 
Anderson,  MD;  Barbara  A.  Bates, 
MD;  Andrew  V.  Beykovsky,  MD; 
Kevin  S.  Brown,  MD;  John  D. 
Burfeind,  MD;  Steven  L.  Castle, 
MD;  Joseph  R.  Cava,  MD;  Joseph 
Shun-Che  Cheng,  MD;  William  L. 
Conklin,  MD;  Denise  E.  Davis,  MD; 
Michael  C.  Decker,  MD;  Sandra  K. 
Doepker,  MD;  Matthew  D.  Ellison, 
MD;  Graham  H.  Erlacher,  Jr,  MD; 
Gale  M.  Etherton,  MD;  Roger  A. 
Fons,  MD;  Lisa  M.  Geffros,  MD; 
James  R.  Goodsett,  MD;  Thomas 
W.  Harper,  MD;  Amy  L.  Helwig, 
MD;  Wendy  C.  Hill,  MD;  Thomas 
M.  Jenkins,  MD;  John  J.  Klein,  MD; 
Steven  F.  Krah,  MD;  Richard  A. 
Lewis,  MD;  Anne  B.  Lutz,  MD; 
Robin  Lynne,  MD;  Jerald  P. 
Marifke,  MD;  John  D.  McBride, 
MD;  James  R.  McWilliam,  MD; 
Mitchell  R.  Miller,  MD;  Martin  G. 
Mondry,  MD;  David  B.  Niemann, 
MD;  Pedro  T.  Oliveros,  MD;  Isham 
W.  Pauli,  Jr,  MD;  Margaret  M. 
Pearsall,  MD;  Darcy  A.  Phillips, 
MD;  Marealita  M.  Pierce,  MD;  John 
S.  Pollack,  MD;  Tasleem  Raza,  MD; 
Craig  A.  Reich,  MD;  Zeba  Sami, 
MD;  Mary  S.  Schmidt,  MD;  John  D. 
Schwab,  MD;  Martina  Sczesny- 
Aleshnick,  MD;  Robert  C.  Seipel, 
MD;  Daniel  Sy  Sentero,  MD; 
Kristine  L.  Shackleton,  MD;  Prem 
Singh  Shekhawat,  MD;  Mark  M. 
Shih,  MD;  Mark  S.  Shockley,  MD; 
John  C.  Strainer,  MD;  Terrence  C. 
Tuominen,  MD;  Kenneth  J.  Urlakis, 
MD;  Karen  M.  Wegner,  MD; 
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Michael  B.  Weiler,  MD;  Jeffrey  A. 
Wesson,  MD;  Andrew  J.  Will,  MD; 
John  Joonhwan  Yang,  MD;  Farideh 
Yoosefian,  MD;  and  Deborah  A.  Yu, 
MD. 

Racine.  The  Racine  County  Medi- 
cal Society  approved  membership 
for  Lori  J.  Rens  Allen,  MD;  Barbara 
L.  Earnest,  MD;  James  F.  Miller, 
MD;  Michael  S.  Nagy,  MD;  James 
D.  Simonds;  Lisa  M.  Simonds,  MD; 
Ahmad  Nisar  Akbar,  MD;  Todd 
Barnhardt,  MD;  and  Nini  Singh 
Patheja,  MD. 


AMA  awards 

The  Wisconsin  Physicians  listed  below  recently  earned  AMA 
Physician's  Recognition  Awards.  They  have  distinguished  them- 
selves and  their  profession  by  their  commitment  to  continuing  educa- 
tion, and  the  SMS  offers  them  its  congratulations.  The  * indicates  mem- 
bers of  the  SMS. 


December  1995 

* Calado,  Brigido  Caasi 

* Boush,  George  A. 

* Carson,  Larry  V. 

* Graebner,  Robert  Wm. 

* Glicklich-Rosenberg,  Lucille 

Jackson,  Edgar  B. 

* Guevara,  Esteban 

* King,  Arthur  R. 

* Halbert,  Helen  E. 

Kochar,  Arvind 

* Holderman,  Raymond  H. 

* Krohn-Gill,  Kathryn  A. 

* Hollowell,  James  P. 

* Locher,  Eric  H. 

* Janssen,  Martin  L. 

* Martens,  Jacob  H. 

* Kirkham,  Bruce  C. 

* Molina,  Rodolfo 

Marden,  Philip  M. 

* Nepple,  Earl  Wm. 

Mathiesen,  Martin  L. 

Pearlman,  Mary 

* Me  Queeney,  Robert  T. 

* Rolak,  Loren  A. 

* Pfaltzgraff,  George  H. 

* Schmitt,  Eugene  H. 

Rakowski,  Tara  A. 

* Tange,  David  B. 

* Rath,  Edward  K. 

* Teoh,  Ivan 

* Screnock,  Thomas 

Travelli,  Renato 

* Sobczak,  Dennis  A. 

* Wood,  William  A. 

* Vergara,  Victorino  G. 

* Zarwell,  David  H. 

* Wasiullah,  Masood 

January  1996 

* Woody,  Brian  R. 

* Zupanc,  Edward*:* 

* Bass,  Marjorie  Darrow 

* Bell,  Roger  A. 

Waukesha.  The  Waukesha  County 
Medical  Society  approved  mem- 
bership for  Donald  R.  Beaver,  DO; 
Gary  A.  Beyer,  MD;  Brian  J. 
Bohlmann,  MD;  Linda  Mishlove, 
MD;  Curtis  C.  Quinn,  MD;  Kathryn 
Romine,  MD;  Mark  H.  Rossing, 
MD;  and  William  L.  Treacy,  MD. 

Wood.  The  Wood  County  Medical 
Society  met  on  December  7,  1995, 
at  the  Vintage  House  Restaurant, 
Wisconsin  Rapids.  Karl  Ulrich, 
MD,  and  Kenneth  Weesner,  MD, 
were  approved  for  membership. ❖ 
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CES  Foundation  donors 


The  individuals  and  organiza- 
tions named  below  made 
contributions  to  the  Charitable, 
Educational  and  Scientific  Founda- 
tion from  November  1995-January 
1996. 

Fort  Crawford  Medical  Museum 

The  individuals  named  below 
made  contributions  to  the  Chari- 
table, Educational  and  Scientific 
Foundation  for  the  Fort  Crawford 
Medical  Museum. 

Ronald  G.  White 

Special  Projects 
and  Contributions 

General  Fund 

V & P Janusonis,  MD 
Fa  Crosse  County  Medical  Society 
Alliance 

Robert  B.L.  Murphy 
Physicians  Insurance  Company  of 
Wisconsin 

Endowment  Plus 
Insurance  Program 

Michael  Dolan,  CFU,  ChFC 
Dr  and  Mrs  Jack  M.  Fockhart 
Marcia  J.S.  Richards,  MD 
Dr  Richard  and  Faura  Roberts 
Dr  Stephen  and  Katie  Webster 

Medical  Outcomes 
Research  Project 

Dane  County  Medical  Society 
Dodge  County  Medical  Society 
Fond  du  Lac  County  Medical 
Society 

Waukesha  County  Medical  Society 
Waupaca  County  Medical  Society 
Winnebago  County  Medical 
Society 

Wisconsin  Physicians  Service 

Physician's  Benevelent 
Assistance  Fund 

Robert  E.  Holzgrafe,  MD 

V.A.  Baylon,  MD 
Scholarship  Fund 

All  Saints  Flealthcare  System 
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Richard  Aster,  MD 
Katherine  M.  Bayliss,  MD 
John  Byrne,  MD 
David  J.  Carlson,  MD 
Richard  A.  Collins,  MD 
Dr  and  Mrs  Mark  DeCheck 
Dr  and  Mrs  Robert  Drom 
Dr  and  Mrs  Mark  Elson 
Mr  and  Mrs  Hal  Goebel 
Gerald  A.  Hanson,  MD 
Dr  and  Mrs  Jerry  Hardarce 
Richard  Komorowski,  MD 
Dr  and  Mrs  Joseph  Kuzma 
Dr  and  Mrs  Gordon  Fang 
Dr  and  Mrs  William  Little 
Dr  and  Mrs  Ronald  Martins 
Raymond  McCormick,  MD 
Neurological  Clinic,  SC 
Dr  and  Mrs  Willard  Nettles,  Jr. 
Jerome  Oksiuta,  DDS 
Racine  County  Pathology 
Association 
Gert  J.  Schuller,  MD 
Myron  Schuster,  MD 
Robert  Siegert,  MD 
St  Mary's  Medical  Center 
Pharmacy  Staff 
Yoshior  Taira,  MD 
Dr  and  Mrs  Joseph  Teresi 
James  Toniolo,  MD 
Jill  Vienhage 
Vonnie  Youngs 

Vetter  Scholarship  Fund 

Mrs  Edward  W.  Vetter 

Wisconsin  Medical 
History  Project 

Mrs  Charles  W.  Landis 

Wisconsin  Society  of  Radiologic 
Technology  Scholarship  Fund 

Gammex  RMI 
Timothy  T.  Flaherty,  MD 

Memorial  Gifts  made  from 
November  1995  - January  1996 

Gerald  C.  Kempthorne,  MD 
Mr  and  Mrs  H.B.  Maroney,  II 
E.J.  Nordby,  MD 

State  Medical  Society  of  Wisconsin 
Patricia  J.  Stuff,  MD 
Mrs  Edward  W.  Vetter 


In  Memoriam 

In  loving  memory  of  those  indi- 
viduals who  will  grace  our  paths 
forever. 

William  B.A.J.  Bauer,  MD 
Victoriano  A.  Baylon,  MD 
Samuel  S.  Blankstein,  MD 
Eleanor  "Dolly"  Danbury 
Ted  Fellman 
Bruce  H.  Hartman,  MD 
Mrs  Hagen  Hedfield 
Ramona  E.  Huebner 
Fred  A.  Karsten,  MD 
Henrietta  Krubsack 
Richard  E.  Rodgers,  MD 
Duwayne  E.  Turner 
William  Ylitalo,  MD 

The  individuals  named  below 
made  contributions  to  the  Chari- 
table, Educational  and  Scientific 
Foundation  through  the  SMS 
membership  dues  statement  from 
November  1995-  January  1996. 

Amani  A.  Abdel-Maguid,  MD 
Francisco  G.  Aguilar,  MD 
John  J.  Albright,  MD 
M.Yusaf  Ali,  MD 
Richard  E.  Appen,  MD 
George  W.  Arndt,  MD 
William  E.  Ayetey,  MD 
Betty  J.  Bamforth,  MD 
Ann  Bardeen-Henschel,  MD 
Thomas  P.  Barragry,  MD 
Edward  N.  Barthell,  MD 
John  Beasley,  MD 
John  F.  Becker,  MD 
Scott  D.  Beede,  MD 
George  Bolek,  MD 
Austin  J.  Boyle,  III,  MD 
Roderick  Scott  Brodhead,  MD 
John  R.  Brown,  MD 
Gilbert  C.  Burgstede,  MD 
Thomas  Burrows,  MD 
Paul  D.  Burstein,  MD 
Eugene  E.  Burzynski,  MD 
Brigido  C.  Calado,  MD 
Lisa  R.  Capell,  MD 
Jeffrey  Ceschi,  MD 
Peter  D.  Chapman,  MD 
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Simon  Cherkasky,  MD 
Michael  P.  Cinquegrani,  MD 
David  D.  Clark,  MD 
Robert  A.  Coe,  MD 
Norman  E.  Cohen,  MD 
John  D.  Conway,  MD 
George  E.  Currier,  MD 
Joseph  C.  DiRaimondo,  MD 
Jack  H.  Deckard,  MD 
Stephen  T.  Denker,  MD 
Gerald  J.  Derus,  MD 
Michael  J.  Dunn,  MD 
David  W.  Duppler,  MD 
Eugene  E.  Eckstam,  MD 
Daniel  C.  Ebel,  MD 
Burnell  F.  Eckardt,  MD 
Johnny  A.  Edrozo,  MD 
Carl  S.L.  Eisenberg,  MD 
Rakki  G.  Elangovan,  MD 
David  Falk,  MD 
Kevin  M.  Fickenscher,  MD 
Alan  B.  Fidler,  MD 
Timothy  T.  Flaherty,  MD 
D.J.  Freeman,  MD 
Claire  M.  Fritsche,  MD 
Richard  D.  Fritz,  MD 
James  W.  Fulton,  MD 
Reynaldo  P.  Gabriel,  MD 
Michael  Garrity,  MD 
Anthony  M.  Gausas,  MD 
George  L.  Gay,  Jr.,  MD 
Peter  T.  Geiss,  MD 
John  F.  Gilligan,  MD 
James  E.  Glasser,  MD 
Terry  S.  Graves,  MD 
Thorolf  E.  Gundersen,  MD 
Thomas  J.  Halloin,  MD 
Gurdon  H.  Hamilton,  MD 
John  W.  Hayden,  MD 
Loren  E.  Hart,  MD 
LaVern  Herman,  MD 
Fredric  L.  Hildebrand,  Sr.,  MD 
Nathan  M.  Hilrich,  MD 
Arthur  W.  Hoessel,  MD 
Richard  Holden,  MD 
James  R.  Holmberg,  MD 
John  M.  Irvin,  MD 
Pauline  M.  Jackson,  MD 
Robert  J.  Jaeger,  MD 
Asha  Jain,  MD 
Palmira  a.  Janusonis,  MD 


Dorothy  J.  Jayne,  MD 
Paul  G.  Jenkins,  MD 
Bradley  F.  Johnson,  MD 
Howard  H.  Johnson,  MD 
Kenneth  E.  Johnson,  MD 
Eugene  R.  Jonas,  MD 
Ingrid  E.  Jurevics,  MD 
David  G.  Kamper,  MD 
Glen  J.  Kemp,  Jr.,  MD 
Gerald  C.  Kempthorne,  MD 
Robert  M.  Kliegman,  MD 
Clarence  E.  Kozarek,  MD 
Bruce  R.  Krygowski,  MD 
Raymond  Kuhn,  MD 
Joseph  Kuzma,  MD 
Christine  E.  Langemo,  MD 
John  R.  Larsen,  MD 
Carol  W.  Latorraca,  MD 
Rocco  Latorraca,  MD 
Michael  P.  Lehmann,  MD 
Richard  D.  Lindgren,  MD 
William  J.  Listwan,  MD 
Philip  Littman,  MD 
Eric  H.  Locher,  MD 
Thomas  A.  Londergan,  MD 
Joseph  J.  Mazza,  MD 
Peter  J.  McCanna,  MD 
Robert  A.  McDonald,  MD 
John  T.  Mendenhall,  MD 
Glenn  A.  Meyer,  MD 
Dean  D.  Miller,  MD 
Greg  S.  Miller,  MD,  PhD 
James  R.  Mitcheli,  MD 
Roger  C.  Mixter,  MD 
Albert  J.  Motzel,  Jr.,  MD 
Ross  A.  Mueller,  MD 
John  P.  Mullooly,  MD 
James  L.  Murphy,  MD 
David  S.  Nash,  MD 
Jule  Wetherbee  Nelson,  MD 
Jane  L.  Neumann,  MD 
Thomas  A.  O'Connor,  MD 
David  A.  Onsrud,  DO 
Simeon  B.  Ortiz,  MD 
Sandra  L.  Osborn,  MD 
William  J.  Pier,  Jr.,  MD 
L.  Maramon  Pippin,  MD 
Rolf  O.  Poser,  MD 
Robert  V.  Purtock,  MD 
John  J.  Quellette,  MD 
Timothy  B.  Rasor,  MD 
Fred  B.  Riegel,  MD 


Alphonse  M.  Richter,  MD 
Roger  E.  Riepe,  MD 
Carol  A.  Ritter,  MD 
Mary  G.  Rowe,  MD 
Roger  L.  Ruehl,  MD 
John  R.  Russell,  MD 
Ricardo  M.  Rustia,  MD 
Robert  P.  Saichek,  MD 
Bahij  S.  Salibi,  MD 
David  A.  Satchell,  MD 
David  L.  Scherwinski,  MD 
Charles  F.  Schleevogt,  MD 
Robert  E.  Schmus,  MD 
Rudolf  E.  Schuldes,  MD 
Alan  I.  Schwartzstein,  MD 
Charles  L.  Shabino,  MD 
Paul  O.  Simenstad,  MD 
Peter  J.  Sippel,  MD 
Samuel  J.  Skemp,  MD 
Catherine  M.  Slota,  MD 
Fred  D.  Stahmann,  MD 
K.  Alan  Stormo,  MD 
Gary  A.  Susag,  MD 
Elieser  B.  Suson,  MD 
Robert  J.  Swee,  MD 
Joseph  Syty,  MD 
Menandro  V.  Tavera,  Jr.,  MD 
James  C.  Tibbetts,  MD 
Bonnie  M.  Tomkins,  MD 
Joseph  E.  Trader,  MD 
H.  Axel  Transgsud,  MD 
Gay  D.  Trepanier,  MD 
Shogi  T.  Tsai,  MD 
Virginia  A.  Updegraff,  MD 
Lenore  Van  Santen,  MD 
James  P.  Volberding,  MD 
Philip  H.  Walker,  MD 
Paul  J.  Warren,  MD 
Thomas  M.  Wascher,  MD 
Paul  H.  Werner,  MD 
Charles  R.  Wessels,  MD 
Kathleen  M.  Wick,  MD 
DeLore  Williams,  MD 
Thomas  H.  Williams,  MD 
Cory  A.  Wilson,  MD 
James  P.  Wishau,  MD 
Robert  G.  Wochos,  MD 
Frederick  C.  Yuhas,  MD 
James  H.  Zellmer,  MD 
Carl  Zenz,  MD 
John  A.  Zernia,  MD 
Ernest  J.  Zmolek,  MD*:* 
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Obituaries 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to 
the  foundation.  A memorial  contribution  can  provide  financial  aid 
to  a needy  medical  student,  help  stimulate  research  on  behalf  of  the 
public  health  or  aid  in  the  preservation  of  Wisconsin's  medical  his- 
tory. When  a memorial  gift  is  made  to  the  foundation,  the  deceased 
person's  family  receives  a special  card  with  the  name  of  the  donor. 
For  more  information,  contact  the  foundation  staff  at  the  SMS.*:* 


Barrock,  James  J.,  MD,  of  Milwau- 
kee, died  Dec  20,  1995.  He  earned 
his  medical  degree  from  Marquette 
University.  He  attended  the  Uni- 
versity of  Pennsylvania  for  derma- 
tology training  and  he  completed 
his  internship  at  St  Joseph's  Hos- 
pital in  Marshfield  and  residency 
with  Dr  Cleveland  J.  White,  MD, 
in  Chicago.  He  was  a member  of 
the  SMS,  50  Year  Club  and  was  vice 
president  of  the  Wisconsin  State 
Dermatology  Society.  He  is  sur- 
vived by  his  two  children,  Anita 
Fleisch  and  Barbara  Niemiec. 

Docter,  Charles  W.  "Bill",  MD,  of 

Plum  City,  died  Jan  18,  1996.  He 
earned  his  medical  degree  from 
Northwestern  Medical  School  in 
Chicago.  He  completed  his  post 
graduate  work  at  Tulsa  University. 
Dr  Docter  practiced  medicine  in 
Racine,  Spring  Valley  and  Plum 
City.  He  was  a veteran  of  World 
War  II  serving  in  the  US  Medical 
Corp.  He  was  a member  of  the 
SMS.  He  is  survived  by  seven  chil- 
dren: Ann  Chavez,  of  Albuquer- 
que, NM;  Bill  Docter,  of  Madison; 
Cary  Browne,  of  Broken  Arrow, 
Okla;  Peter  Docter,  of  Los  Angeles, 
Calif;  Shelley  O'Meara,  of 
Menomonie;  Arthur  Docter,  of 
Brighton,  Colo;  Joseph  Docter,  of 
Arkansas;  and  his  father.  Dr  John 
C.  Docter,  of  Plum  City. 

Ford,  William  W.,  MD,  of  Green 
Bay,  died  Oct  31,  1995.  He  earned 
his  medical  degree  from  Washing- 
ton University  in  St.  Louis,  Mo.  His 
practice  began  as  a physician  of  the 
eye,  ear,  nose  and  throat  with  the 
Fairfield  Bartrand  Clinic.  Dr  Ford 
was  a pioneer  in  the  area  of  indus- 
trial medicine  in  hearing  loss  pre- 
vention. He  was  an  AM  A and  SMS 
member  and  past  president  of  the 
Beilin  Medical  Association.  He  is 
survived  by  three  children: 
Cynthia  E Beutel,  Chicago,  111;  Wil- 
liam W.  Ford,  Cincinnati,  Ohio;  and 


Christopher  C.  Ford,  Littleton, 
Colo,  seven  grandchildren  and 
nine  great-grandchildren. 

Gladieux,  John,  MD,  of  Milwau- 
kee, died  Nov  14, 1995.  He  earned 
his  medical  degree  from  Case  West- 
ern Reserve  University  Medical 
School  in  Cleveland,  Ohio.  He 
served  residencies  in  radiology  at 
Yale  and  Duke  Universities,  and  a 
residency  in  psychiatry  at  New 
York  University.  He  was  a mem- 
ber of  the  SMS  Addictive  Diseases 
Commission. 

Kottke,  Merlin  A.,  MD,  of 

Greendale,  died  Nov  3,  1995.  He 
earned  his  medical  degree  from 
Marquette  University  School  of 
Medicine.  He  completed  his  intern- 
ship at  St  Mary's  Hospital  in  Mil- 
waukee and  graduated  from  a resi- 
dency program  in  internal  medi- 
cine at  Woods  VA  Hospital,  Mil- 
waukee. He  practiced  internal 
medicine  from  1961  to  1994  at 
South  Center  Medical  Group  in 
Milwaukee  and  was  an  attending 
staff  physician  at  St  Francis  and  St 
Luke's  Hospitals,  Milwaukee.  He 
was  a former  chief  of  staff  at  St 
Francis  Hospital  and  also  served  as 
director  of  Intensive  Care,  Coro- 
nary Care  and  Electrocardiograph. 
Also,  he  was  an  assistant  clinical 
professor  at  the  Medical  College  of 


Wisconsin.  Dr  Kottke  was  a mem- 
ber of  the  American  Medical  Asso- 
ciation, SMS,  Milwaukee  County 
Medical  Society,  American  Society 
of  Internal  Medicine  and  the 
American  Heart  Association.  He  is 
survived  by  his  wife  Beverley;  two 
children.  Dr  Kandice  Marchant,  of 
Cleveland,  Ohio,  and  Kenneth 
Merlin,  of  Milwaukee;  and  two 
grandchildren. 

Lando,  David  Herman,  MD,  co- 
founder of  the  Fine-Lando  Clinic 
died  Nov  5,  1995.  He  is  survived 
by  his  wife  Janet  and  two  children, 
Nancy  Kirk  Blomeyer,  of  Paradise 
Valley,  Ariz,  and  Donald  A.  Lando, 
of  Germantown. 

Majeski,  Henry  "Doc",  MD,  of 

Luxemburg,  died  Nov  28, 1995.  He 
graduated  from  Marquette  Medi- 
cal School  and  started  his  medical 
practice  in  Luxemburg  where  he 
founded  the  Luxemburg  Medical 
Clinic.  He  was  a member  of  the 
Brown  County  Medical  Society,  the 
American  Academy  of  Family  Phy- 
sicians and  the  SMS.  He  is  surv  ived 
by  his  wife  Virginia;  seven  chil- 
dren: Michele  DeBaker,  of  Luxem- 
burg; Mark  Majeski,  of  Glendale; 
Mary  Vendervest,  of  Green  Bay; 
Kathy  Lemmens,  of  Denmark; 
John  Majeski,  of  New  Franken;  Jim 
Continued  on  next  page 
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Majeski,  of  Green  Bay;  Kevin 
Majeski,  of  Luxemburg;  and  16 
grandchildren. 

Tucay-Varona,  Rose  T.,  MD,  of 

Brown  Deer,  died  Dec  8, 1995.  She 
graduated  from  medical  school  at 
Far  Eastern  University  in  Manila. 
She  completed  her  residency  at  St. 
Michael  Hospital.  She  is  survived 
by  four  children:  Angelica  Varona- 
Camara,  of  Brown  Deer;  Julia- Ann 
Varona,  of  Brown  Deer;  Joyce 
Varona-Leon,  of  Milwaukee  and 
Gina  Varona-Villegas,  of  Cairo, 
Egypt. 


Physician  briefs 

Selim  R.  Benbadis,  MD*,  assistant 
professor  department  of  neurology 
at  the  Medical  College  of  Wiscon- 
sin, was  recently  appointed  to 
serve  on  the  editorial  board  of  the 
journal  of  Epilepsy. 

Sharon  Busey,  MD,  a pediatrician, 
has  been  appointed  assistant  pro- 
fessor of  pediatrics  at  the  Medical 
College  of  Wisconsin.  She  is  a 
member  of  the  Medical  College  of 
Wisconsin  Physicians  and  Clinics. 
She  completed  a fellowship  in  pe- 
diatrics  at  Children's  Hospital 
Medical  Center  in  Cincinnati  and 
a pediatric  residency  at  Greenville 
Hospital  System  in  Greenville,  SC. 

Eugene  Carlisle,  MD*,  an  ortho- 
paedic physician,  has  joined  the 
orthopaedic  and  sports  medicine 
department  at  the  La  Crosse  Cam- 
pus Clinic.  He  received  his  under- 
graduate degree  from  Loras  Col- 
lege, Dubuque,  Iowa.  He  earned 
his  medical  degree  from  Loyola 
Stritch,  Maywood,  111.  He  com- 


Sullivan, Phyllis  Ann,  MD,  of 

River  Hills,  died  Jan  2,  1996.  She 
earned  her  medical  degree  from 
the  Medical  College  of  Wisconsin. 
She  was  a member  of  the  SMS.  She 
is  survived  by  her  husband  Den- 
nis, an  orthopaedic  surgeon,  and 
four  children:  Sarah,  Michael,  Mat- 
thew and  Julie. 

Vedder,  James  S.,  MD,  of 

Marshfield,  died  Nov  25, 1995.  He 
earned  his  medical  degree  from 
Northwestern  University  Medical 
School.  He  completed  his  pediat- 
ric residency  at  Children's  Hospi- 
tal in  Chicago  and  the  University 
of  Wisconsin  Medical  School.  He 


pleted  his  internship  at  Rockford 
Memorial  Hospital,  Rockford,  111. 
He  completed  his  residency  at 
Syracuse  University  Hospital, 
Syracuse,  NY.  He  is  board  certified 
in  orthopaedics. 

Andrew  J.  Heritch,  MD5*,  has 

joined  the  medical  staff  at 
Lakeshore  Mental  Health,  Inc.  He 
earned  his  medical  degree  from  St 
Louis  University  School  of  Medi- 
cine. He  completed  his  medical  in- 
ternship at  the  University  of  Wash- 
ington and  a psychopharmacology 
fellowship  at  St.  Louis  University. 
He  completed  his  psychiatric  resi- 
dency at  the  Medical  College  of 
Wisconsin  in  Milwaukee.  He  is 
board  certified 

James  R.  Dyreby,  MD5*,  an  ortho- 
paedist, volunteered  during  the 
month  of  December  for  service  at 
St  Jude's  Hospital  in  St.  Lucia  un- 
der the  auspices  of  Orthopedics 
Overseas  and  Health  Volunteers 
Overseas.  He  received  his  medical 


was  a World  War  II  veteran  serv- 
ing as  chief  medical  officer  of  the 
3rd  Battalion  of  the  27th  Marines, 
5th  Division.  He  earned  the  Silver 
Star  on  Iwo  Jima.  Dr  Vedder  was  a 
member  of  the  SMS,  50  Year  Club. 

Zach,  Robert  G.,  MD,  of  Monroe, 
died  Oct  8,  1995.  He  attended 
Marquette  University,  Milwaukee, 
and  the  Medical  College  of  Wiscon- 
sin, Milwaukee.  He  completed  his 
internship  at  Mercy  Hospital  in 
Oshkosh.  He  was  a member  of  the 
SMS,  and  the  National  Radiologi- 
cal Society.  He  is  survived  by  his 
wife  Margaret  and  five  sons.  ❖ 


degree  from  the  University  of  Wis- 
consin in  Madison.  He  completed 
an  orthopaedic  residency  at  UW. 

Omid  Khorram,  MD,  PhD,  assis- 
tant professor  of  obstetrics  and 
gynecology  at  the  University  of 
Wisconsin-Madison,  was  honored 
with  the  Berlex  Scholar  Award.  An 
annual  fellowship  to  further  re- 
search in  reproductive  medicine. 

Bruce  Kerr,  MD,  an  internal  medi- 
cine physician,  has  joined  the 
medical  staff  of  the  Franciscan 
Skemp  Healthcare  La  Crosse  Cam- 
pus Medical  Center.  He  received 
his  undergraduate  degree  from  St. 
Olaf  College,  Northfield,  Minn.  He 
earned  his  medical  degree  from  the 
University  of  Minnesota,  Minne- 
apolis. He  completed  his  residency 
and  internship  at  St.  Joseph  Mercy 
Hospital,  Ann  Arbor,  Mich.  He  is 
board  certified  in  internal  medi- 
cine, with  other  certifications  in  ge- 
riatric medicine  and  addiction 
medicine. 
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Katherine  Kostamo,  MD*,  an  oc- 
cupational medicine  physician,  has 
joined  the  medical  staff  of  the 
Arcadia  Clinic.  She  received  her 
medical  degree  from  the  Univer- 
sity of  Minnesota,  Minneapolis, 
and  completed  an  internal  medi- 
cine internship  and  residency  at 
Abbot  Northwestern  Hospital  in 
Minneapolis.  She  completed  a fel- 
lowship in  nuclear  medicine  at  the 
University  of  Minnesota.  She  is 
board  certified  in  nuclear  medicine 
and  internal  medicine. 

John  P.  Mullooly,  MD,  FACP*,  an 

internist,  has  been  elected  a fellow 
of  the  American  College  of  Physi- 
cians. He  earned  his  medical  de- 
gree from  Marquette  University 
School  of  Medicine,  Milwaukee. 
He  completed  his  residency  at  Mil- 
waukee County  Hospital.  He  is  a 
past  president  of  the  Medical  Soci- 
ety of  Milwaukee  County  and  the 
SMS. 


Luis  Teopengco,  MD*,  a family 
practice  physician,  has  joined  the 
medical  staff  at  the  Franciscan 
Skemp  Healthcare,  Sparta  campus. 
He  earned  his  medical  degree  from 
the  University  of  the  East  Ramon 
Magsaysay  Memorial  Medical 
Center,  Quezon  City.  He  completed 
his  residency  at  Swedish  Covenant 
Hospital,  Chicago.  He  is  board  cer- 
tified. 

Thomas  Tuttle,  MD*,  an  internist, 
has  joined  the  medical  staff  of  Vic- 
tory Medical  Clinic  Stanley  Center. 
He  received  his  medical  degree 
from  Wayne  State  University 
School  of  Medicine  in  Detroit.  He 
completed  his  internship  and  resi- 
dency at  William  Beaumont  Hos- 
pital, Royal  Oak,  Mich. 

J.  Frank  Wilson,  MD,  FACR*,  pro- 
fessor and  chairman  of  radiation 
oncology  at  the  Medical  College  of 
Wisconsin,  has  been  named  direc- 


tor for  the  Medical  College's  Can- 
cer Center.  He  received  his  medi- 
cal degree  from  the  University  of 
Missouri  School  of  Medicine.  He 
completed  his  postgraduate  train- 
ing at  the  Penrose  Cancer  Hospi- 
tal in  Colorado  Springs.  He  served 
fellowships  at  the  University  of 
Paris  College  of  Medicine  and  as  a 
senior  investigator  in  the  Radiation 
Branch  of  the  National  Cancer  In- 
stitute, National  Institutes  of 
Health.  He  is  a fellow  of  the  Ameri- 
can College  of  Radiology.  He  is  past 
president  and  chair  of  the  Board  of 
the  American  Society  for  Thera- 
peutic Radiology  and  Oncology 
and  is  currently  president  of  the 
Wisconsin  Society  of  Radiation 
Oncologists.  He  serves  on  the 
board  of  directors  of  the  National 
Coalition  for  Cancer  Research  and 
is  a member  of  the  Executive  Com- 
mittee of  the  Radiation  Therapy 
Oncology  Group. ❖ 
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Wisconsin  Medical  Journal 
instructions  to  authors 


Authorship 

Manuscripts  are  considered  with 
the  understanding  that  they  have 
not  been  published  previously  and 
are  not  under  consideration  by  an- 
other publication. 

Each  scientific  and  socioeco- 
nomic manuscript  must  be  accom- 
panied by  a cover  letter  containing 
the  following  sentence:  “In  consid- 
eration of  the  Wisconsin  Medical 
Journal's  taking  action  in  reviewing 
and  editing  this  submission,  the 
author(s)  hereby  transfer(s), 
assign(s),  or  otherwise  convey(s) 
all  copyright  ownership  to  the 
WMJ  in  the  event  that  this  work  is 
published  in  the  WMJ."  All  co-au- 
thors must  sign  the  letter. 

The  cover  letter  must  also  des- 
ignate one  author  as  correspondent 
and  provide  a complete  address 
and  telephone  and  fax  numbers. 
All  coauthors  should  have  contrib- 
uted to  the  study  and  manuscript 
preparation.  They  should  be  thor- 
oughly familiar  with  the  substance 
of  the  final  manuscript  and  be  able 
to  defend  its  conclusions.  Brief  bio- 
graphical information  is  needed  for 
each  author. 

The  Journal  expects  authors  to 
disclose  any  commercial  associa- 
tions that  might  pose  a conflict  of 
interest  in  connection  with  the  sub- 
mitted article.  All  funding  sources 
supporting  the  work  should  be 
routinely  acknowledged  on  the 
title  pages,  as  should  all  institu- 
tional or  corporate  affiliations  of 
the  authors. 

Editing 

All  manuscripts  will  be  edited  by 
the  Journal  staff  for  clarity,  organi- 
zation, grammar,  spelling,  and 
punctuation,  and  in  accordance 
with  AM  A style  ( AMA  Manual  of 
Style,  8th  ed,  and  AMA  Manual  for 
Authors  and  Editors).  Suggestions 
for  titles  are  welcome,  but  are  sub- 


ject to  the  constraints  of  clarity, 
space,  grammar  and  style. 

The  author  will  be  asked  to  re- 
view a galley  proof  prior  to  publi- 
cation to  verify  statements  of  fact. 
Galley  proofs  are  for  correcting 
minor  and  typographical  errors 
only.  Revisions  in  the  paper  are  not 
possible  at  this  stage  and  should 
have  been  made  prior  to  final  ac- 
ceptance of  the  paper.  The  authors 
are  responsible  for  all  statements 
made  in  their  work,  including  any 
changes  made  by  the  editors  and 
authorized  by  the  corresponding 
author. 

Preparation  of 
scientific  manuscripts 

• Submit  papers  to:  Wisconsin 
Medical  Journal,  PO  Box  1109, 
Madison,  WI 53701;  Ph:  608-257- 
6781  or  1-800-362-9080;  FAX: 
608-283-5401;  or  E-Mail: 
LynneB@SMSWI.ORG. 

• Computer-generated  or  typed 
manuscripts  must  be  submitted 
in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side 
only  of  standard-sized  white 
bond  paper,  using  1-inch  mar- 
gins. Double-space  throughout. 
Electronic  submissions  are  also 
possible.  A printed  copy  must 
accompany  all  disk  and  elec- 
tronic submissions. 

• Organization  for  scientific  pa- 
pers. The  following  outline  is 
recommended: 

Abstracts — 150  words  or  less, 
stating  the  problem  considered, 
methods,  results  and  conclu- 
sions. Cite  no  references. 

Methods — Describe  the  selec- 
tion of  observational  or  experi- 
mental subjects,  including  con- 
trols. Identify  the  methods,  pro- 
cedures and  equipment  well 
enough  to  allow  replication. 

Results — Provide  results  in 
the  test,  tables  or  illustrations.  If 


tables  or  illustrations  are  used, 
emphasize  or  summarize  only 
the  most  important  observa- 
tions in  the  text. 

Discussion — Discuss  the  con- 
clusions that  follow  from  the  re- 
sults, as  well  as  their  limitations 
and  relations  to  other  studies. 
Show  how  the  conclusions  re- 
late to  the  purpose  of  the  study. 
Recommendations,  when  ap- 
propriate, may  be  included. 

References — Limit  to  20.  Au- 
thors are  responsible  for  the  ac- 
curacy and  completeness  of  ref- 
erences. References  must  follow 
AMA  style  and  abbreviations  of 
journal  names  must  follow 
those  in  Index  Medicus.  Consult 
the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations 
and  tables  taken  from  other  pub- 
lications, and  submit  written 
permission  to  reprint  from  the 
copyright  holders. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their 
use  in  the  text.  Acceptable  ab- 
breviations of  clinical,  technical 
and  general  terms  can  be  found 
in  the  AMA  Manual  for  Authors 
and  Editors  and  AMA  Manual  of 
Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  par- 
ticular to  conversations  among 
medical  personnel  are  inappro- 
priate in  scientific  writing.  (Ex- 
amples: For  "presented  with" 
use  “had;"  for  "experienced  a 
weight  loss"  use  "lost  weight.") 

• Supply  the  full  and  correct 
names  of  drugs.  Use  generic 
names  of  drugs,  unless  the  spe- 
cific trade  name  of  a drug  is  di- 
rectly relevant  to  the  discussion. 
If  the  author  so  desires,  brand 
names  may  be  inserted  in  paren- 
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theses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  In- 
ternational System  units  (SI)  in 
parentheses. 

• Provide  each  author 's  full  name 
and  highest  academic  degree  in 
the  byline.  If  an  author  holds 
two  doctoral  degrees  (eg,  MD 
and  PhD,  or  MD  and  DDS),  ei- 
ther or  both  may  be  used,  ac- 
cording to  the  author's  prefer- 
ence. Honorary  American  des- 
ignations (eg  FACP  or  FACS)  are 
omitted.  If  the  author  holds  a 
doctorate,  master's  and 
bachelor's  degrees  are  omitted. 
Courtesy  titles  (eg,  Mr,  Mrs,  Ms) 
are  omitted  from  bylines  and 
text. 

Illustrations 

Authors  are  encouraged  to  submit 
photos,  graphs  and  charts  when 
such  illustrations  will  aid  in  the 
readers'  understanding  of  the  ar- 
ticle. If  color  illustrations,  suitable 
for  use  on  the  WMJ  cover  are  avail- 
able, the  author  should  notify  the 
WMJ  office  when  the  paper  is  sub- 
mitted. Use  of  art  submitted  as 
cover  illustrations  is  not  guaran- 
teed. 

Revisions 

It  is  rare  that  a paper  is  ever  ac- 
cepted without  revision  as  sug- 
gested by  the  scientific  editorial 
board  or  WMJ  editor.  When  you 
make  revisions  to  your  article, 
please  send  2 hard  copies  along 
with  an  electronic  version  on  an 
IBM-compatible  disk  so  we  will  be 
able  to  move  forward  with  publi- 
cation in  a timely  manner. 

Review  process 

Each  scientific  manuscript  is  re- 
viewed by  the  medical  editor  and 
the  members  of  the  editorial  board. 
The  opinions  of  outside  consult- 
ants may  be  sought  at  the  medical 
editor's  discretion.  The  medical 
editor  has  the  final  decision  as  to 
whether  a scientific  paper  will  be 
published. 


Socioeconomic  manuscripts  are 
reviewed  by  the  SMS  senior  staff 
and  legal  counsel.  The  SMS  execu- 
tive vice  president  has  the  final  de- 
cision as  to  whether  a socioeco- 
nomic paper  is  published. 

Editorials,  letters,  and  sound- 
ings are  reviewed  by  the  medical 
editor,  SMS  senior  staff,  and  legal 
counsel.  Authorship  of  editorials  is 
reserved  for  members  of  the  WMJ 
editorial  board,  editorial  associ- 
ates, and  SMS  elected  officials.  Edi- 
torials are  signed  by  the  authors, 
are  the  authors'  opinions,  and  do 
not  necessarily  reflect  the  policies 
of  the  SMS.  Letters  are  signed  by 
the  authors,  are  the  authors'  opin- 
ions, and  do  not  necessarily  reflect 
the  policies  of  the  SMS.  Authorship 
of  letters  is  open  to  the  public,  but 
letters  are  limited  to  500  words  and 
subject  to  editing  for  length,  clar- 
ity and  style. 

Conference  Reports 

The  Editorial  Board  will  be  pleased 
to  consider  publication  of  brief  con- 
ference reports.  The  following 
ground  rules  will  apply: 

1 .  Only  reports  of  single-topic  con- 
ferences held  in  Wisconsin  will 
be  considered. 


2.  The  topic  of  the  conference 
should  have  interest  for  a wide 
group  of  Wisconsin  physicians 
who  would  have  liked  to  attend, 
but  the  priority  was  not  high 
enough,  e.g.,  Alzheimer's  Dis- 
ease, AIDS. 

3.  The  author  should  be  the  con- 
ference chair  (or  designee). 

4.  The  report  should  focus  prima- 
rily on  what  is  "new  and  impor- 
tant" that  can  and  should  be 
used  by  the  reader. 

5.  BRIEF  is  defined  as  six  pages, 
double-spaced  typing.  In  addi- 
tion, the  author  may  provide  a 
one-page,  double-spaced  back- 
ground statement  as  to  why  the 
content  of  the  report  is  impor- 
tant for  Wisconsin  physicians. 

6.  The  conference  brochure  should 
accompany  the  report.  It  will  not 
be  published. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or 
in  whole,  without  permission  from 
the  Journal.  Abstracts  may  be  repro- 
duced without  specific  permission, 
provided  that  acknowledgement 
of  the  source  is  made.  ❖ 
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There  are  no  flashing  lights.  There  is  no 
crossing  gate.  No,  most  highway-rail  crossings 
in  America  are  marked  just  like  this  one  — 
with  the  familiar  railroad  crossing  “crossbuck” 
sign.  Everywhere  it  stands,  the  crossbuck 
delivers  a simple,  life-saving  message.  And 
what  it  says  is  this:  “at  absolutely  any  time,  there 
may  be  a train  on  this  track.  ” Now  that  may 
seem  obvious,  but  apparently  it’s  not. 


Last  year  alone,  there  were  over  2,000 
car-train  crashes  at  crossings  marked  with  only 
a crossbuck.  And  about  half  of  those  crashes 
left  people  dead  or  maimed  for  life.  So  please, 
when  you  see  a crossbuck,  treat  it  as  a “yield” 
sign.  Slow  down,  look,  listen  and  stop  if  you 
see  or  hear  a train.  That  will  keep  even  the 
quietest  intersection  peaceful.  And  it  will  keep 
you  and  the  people  you  are  driving  alive. 


U S Department 
of  Transportation 


1-800-537-6224 
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Classified  ads 


WISCONSIN,  LA  CROSSE. 

Franciscan  Skemp  Healthcare,  part  of 
Mayo  Health  System,  seeks  BE/BC, 
residency-trained  family  practice  phy- 
sician to  join  nine  in  clinic-based  urgent 
care  department  in  La  Crosse.  40,000 
annual  urgent  care  visits.  Location 
doesn't  qualify  for  J-l  visa  status.  An 
integrated  delivery  network,  we  serve 
primary  care  population  base  of 
350,000  and  include  three  hospitals  and 
11  clinics  with  more  than  100  active 
medical  staff  members.  La  Crosse  lo- 
cated in  scenic  Mississippi  River  bluff 
country  with  excellent  fishing,  hunt- 
ing, boating.  Ideal  family-oriented  en- 
vironment. Good  public  and  private 
schools.  Contact  Tim  Skinner,MS,Ed,  or 
Bonnie  Nulf,  Lranciscan  Skemp 
Healthcare,  700  West  Avenue  South,  La 
Crosse,  WI  54601-4796,  (800)  269-1986; 
(608)  791-9844;  fax  (608)791-9898. 

3-5/96 

OCONTO  FALLS,  WISCONSIN.  BE/ 

BC  Lamily  Physician  needed  for  a 
growing  practice  of  five  physicians. 
Clinic  is  based  in  a rural  community 
30  miles  north  of  Green  Bay.  Excellent 
competitive  salary  with  benefits.  Please 
send  CV  or  contact:  Artwich  Clinic,  815 
S.  Main  St.,  Oconto  Falls,  WI  54154. 
Phone:  414-846-3092.  3-5/96 


RATES:  70  cents  per  word,  with 
a minimum  charge  of  $30  per  ad. 

BOXED  AD  RATES:  $40  per  col- 
umn inch.  All  ads  must  be  pre- 
paid. 

DEADLINE:  Copy  must  be  re- 
ceived by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or 
toll-free  1-800-362-9080. 


INTERNAL  MEDICINE  opportuni- 
ties in  Iowa,  Minnesota,  North  Da- 
kota, South  Dakota,  Wisconsin.  Per- 
manent and  Locums.  VHA  North  Cen- 
tral, 3600  West  80th  Street,  Suite  550, 
Minneapolis,  MN  55431.  (612)896-3492. 
FAX  (612)896-3425.  3-5/96 

WISCONSIN  OCCUPATIONAL 
MEDICINE  POSITION.  Dean  Medi- 
cal Center,  a 350  physician  multi-spe- 
cialty group  is  actively  recruiting  a 
board  eligible/board  certified  occupa- 
tional medicine  physician  to  join  its 
four  member  department.  This  posi- 
tion would  be  based  at  our  Riverview 
Clinic  in  Janesville,  and  would  also 
provide  coverage  at  our  locations  in 
Madison.  Work  hours  are  8am-5pm 
with  possible  evening  and  Saturday 
hours.  Excellent  communication  and 
marketing  skills  are  required.  This  po- 
sition would  include  practicing  the  full 
gamete  of  occupational  medicine  in- 
cluding toxicology,  medical  surveil- 
lance, injury  care  and  independent 
medical  exams.  Please  contact  Scott 
Lindblom,  Dean  Medical  Center,  1808 
West  Beltline  Highway,  Madison,  WI 
53713  or  call  608-250-1550  or  home  608- 
845-2390.  3-6/96 

LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary 
assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

TFN/95 


PPS  for  PSP2* 
Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.  Box  791  • Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


NORTHEAST,  WISCONSIN.  Look- 
ing for  a BE/BC  Internal  Medicine 
Physician  to  join  a growing  practice  of 
five  physicians.  Clinic  is  based  in  a ru- 
ral community  of  Oconto  Falls,  near 
Green  Bay.  Excellent  competitive  sal- 
ary with  benefits.  Please  send  CV  or 
contact:  Artwich  Clinic,  815  S.  Main  St., 
Oconto  Falls,  WI  54154.  Phone:  414- 
846-3092.  3-5/96 

NO  ASSEMBLY  LINES  HERE.  FPs, 
IMs  and  OB/GYNs  at  North  Memo- 
rial owned  and  affiliated  clinics  don't 
hand  patients  off  to  the  next  available 
specialist.  Guide  your  patients  through 
their  entire  care  process  at  one  of  our 
25  practices  in  urban  or  semi-rural 
Minneapolis  locations.  Plus,  become 
eligible  for  $15,000  on  start  date.  In- 
terested BC/BE  MDs,  call  (800)275- 
4790  or  fax  CV  to  (612)520-1564. 

1,3,5,7,9,11 


South-Central  Wisconsin 
Primary  Care 
Opportunities 


Physicians  Plus  Medical  Group,  a 
multi -specialty  group  of  245+  phy- 
sicians seeks  additional  Primary 
Care  Physicians  for  its  regional 
sites.  Established  and  new  loca- 
tions. Large  call  groups.  Full  lab 
and  x-ray.  Guaranteed  salary  plus 
incentives  with  a full  benefits 
package.  Send  CV  or  call  collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)  252-8580 
FAX:  (608)  282-8288 

Physicians 

#Plus 

An  Equal  Opportunity  Employer 
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Physicians  Exchange 

Continued 

OCONTO  FALLS,  WISCONSIN.  Ac- 
tively seeking  a General  Surgeon  to  join 
a growing  clinical  practice  of  five  phy- 
sicians. Clinic  is  based  in  a rural  com- 
munity north  of  Green  Bay  affiliated 
with  local  hospitals.  Excellent  competi- 
tive salary  with  benefits.  Please  send 
CV  or  contact:  Artwich  Clinic,  815  S. 
Main  St.,  Oconto  Falls,  WI  54154. 
Phone:  414-846-3092.  3-5/96 

MADISON,  WISCONSIN  - ORTHO- 
PEDIC SURGERY.  Part-time  position 
available  with  an  independent,  single 
specialty,  private  practice  group.  Con- 
tact Sharyl  Fricton,  Bone  & Joint  Sur- 
gery Associates,  2704  Marshall  Ct., 
Madison,  WI  53705,  608-238-9311. 
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ASSOCIATE 

MEDICAL 

DIRECTOR 

Employers  Health  is  the  nation’s 
10th  largest  group  health  insurer. 
We  currently  have  a challenging 
and  rewarding  position  available  in 
our  Corporate  headquarters  lo- 
cated in  Green  Bay  for  an  Associ- 
ate Medical  Director. 

The  position  will  be  responsible  for 
assisting  the  Medical  Director  with 
strategic  planning,  and  making  rec- 
ommendations for  case  manage- 
ment to  claims  and  underwriting 
management. 

Requirements  include  Board  Cer- 
tification in  internal  medicine  or 
family  practice,  eligibility  for  state 
licensure,  and  at  least  2 years  of 
medical  practice  experience.  Ser- 
vice on  a hospital  peer  review,  uti- 
lization review,  quality  assurance 
committee,  or  as  a Medical  Direc- 
tor of  an  HMO  is  essential. 

Employers  Health  offers  a chal- 
lenging work  environment  along 
with  a competitive  salary  and  flex- 
ible benefit  package  including  401 
(k)  and  profit  sharing.  Please  send 
resume  to:  Human  Resources, 
EMPLOYERS  HEALTH,  1100  Em- 
ployers Blvd.,  Green  Bay,  WI 
54344.  An  equal  opportunity 
employer. 

EMPLOYERS 

health 

I 


FAMILY  PRACTICE/OB-GYN  to  join 
progressive  14-physician  group  prac- 
tice. Rural  college  town  30  miles  from 
St.  Paul,  MN.  New  clinic  and  new  hos- 
pital. Contact  Robert  B.  Johnson,  MD, 
River  Falls,  WI  54022,  (715)425-6701. 

TFN 

FAMILY  PHYSICIANS  sought  for  ru- 
ral and  midsize  communities  in  Iowa, 
Minnesota,  North  Dakota,  South  Da- 
kota, and  Wisconsin.  Contact:  VHA 
North  Central,  3600  West  80th  Street, 
Suite  550,  Minneapolis,  MN  55431. 
Call  collect:  612-896-3492,  FAX  612- 
896-3425.  Ask  for  Jerry  Hess.  1-3/96 

DELAVAN,  WISCONSIN.  No  Call  - 
No  Hospitalization  Required!  We  are 

actively  recruiting  BE/BC  internal 
medicine  physicians  to  practice  at  the 
Riverview  Clinic  location  in  Delavan, 
Wisconsin  (population  6,000)  located 
30  minutes  south  of  Janesville. 
Delavan  is  a safe  family  oriented  com- 
munity with  excellent  schools  and  rec- 
reational opportunities  with  a lake  lo- 
cated within  the  community.  Excellent 
compensation  and  benefits  are  pro- 
vided with  employment  leading  to 
shareholder  status.  Contact  Stan 


WISCONSIN 

LAKESIDE 

COMMUNITY 

Join  4 BC  EM  physicians  in  a 
stable  9 member  group  with 
over  20  years  of  service.  Cen- 
tral Wisconsin  community  of 
55,000  offers  safety  and 
affordability  with  the  cultural 
amenities  of  a large  city. 
Boasting  a nationally  recog- 
nized education  system,  both 
public  and  private,  as  well  as 
an  abundance  of  recreation 
activities,  this  community 
has  something  for  everyone. 
To  find  out  more  about  this 
exciting  opportunity,  call 
(800)243-4353;  or  fax  your  CV 
to  (414)241-5559. 

Strelcheck  and  Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 


Gruhn,  MD,  Riverview  Clinic,  PO  Box 
551,  Janesville,  Wisconsin  53547-0551, 
phone  608-755-3520.  1-3/96 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center  a 350+  physician  pri- 
vate multi-specialty  group  is  actively 
recruiting  a BE/BC  Internist  for  our 
Riverview  Clinic  in  Janesville,  Wiscon- 
sin (population  50,000  and  is  located 
40  miles  southeast  of  Madison). 
Janesville  is  a beautiful,  family  oriented 
community  with  excellent  schools  and 
abundant  recreational  activities.  Cur- 
rently there  are  12  internal  medicine 
physicians  at  the  Riverview  location. 
The  call  schedule  will  be  1 in  12  for 
weekdays  and  weekends.  Excellent 
compensation  and  benefits  will  be  pro- 
vided with  full  time  employment  lead- 
ing to  shareholder  status  in  two  years. 
For  more  information  contact  Stan 
Gruhn,  MD,  Riverview  Clinic,  PO  Box 
551,  Janesville,  Wisconsin  53547-0551, 
phone  608-755-3520.  1-3/96 

DELAVAN,  WISCONSIN.  No  Call  - 
No  Hospitalization  Required!  We  are 

actively  recruiting  BE/BC  family  phy- 
sicians to  practice  at  the  Riverview 
Clinic  location  in  Delavan,  Wisconsin 
(population  6,000)  located  30  minutes 
south  of  Janesville.  Delavan  is  a safe 
family  oriented  community  with  excel- 
lent schools  and  recreational  opportu- 
nities with  a lake  located  within  the 
community.  Excellent  compensation 
and  benefits  are  provided  with  em- 
ployment leading  to  shareholder  sta- 
tus. Contact  Stan  Gruhn,  MD, 
Riverview  Clinic,  PO  Box  551, 
Janesville,  Wisconsin  53547-0551, 
phone  608-755-3520.  1-3/96 

MADISON,  WISCONSIN  - UR- 
GENT CARE.  Dean  Medical  Center,  a 
350+  physician  multispecialty  group, 
is  seeking  a full  time  physician  to  as- 
sist in  staffing  our  two  urgent  care  cen- 
ters. Qualified  applicants  should  BE/ 
BC  in  Family  Practice,  Emergency 
Medicine  or  Internal  Medicine  with  ex- 
perience in  Pediatrics.  Dean  Medical 
Center  operates  two  Urgent  Care  Cen- 
ters 365  days  per  year,  from  7:00  a.m.  - 
10:00  p.m.  All  physicians  employed  at 
the  urgent  care  centers  are  paid  on  an 
hourly  basis,  and  full  time  physicians 
are  eligible  to  buy  into  the  corporation 
after  two  years  of  employment.  Excel- 
lent compensation  and  benefits.  Con- 
tact Scott  Lindblom,  Dean  Medical 
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Physicians  Exchange 

Continued 

Center,  1808  W.  Beltline  Highway, 
Madison,  Wisconsin,  53715-0328,  1- 
800-279-9966  or  (608)250-1550  or  FAX 
(608)250-1441.  ll-12/95;l-3/96 

EMERGENCY  MEDICINE:  WIS- 
CONSIN. Be  a partner  in  your  own 
democratic  partnership  in  family  ori- 
ented communities  close  to  Milwau- 
kee. Low  volume  ED's.  Medical  Direc- 
tor, Full-time  and  Part-time  positions 
available.  Call  414-332-6228  or  send  CV 
to  the  Emergency  Resources  Group, 
509  West  Montclaire  Avenue,  Milwau- 
kee, Wisconsin,  53217.  3-5/96 

NEW  OPENINGS  DAILY!  — FP,  IM, 

OB/GYN,  PED.  We  track  every  com- 
munity in  the  country,  including  over 
2000  rural  locations.  Opportunities  in: 
Appleton,  Green  Bay,  Kenosha,  Madi- 
son, Milwaukee,  Chicago,  Cincinnati, 
Indianapolis,  and  more.  Call  now  for 
details.  The  Curare  Group,  Inc. 
(800)880-2028.  TFN 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 350  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville,  Milton  and  Delavan, 
Wisconsin.  Janesville,  population 
55,000,  is  a safe,  beautiful,  family  ori- 
ented community  with  excellent 
schools  and  abundant  recreational  ac- 
tivities. Excellent  compensation  and 
benefits  are  provided  with  employ- 
ment leading  to  shareholder  status. 
Send  CV  to  Stan  Gruhn,  MD, 
Riverview  Clinic,  P.O.  Box  551, 
Janesville,  WI  53547,  or  call  (608)755- 
3500.  ll-12/95;l-10/96 


Miscellaneous 


BIRCHBARK  CANOE  BUILDING 
COURSE.  June  29-July  14  or  July  20- 
August  4, 1996,  Lake  Superior  (Wiscon- 
sin shore).  "Total  immersion  in 
birchbark  canoe  construction," 
Lorenzo  Carcereri,  MD  (Italy).  "Abso- 
lutely delightful,"  Lawrence  Manion, 
MD  (New  York).  Information:  David 
Gidmark,  Dept.  11,  Box  26,  Maniwaki, 
Quebec  J9E  3B3.  2-3/96 


Medical  Meetings  - Continuing 
Medical  Education 

May  17-18, 1996 

5th  Annual  Neurology  for 
Primary  Care  Providers 
Landmark  Inn  Resort  and 
Conference  Center 
Egg  Harbor,  WI 

Contact:  Marshfield  Clinic,  Office  of 
Medical  Education,  1000  North  Oak 
Avenue,  Marshfield,  WI  54449.  1-800- 
541-2895.  1-3/96 

IM  BOARD  REVIEW  COURSE  - Ex- 
cellent passing  record.  San  Diego  2-17 
to  2-21-96;  St.  Louis  4-10  to  4-14-96; 
Newark,  NJ  6-26  to  6-30-96;  Columbus, 
OH  7-31  to  8-4-96.  Call  voice  mail 
(614)631-2756  or  write  to  IMBRC,  5892 
Whitestone  Drive,  Columbus,  OH 
43228.  12/95;l-3/96 


For  Sale 

FOR  SALE:  Abbott  Model  1400  Hema- 
tology Analyzer(CBC  with  differential) 
due  to  clinic  closing.  Open  to  offers, 
please  call  414-782-9541  or  write  Roger 
W.  Beaumont,  DO,  15350  W.  National 
Ave.,  New  Berlin,  WI  53151.  3/96 
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STUTTERING 
Help  prevent  it! 

I 

1-800-992-9392  Mj 


For  Rent 


VXCXTION  IN  OUX 
JXMXICX  VlLLX. 
MXlD,  COOK,  POOL, 
BCXCH,  TIQXNQUILITY. 
SLtm  8.  608-231-1003. 


Commercial  Space 
for  Rent 

1850  Sq.  Ft.  of  prime  office/ 
professional  space  in  the 
Capitol  area.  Bank  type  se- 
curity vault  on  premises;  free 
parking.  Will  remodel  to  suit. 
Available  immediately. 

Hershleder  Building 
524  E.  Washington  Ave. 
Madison,  WI  53703 
(608)  257-2133 


THIS  LISTING  is  compiled  by  the 
State  Medical  Society  of  Wisconsin 
in  cooperation  with  others  who  wish 
to  maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  list- 
ing service.  There  is  a nominal  charge 
for  listing  of  Continuing  Medical 
Education  courses  at  the  following 
rates:  70  cents  per  word,  with  a mini- 
mum charge  of  $30.00  per  listing.  All 
listings  must  be  prepaid. 

BOXED  LISTINGS:  $40.00  per  col- 
umn inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the  dis- 
cretion of  the  editors. 

COPY  DEADLINE  for  listings  is  1st 
of  the  month  preceding  the  month 
of  publication:  eg,  copy  for  the  Au- 
gust issue  is  due  by  July  1.  Address 
communications  to:  Wisconsin  Medi- 
cal Journal,  Box  1109,  Madison,  WI 
53701;  or  phone  608-257-6781 ; or  toll- 
free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue 
of  each  month  of  the  Journal  of  the 
American  Medical  Association. 


Stuttering 
Foundation 
of  America 
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Who  Can  Solve 


Right  now,  in  some  school  districts,  third  graders 
are  learning  how  to  solve  this  equation. 

And  in  some  school  districts,  sixth  graders  are  learning. 
But  there  are  still  some  school  districts 
where  seniors  will  receive  a diploma, 
without  ever  having  to  face  the  question. 


Insist  on  higher  academic  standards  in  your  school  district. 
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What 

Antitrust  Relief.  Patient  Protection  Act  II.  Professional  Liability  Reform. 

Have  You 

Bylaws  as  Contracts.  Joint  Commission  Medical  Staff  Standards. 

Done  For  Me 

National  Coalition  of  Physicians  Against  Family  Violence. 

Lately? 

The  Organized  Medical  Staff  Section. 

A forum  to  help  you  take  control  of  your  future. 

The  American  Medical  Association 
Organized  Medical  Staff  Section 
(AMA  OMSS)  is  an  expansion  of 
the  Hospital  Medical  Staff  Section. 

It  embraces  the  growing  number 
of  physicians  in  managed  care. 

The  OMSS  offers  assistance,  repre- 
sentation, and  a strong,  unified  voice 
within  these  organized  settings. 

You  are  invited  to  participate. 

Any  medical  staff  of  a hospital, 
integrated  delivery  system,  or  health 
care  plan  may  designate  an  OMSS 
representative,  who  must  be  an  AMA 
member  with  active  medical  privileges. 


If  you  are  interested  in  attending  an 
upcoming  meeting  anchor  designating 
an  AMA  OMSS  representative  call 
800  AMA-3211  and  ask  for  the  AMA 
Department  of  Organized  Medical 
Staff  Services. 

We  cannot  begin  to  confront  the 
unique  challenges  facing  us  without 
you.  Call  800  AMA-3211  today. 

The  Voice  of  Grassroots  Physicians. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Excellent  Job,  Team. 


Th a n ks  ! 


The  PIC  Team  worked  and  worked  and  worked 
to  earn  the  prestigious  A.M.  Best  A-  Excellent  rating. 
And  now ? Back  to  work. 


Pick  PIC  for  top-grade  professional  liability  insurance. 

Along  with  the  endorsement  of  more  than  37%  of  the  state's 
physicians,  plus  hospitals  and  dentists,  PIC  Wisconsin 
has  earned  a prestigious  A-  Excellent  rating  from  A.M.  Best, 
the  national  watchdog  for  strength  in  the  insurance  industry. 
Maintaining  our  strong  financial  base,  reflected  by  Best’s 


rating,  is  paramount  to  protecting  the  interests  of  our  clients.  Our 
financial  strength  continues  providing  stable,  competitive  rates, 
perceptive  risk  management  and  tough  legal  aid.  All  that  you 
need  to  make  the  grade. 

(608)  831-8331  • (800)  279-8331 
Tomorrow's  Insurance  Solutions  Today. 


PIC 

WISCONSIN 


© 1996  PIC  Wisconsin 
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IVIanagec  Care 


We  Treat  Groups 

When  you’re  part  of  a large  insurance  group,  service  can  become 
pretty  impersonal.  You  can  lose  your  identity.  And  end  up  feeling 
like  part  of  the  herd. 

At  SMS  Insurance  Services,  we  treat  groups  and  their  members 
like  people.  As  individuals.  We  can  do  this  because  we  specialize 
in  serving  one  very  special  group  ...  the  7000-plus  State  Medical 
Society  physician-members,  their  families,  and  employees.  So  we 
can  focus  all  our  attention  on  you.  And  you  alone. 


. . .Like  People 

SMS  Insurance  Services  offers  one  of  the  most  comprehensive 
group  insurance  programs  around.  Group  coverage  includes 
programs  for  liability,  health,  life,  dental,  disability,  property, 
and  even  retirement.  For  your  practice,  clinic,  or  hospital.  At 
extremely  competitive  group  rates. 

With  SMS  Insurance  Services  you  get  all  the  benefits  of  group 
participation  . . . without  feeling  like  you’re  part  of  the  herd. 
For  more  information  about  SMS  Insurance  Services  group 
insurance  programs,  contact: 


INSURANCE  SERVICES,  INC. 


Wisconsin  based  - physician  owned  - committed  to  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  257-6781  • (800)  545-0631  • FAX  (608)  283-5402 


Wisconsin  Medical  Journal 

The  Wisconsin  Medical  Journal  (ISSN  0043-6542)  is  the  official  publication  of  the  State  Medical  Society  of  Wisconsin  and  is  devoted  to  the 
interests  of  the  medical  profession  and  health  care  in  Wisconsin.  The  managing  editor  and  editor  are  responsible  for  overseeing  the  produc- 
tion, business  operation  and  contents  of  the  journal.  The  editorial  board,  chaired  by  the  medical  editor,  solicits  and  screens  all  scientific, 
special  and  soundings  articles;  it  does  not  screen  socioeconomic  or  organizational  articles.  The  chair  provides  leadership  for  the  editorial 
associates  and  comments  on  both  editorials  and  letters  to  the  editor.  Although  letters  to  the  editor  are  reviewed  by  the  medical  editor,  all 
signed  expressions  of  opinion  belong  to  the  author(s)  for  which  neither  the  WMJ  nor  the  SMS  take  responsibility.  The  WMJ  is  indexed  in 
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Organized  Medical  Staff  Section 

Twenty  Seventh  Assembly  Meeting 
June  20-June  24, 1996 
Chicago  Marriott  Hotel 
Chicago,  IL 

With  a stronger  voice,  comes  greater  action 

Send  a medical  staff  representative  to  the  1996  Annual  American  Medical 
Association  Organized  Medical  Staff  Section  (AMA-OMSS)  Assembly  Meeting, 

June  20-24  in  Chicago  and  have  your  voice  heard.  This  meeting  serves  as  a forum 
for  discussing  issues  and  crafting  policies  that  impact  our  nation’s  health  care  as 
well  as  physician  practice.  Whether  they  be  individual  or  collective  interests 
centering  on  managed  care,  quality  improvement,  antitrust,  medical  ethics,  due 
process,  or  peer  review  the  OMSS  wants  your  views  and  participation  in  helping  to 
shape  the  future  of  medicine.  The  meeting  also  offers  opportunities  to  network 
with  colleagues  and  learn  about  new  products  and  services  from  exhibitors. 

Highlights  of  the  June  meeting  include  an  information  exchange,  which  builds  on 
the  December  1995,  program  theme,  “Creating  the  Future  and  Getting  There 
First.”  Physicians  will: 

• Gain  insight  into  the  “ nuts  and  bolts”  of  establishing  a viable,  autonomous 
organization,  and 

• Explore  various  ways  physicians  can  band  together  to  become  market  leaders. 

In  addition,  an  education  program,  “Keys  to  Influencing  Physician  Performance 
and  Developing  Successful  Clinical  Pathways,”  will  help  physicians: 

• Master  outcomes  measurement  and  management, 

• Differentiate  between  outcomes  measurements  and  clinical  pathways,  and 

• Understand  the  success  factors  for  developing  clinical  pathways. 

Plan  now  to  attend  this  stimulating  and  informative  meeting.  The  Thursday 
evening  Information  Exchange  and  OMSS  Educational  Program  on  Friday 
afternoon  are  sure  to  provide  information  useful  to  your  organized  medical  staff. 

“The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for 
physicians.” 

“The  AMA  designates  this  medical  education  activity  for  up  to  3 credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award.” 

For  more  information,  please  call  800  AMA-3211  and  ask  for  the  AMA’s 
Department  of  Organized  Medical  Staff  Services. 
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President's  page 

Who  is  managing  the  health  of  the  public? 

" Part  of  the  problem  today  is  that  we  have  a surplus 
of  simple  answers  and  a shortage  of  simple  problems." 
—Syracuse  Herald 


As  your  soon-to-be-past  presi- 
dent, I recently  participated 
in  a congress,  addressing  national 
public  health  issues.  It  was  at- 
tended by  medical  society  presi- 
dents, medical  school  deans,  sev- 
eral AMA  trustees,  leaders  in  pub- 
lic health,  representatives  from 
health  care  systems,  payers,  and 
the  past  Surgeon  General  C. 
Everett  Koop,  MD.  Discussions 
highlighted  current  problems  in 
public  health,  attempting  to  cata- 
lyze local  initiatives  to  address 
community  needs. 

As  a result  of  the  current  frenzy 
of  jockeying  for  position  in  the 
managed  care  era,  associated  with 
handing  reductions  in  governmen- 
tal programs,  many  communities 
have  experienced  a decay  or  dis- 
solution in  public  health  initiatives. 
A question  posed  to  those  in  atten- 
dance was:  Who  should  take  re- 
sponsibility for  public  health? 

The  consensus  was  all  of  us  bear 
some  responsibility  to  work  to- 
gether to  better  the  health  of  our 
communities,  since  together  we 
ultimately  pay  for  the  problems. 

Under  managed  care,  optimiz- 
ing the  health  of  a population  has 
direct  rewards  to  the  purchasers 
and  providers  of  health  care  alike, 
since  many  are  covered  by 


capitated  contracts.  Managed  care 
entities,  such  as  HMOs,  agree  to 
care  for  the  health  of  a defined 
population,  with  emphasis  in  their 
advertising  on  health  promotion 
and  prevention.  In  theory,  this  is 
great.  But  in  practice,  this  too  of- 
ten means  looking  only  at  the 
short-term  health  needs  of  their 
accountable  population,  usually 
defined  only  by  the  lives  covered 
in  a renewable  insurance  contract. 
This  view  is  shortsighted,  since 
each  American  is  dramatically  in- 
fluenced by  the  health  of  their  com- 
munity. People  often  migrate  in 
and  out  of  health  plans,  with  the 
same  problems  as  before,  unless 
causative  community  factors  are 
changed. 

Fortunately,  in  some  places  both 
purchasers  and  providers  of  cov- 
erage are  starting  to  realize  that 
community  partnerships  for  pub- 
lic health  can  benefit  everyone— if 
they  collectively  take  a long  view. 

This  potential  was  made  em- 
phatically clear  to  me  by  Dr  Tho- 
mas Bruce,  from  the  Kellogg  Foun- 
dation, who  presented  the  causes 
of  premature  death  in  the  US  for 
individuals  under  age  65.  Perhaps 
all  of  you  know  these  numbers,  but 
as  a radiation  oncologist  I usually 
think  more  of  tobacco,  early  sexual 


Marcia  J.  S.  Richards,  MD 


activity,  and  other  narrow  etiologic 
factors  in  the  diseases  I treat,  rather 
than  taking  the  broader  sociologic 
view  (see  box  p.  210). 

These  numbers  carry  a strong 
message.  To  achieve  major  im- 
provements in  the  health  status  of 
the  American  people,  we  need 
major  changes  beyond  health  care 
system  reform.  We  need  to  work  to 
change  the  behavior  of  our  society. 
And  no  one  can  do  that  alone.  To 
Continued  on  next  page 
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Continued  from  previous  page 
be  most  effective,  we  need  to  work 
in  collaboration  with  the  commu- 
nity and  other  concerned  parties. 

To  achieve  our  goals  efficiently, 
we  will  need  to  know  what  com- 
munities want,  and  what  ap- 
proaches actually  work.  Outcome 
measurements  of  public  health 
programs  will  need  to  be  done,  so 
effective  strategies  can  be  tried  in 
other  similar  communities,  and 
ineffective  interventions  aban- 
doned. Health  care  workers,  in- 
cluding physicians,  will  need  to  be 
educated  to  look  beyond  their 
clinic  or  hospital  walls,  and  new 
research  partners  will  be  needed  to 
study  community  interventions  for 
improved  health.  The  future  has 
many  challenges  that  medicine 


needs  to  work  collectively  with 
others  to  solve. 

Looking  forward 

And  now  on  to  my  future.  Back  to 
my  patients  and  partners,  who 
have  been  tolerant  of  my  planned 
and  unplanned  absences:  thanks. 

And  thanks  also  to  you,  the 
members  of  the  SMS,  who  have 
provided  me  with  a year  that  has 
been  rewarding,  challenging,  and 
at  times,  character  building.  I have 
appreciated  your  involvement,  in- 
put, and  support.  I know  that  we 
did  not--and  will  not--always 
agree,  which  I believe  is  healthy. 
But  hopefully  we  can  all  remem- 
ber at  times  of  debate  and  disagree- 
ment, that  we  are  physicians  first, 
sharing  common  core  values  and 
concerns. 


Causes  of  premature  death 

in  Americans  <65  years 

Sociobehavioral  causes 

51% 

Genetic/metabolic  causes 

20% 

Environmental  causes 

19% 

Access  to  health  care 

10% 

My  final  wish  for  medicine,  in 
my  role  as  president,  is  that  in  this 
time  of  challenge  and  rapid  change 
that  we  can  be  strengthened  by  our 
diversity,  rather  than  divided  by 
our  differences. 

Let's  not  circle  the  wagons  and 
shoot  inward. 

And  so,  adieu.. .❖ 


Correction 

In  the  March  issue,  a misprint 
was  discovered  in  Dr  Albert 
Fisher's  letter  to  the  editor.  The 
WMJ  staff  deeply  regrets  this  error 
and  apologizes  to  Dr  Fisher.  The 
last  paragraph  of  his  letter  should 
have  read  (correction  in  italics): 
"Physicians  have  no  more  re- 
sponsibility than  any  other  profes- 
sion to  buy  insurance.  Instead  of 
legislation  so  favorable  to  the  trail 
attorneys  that  one  might  conclude 
they  had  introduced  it,  we  should 
be  advancing  legislation  that  will 
protect  physicians.  Some  states 
have  adopted  a cap  on  total 
payouts  and  some  have  asset  pro- 
tection. We  need  to  restore  a free 
market  for  insurance  in  order  to 
obtain  the  best  prices.  We  need  to 
preserve  the  freedom  to  practice 
medicine,  unrestrained  by  exces- 
sive regulation  and  financial 
burdens.  "❖ 
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■ Marshfield 


MARSHFIELD  CLINIC, 

a 450-physician  multi- 
specialty health  care 
system  has  opportunities 
available  for  BC/BE 
Family  Practitioners 
These  positions  for 
inpatient  and  outpatient  or 

out-patient  only  practices  are  located  at  the  following 
Wisconsin  sites  in  Marshfield  Clinic’s  system. 

• Ladysmith  • Marshfield  • Mosinee 

* Park  Falls  • Phillips  • Stanley 

I f enjoying  a safe  quality  of  lifestyle,  a financially  stable 
health  care  entity  and  a generous  compensation  package 
appeals  to  you;  send  your  curriculum  vitae  and  references  to : 


MARSHFIELD  CLINIC 


Cindy  M.  Schuster,  Physician  Recruitment  Manager 
1000  North  Oak  Avenue,  Marshfield,  Wl  54449-5777 

<S‘  1 800  782  8581,  ext.  9-3725  Fax:715-387-5240 

Internet:  schustec@mfldclin.edu 

EOE/M/F/H/V 
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EVP  report:  The  view  from  here 
Campaign  reflections 


For  a guy  who  grew  up  where 
March  weather  is  more  suit- 
able for  oyster  roasts  on  the  beach 
than  ice  fishing,  I will  remember 
the  formidable  winter  of  1995-96 
for  quite  some  time.  The  icy  still- 
ness of  the  cold,  grey  days  encour- 
aged moments  of  quiet  reflection. 
And  poised,  as  we  are,  in  the  midst 
of  the  current  presidential  primary 
season,  it  seems  especially  timely 
to  engage  in  some  honest  reflec- 
tion. 

Like  Ross  Perot  before  him, 
Steve  Forbes  has  worked  hard  to 
bring  grassroots  attention  to  his 
name  and  his  campaign.  Anyone, 
however,  who  has  ever  seriously 
participated  in  partisan  politics 
will  never  accept  a Steve  Forbes. 
Politicos  feel  that  Forbes  is  an  out- 
sider; someone  who  has  not  paid 
his  dues;  and  a rich  man  who  is  just 
buying  his  way  into  the  game. 

While  that  may  be  true,  it's  im- 
portant to  note  that  Forbes  did  try 
to  bring  some  new  ideas  to  the 
table.  Specifically,  his  ideas  about 
a flat  17%  income  tax  and  a modi- 
fied Social  Security  system  that  al- 
lows individuals  to  control  how 
some  of  their  retirement  funds  are 
invested,  are  both  truly  new  con- 
cepts for  public  debate. 

Whether  you  like  Forbes  or  ei- 
ther of  his  two  major  ideas  really 
doesn't  matter.  Yet,  the  public  dis- 
satisfaction with  the  current  in- 
come tax,  along  with  generation  X 
and  the  baby  boomers'  lack  of  faith 
in  the  Social  Security  system,  does 


endanger  the  trust  of  the  people  in 
the  entire  federal  government. 
Those  reasons  alone  are  enough  for 
the  two  ideas  to  deserve  serious 
debate  by  the  candidates.  After  all, 
the  presidential  contest  sets  the 
debate  this  fall  for  the  435  congres- 
sional elections  and  35  senate  con- 
tests. 

Unfortunately,  instead  of  engag- 
ing in  meaningful  debate,  the  other 
candidates  immediately  trashed 
Forbes'  concepts  with  15-second 
sound  bites  that  played  to  the  un- 
educated public's  fears.  From 
Lamar  Alexander's  characteriza- 
tion of  the  tax  plan  as  "voodoo  eco- 
nomics" to  Bob  Dole's  promise  to 
"save  your  Social  Security  as  we 
know  it,"  true  debate  on  these  two 
issues  simply  never  happened. 
Each  of  us  is  poorer  for  that  turn 
of  events.  Pat  Buchanan,  Alan 
Keyes  and  Dick  Lugar  are  bright 
people  who  could  have  started  a 
meaningful  dialog  on  two  key  na- 
tional problems.  That  debate  could 
have  carried  over  to  the  fall  presi- 
dential, senate  and  congressional 
elections  and  ultimately  been  de- 
cided by  Congress.  All  of  these  op- 
portunities were  missed. 

It  is  also  amazing  that  after  3 
years  of  political  posturing  over 
the  direction  of  the  nation's  health 
care  system,  the  issue  has  yet  to 
come  to  the  forefront  of  the  cam- 
paign! The  public  needs  to  work 
on  its  attention  span. 

If  America  is  to  remain  the  great 
nation  that  it  was  for  its  first  220 


Thomas  L.  Adams,  CAE 


years,  we  must  find  a way  to  en- 
gage ourselves  in  debate  that 
moves  beyond  the  sound  bite. 
When  we  discuss  issues  that  affect 
230,000,000  people,  a simple,  easy 
answer  to  any  question  is  unlikely. 
We,  as  a people,  will  have  to  learn 
to  stay  engaged  in  issues  until  they 
are  resolved. 

My  hope  is  that  President 
Clinton  and  Senator  Dole  will  set 
the  tone  for  a more  intellectual  dis- 
cussion of  ideas  and  that  television 
and  the  print  media  will  find  a bet- 
ter way  to  cover  those  conversa- 
tions than  the  easy  sound  bite  way. 

Maybe  the  advent  of  spring 
weather  will  bring  a rebirth  to  the 
debate.  We  can  hope.  All  things  are 
possible.*:* 
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professional  Protection  Exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 


Focus  on  psychiatry 


Feature 

Psychiatry  struggles  to  find  managed 


Howard  Bell,  special  to  WMJ 

Appleton  psychiatrist  Dr  Jean 
Seay  admits  a suicidal 
woman  who's  9 weeks  pregnant 
and  regularly  abused  by  her  hus- 
band. Less  than  12  hours  later,  an 
LPN  at  the  woman's  HMO  orders 
Dr  Seay  to  discharge  the  patient  be- 
cause she's  not  medicating  her. 

"I  wasn't  about  to  medicate  her 
and  risk  damaging  the  fetus,"  she 
recalls.  The  woman  threatens  to 
kill  herself  three  times  in  3 hours. 
Dr  Seay  feels  her  patient  should  re- 
main hospitalized  for  36  hours  and 
believes  it  imperative  to  resolve  se- 
rious domestic  problems  before  it 
is  safe  for  her  patient  to  return 
home.  The  woman  is  released. 

"I've  not  seen  her  obit,"  Dr  Seay 
says.  "So  I assume  she's  still 
alive." 

Seay's  anecdote  typifies 
psychiatry's  widespread  dissatis- 
faction with  managed  care.  Man- 
aged care  includes  all  non-fee-for- 
service  arrangements:  discounts, 
salaries,  capitation  and  gatekeeper 
referral  systems. 

Wisconsin  psychiatrists,  like 
their  colleagues  nationwide,  are 
split  down  the  middle  about  man- 
aged care's  effect  on  psychiatry. 
The  American  Psychiatric  Associa- 
tion has  an  800  number  to  field 
complaints.  APA's  recent  presi- 


Howard  Bell  is  a freelance  writer  in 
Onalaska. 


dential  elections  pitted  a pro-man- 
aged care  candidate  against  Presi- 
dent-elect Harold  Eist,  MD,  who 
won  by  a narrow  margin  on  a po- 
dium-thumping  anti-managed 
care  platform.  He  believes  psy- 
chiatrists should  reject  it  all  to- 
gether. 

Indictments  against  psychiatric 
managed  care  share  a common 
theme:  The  psychiatrist's  role  is 
greatly  diminished.  Managed  care 
organizations  (MCOs)  limit  inpa- 
tient coverage  too  severely,  he  says. 
They  emphasize  drugs  over 
therapy.  They  strip  psychiatrists  of 
their  treatment  autonomy  and  di- 
minish their  decision-making  au- 
thority. Some  say  managed  care 
will  eventually  render  psychia- 
trists as  obsolete  as  elevator  opera- 
tors. 

Jury  still  out 

Whether  psychiatric  managed  care 
is  good  or  bad  is  a matter  of  opin- 
ion. No  objective  research  sup- 
ports either  side.  Opinions  vary 
depending  upon  a psychiatrist's 
perspective,  practice  expectations 
and  place  in  the  system,  i.e.,  sala- 
ried MCO  employee  or  indepen- 
dent contractor,  group  or  solo. 
Perhaps  most  of  all,  opinions  de- 
pend on  which  MCO  you're  talk- 
ing about,  because  once  you've 
seen  one  MCO,  you've  seen  one 
MCO. 


care  fit 


Take  Dr  Jeffrey  Holmgren,  for 
example,  an  outspoken  opponent 
of  managed  care.  Even  he  says  he's 
reasonably  satisfied  with  CNR 
Health,  Inc.,  a large  multi-state 
MCO  headquartered  in  Milwau- 
kee. "I  find  their  reimbursements 
reasonable,"  he  says.  He  says  they 
promptly  send  requests  for  treat- 
ment plans  and  require  less  paper- 
work once  the  treatment  plan  is 
filed.  Once  approved,  CNR  allows 
the  treatment  plan  without 
progress  checks  half  way  through. 
"They  force  you  to  define  severity," 
he  says,  "which  forces  you  to  think. 
That  increases  efficiency." 

"Some  MCOs  are  very  satisfac- 
tory because  the  psychiatrist  has 
lots  of  input,"  says  Dr  Lucille 
Glicklich,  a child  psychiatrist  with 
UW-Milwaukee's  Sinai  Samaritan 
Clinic  and  president  of  Wisconsin's 
Psychiatric  Association.  "Others 
make  us  feel  abused  and  used. 
Some  won't  even  pay  for  therapy, 
just  medication  management." 

She  observes  one  universal  trait 
among  MCOs:  Psychiatrists  must 
continually  justify  themselves.  "To 
keep  someone  an  inpatient,"  she 
says.  "You  have  to  call  them  every 
day  to  justify  it."  Glicklich  said 
physician-run  MCOs  with  acces- 
sible physician  managers  are  more 
responsive  to  the  patient's  needs 
and  the  psychiatrist's  recom- 
Continued  on  next  page 
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mended  treatment  plan. 

Managed  care  may  not  be  per- 
fect, but  it's  largely  succeeded  in 
controlling  costs  while  maintaining 
quality  of  care,  according  to  Dr 
Barry  Blackwell,  professor  of  psy- 
chiatry at  UW-Milwaukee's  School 
of  Medicine  and  medical  director 
of  CNR  Health,  Inc.  "Employers 
and  payors  are  happy  with  man- 
aged care,"  he  says.  "Last  year,  for 
the  first  time,  health  care  cost  in- 
creases did  not  exceed  the  cost  of 
living." 

Blackwell  said  managed  psychi- 
atric care  improves  quality  by  en- 
couraging new  types  of  care,  such 
as  partial  hospitalization  and  home 
psychiatric  services.  It  makes  pa- 
tient care  more  efficient  by  using 
case  managers  and  sophisticated 
computer-based  data  systems  to 
ensure  continuity,  prevent  frag- 
mentation and  avoid  lack  of  com- 
munication among  behavioral 
health  professionals  providing  the 
care. 

Having  said  that,  Blackwell 
sympathizes  with  psychiatry's 
plight.  "It's  important  to  appreci- 
ate how  difficult  it  is  for  psychia- 
try to  fit  into  a managed  care  sys- 
tem," he  said.  "Psychiatry  is  an 
imprecise  field  of  medicine  that, 
until  lately,  was  completely  un- 
regulated— no  standards  for  care 
and  no  treatment  criteria.  Treat- 
ment end  points  were  vague;  out- 
comes measurement  lacking." 

Because  of  this  square-peg-in-a- 
round-hole  syndrome.  Medicare 
excluded  psychiatry  from  the  DRG 
reimbursement  system.  Mental 
health  care  costs  grew  much  faster 
than  medical  costs  in  general. 
Meanwhile,  psychiatric  hospital 
beds  were  deregulated,  which  en- 
couraged proliferation  of  for-profit 
psychiatric  hospitals.  Abuses  and 
excesses  by  some  were  widely  pub- 
licized in  media  investigative  re- 
ports. 

Then  along  comes  managed 
care,  first  in  the  form  of  behavioral 


medicine  "carve  outs,"  psychiat- 
ric clinics  like  United  Behavioral 
Systems,  which  contract  with  third 
party  payors  on  a capitated  basis. 
"Psychiatrists  found  we  could  con- 
trol mental  health  costs,"  says 
Blackwell.  "To  do  so  requires  that 
we  practice  stringent  case  manage- 
ment and  precisely  state  treatment 
goals  and  duration,  none  of  which 
psychiatrists  are  used  to.  Managed 
care  is  the  second  opinion  nobody 
wanted.  It  forces  us  to  shape  up. 
It  holds  us  accountable,  which  en- 
courages us  from  being  slipshod." 

Not  so,  says  Dr  Jeffrey 
Holmgren,  who  believes  managed 
care  pushes  psychiatrists  out  of  the 
picture,  creates  inefficiencies  and 
hurts  quality. 

"There  is  nothing  efficient  about 
a psychiatrist  changing  a diagno- 
sis in  order  to  keep  a patient  in  the 
hospital,"  he  says.  Holmgren  prac- 
tices at  Northern  Pines  Commu- 
nity Programs  in  Cumberland  and 
Northwoods  Guidance  Center  in 
Rhinelander,  both  multi-county 
mental  health  centers.  He  is  presi- 
dent of  the  Wisconsin  Psychiatric 
Association's  Northern  Chapter. 

Holmgren  says  he  resents  the 
"invisible  third  person"  always 
present  in  the  exam  room.  "We 
used  to  consider  only  what  was 
best  for  the  patient.  Now  we  also 
consider  what  the  payor  wants. 
The  doctor  prescribes  what  the 
payor  is  willing  to  reimburse, 
rather  than  what  the  patient 
needs." 

Managed  care,  Holmgren  says, 
forces  psychiatrists  to  practice  di- 
agnosis inflation."  "For  example, 
10  years  ago,  an  upset  teenager  ad- 
mitted to  the  hospital  would  be  di- 
agnosed with  'adjustment  disor- 
der,'" he  says.  "Now,  he's  diag- 
nosed with  a major  psychological 
disorder  to  justify  a longer  length 
of  stay."  Diagnosis  inflation  is 
common — done  to  protect  the  pa- 
tient and  the  psychiatrist,  he  says. 
"You  won't  find  many  who'll  ad- 
mit this,  but  it's  happening." 


Triage  & Authorization 

MCOs  have  non-PhD  psycholo- 
gists, nurses  and  social  workers 
make  crucial  up-front  decisions 
about  a patient's  treatment  accord- 
ing to  Holmgren. 

"That's  a poor  choice,"  he  says. 
"Like  trauma,  the  most  experi- 
enced person  should  see  the  pa- 
tient first." 

Holmgren  says  it's  wrong  for 
MCOs  to  consider  masters-pre- 
pared  psychologists  and  social 
workers  the  equivalent  of  a doctor 
or  PhD  psychologist.  "They  are 
not  trained  to  diagnose  and  treat 
mental  disease  and  they  are  not 
equipped  to  triage,"  he  says.  That 
goes  for  family  practice  triage,  too. 
"They  are  equipped  to  triage  non- 
emergency medical  problems — 
that's  it." 

Holmgren  says  he's  seen  many 
triaged  cases  where  treatment  was 
delayed  and  often  inappropriate. 

Dr  Seay  agrees.  Here's  a typical 
scenario  she's  seen:  A child  with 
learning  and  behavior  problems  is 
referred  to  a social  worker-psy- 
chologist who  initiates  a behavior 
modification  treatment  plan.  A 
year  later,  no  improvement.  The 
child  is  referred  to  a psychiatrist 
who  diagnoses  Attention  Deficit 
Disorder  and  prescribes  medica- 
tion. The  child  shows  immediate 
improvement.  "We  wasted  a year 
of  that  child's  life  and  a lot  of  ex- 
pensive resources,"  she  says.  "Psy- 
chologists do  a good  job  if  the  di- 
agnosis is  accurate  and  the  plan  of 
care  is  appropriate." 

Blackwell  acknowledges  psy- 
chiatrists have  a valid  concern 
about  not  seeing  the  patient  with- 
out an  MCO  referral.  But,  he  adds, 
"Managed  care  may  be  guilty  of 
staffing  with  under  qualified  per- 
sonnel in  the  past,  but  the  level  of 
training  among  those  doing  triage 
is  steadily  improving."  He  adds 
that  only  30%  of  mental  health  calls 
to  MCOs  are  clinical  and  require 
triage.  Consider,  too,  says 
Blackwell,  businesses  and  other 
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managed  care  accrediting  agencies 
usually  call  the  authorization 
shots.  "CNR  is  working  with  a cli- 
ent now,"  he  says,  "who  wants  a 
masters-prepared  person  to  an- 
swer the  phone  and  triage." 

Seay  says  she's  encountered 
many  informed,  empathetic  autho- 
rization screeners,  especially  in 
adult  cases.  She  has  more  trouble 
with  child-adolescent  authoriza- 
tion. Regardless,  Seay  usually 
finds  herself  in  a guessing  game 
over  the  MCO's  criteria  for  various 
protocols. 

"They'll  ask  us  to  review  a case," 
she  says,  "then  they'll  ask  a few 
scattered  questions.  But  they're  so 
vague,  we  don't  know  what  to  give 
them.  They  don't  share  their  crite- 
ria. If  they  did,  we'd  be  more  effi- 
cient, but  I suspect  they  fear  we 
would  learn  to  push  the  right  but- 
tons." 

Seay,  Glicklich  and  Holmgren 
agreed  some  MCOs  are  inconsis- 
tent in  what  criteria  they  use  to 
make  treatment  decisions.  The 
person  doing  the  authorizing 
changes,  too. 

"Sometimes  it's  a nurse,"  says 
Seay.  "Other  times  it's  a secretary 
or  physician.  I just  got  off  the 
phone  with  an  LPN  who  told  me 
my  patient  did  not  qualify  for  in- 
patient treatment."  Seay  says  un- 
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der  managed  care,  her  paper  work 
has  tripled  and  her  phone  time  has 
doubled.  "You  spend  2 hours  on 
red  tape  and  telephone  calls  for  a 
half  hour  of  seeing  the  patient." 

Seay  and  Holmgren  agreed 
managed  care  sometimes  disrupts 
the  doctor-patient  relationship. 
Though  not  inherently  a managed 
care  flaw,  patients  suffer  when 
employers  frequently  change 
MCOs  to  get  what  they  consider 
the  best  deal.  "Continuity  of  care 
is  disrupted,"  says  Seay,  "when 
every  year  or  so  a patient  with 
long-term  problems  has  to  change 
psychiatrists." 

Controls  of  treatment 

Psychiatrists  say  managed  care  re- 
moves them  from  final  treatment 
decisions.  Says  Glicklich,  "We  of- 
ten have  no  control  over  treatment, 
length  of  stay,  treatment  frequency 
or  whether  the  patient  is  hospital- 
ized." Some  MCOs  dictate  the  psy- 
chiatrist can  only  prescribe 
Prozac™,  for  example,  instead  of 
Zoloft™. 

Under  managed  care,  psychia- 
trists do  less  therapy  for  shorter 
periods  of  time.  Psychotherapy,  if 
offered  at  all,  is  often  done  by  MCO 
staff.  Some  HMOs  stipulate  "all 
psychotherapy  will  be  done  in  our 
office."  That's  their  prerogative. 


says  Seay,  but  often  she's  never  told 
who's  doing  the  therapy.  "Some- 
times, I never  get  a follow-up  re- 
port." 

Managed  care  has  redefined  the 
psychiatrist's  role,  according  to 
Holmgren.  "They've  put  us  on  the 
margins  as  medication  dispens- 
ers," he  says,  "instead  of  at  the 
center  of  treatment  decision  and 
management — or  they  exclude  us 
altogether." 

Dr  David  Geske  is  not  bothered 
by  this  shift.  A solo  practitioner 
and  chief  of  psychiatry  at 
Franciscan  Skemp  Healthcare  in  La 
Crosse,  he  says  his  practice  style 
has  always  been  like  that  of 
HMOs — oriented  to  crisis  inter- 
vention and  medication. 

"The  majority  of  my  patients  re- 
ceive good  care  under  managed 
care,"  he  says,  "though  some 
[MCOs]  are  overly  restrictive  in 
what  they  define  as  medically  nec- 
essary." 

Geske  feels  adolescents  and 
adult  chemical  dependency  pa- 
tients usually  receive  good  care, 
but  sometimes  are  hurt  by  shorter 
lengths  of  stay.  "There  is  no  proof 
what  they're  [MCOs]  doing  is  im- 
proper," he  says,  "but  I've  ob- 
served patients  recover  more  suc- 
cessfully when  placed  in  a secure. 
Continued  on  next  page 
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supportive  environment  and  given 
adequate  time-out  from  life's  stres- 
sors." 

Holmgren  questions  managed 
psychiatric  care's  savings  to  soci- 
ety and  employers.  "Shorter 
lengths  of  stay  increase  repeat  ad- 
missions, which  greatly  increases 
cost,"  he  says,  adding  that  two- 
thirds  of  the  cost  of  drug  and  alco- 
hol problems  are  not  treatment 
costs,  but  lost  work  and  disability. 
"Inappropriate  and  ineffective 
treatment  increases  that  cost,"  he 
says,  "and  is  not  reflected  in  MCO 
cost-containment  studies." 

Do  masters-prepared  psycholo- 
gists and  social  workers  provide 
good  psychotherapy?  Blackwell 
says  yes  and  goes  so  far  as  to  say 
this  has  improved  psychiatric  care. 
Geske  says  he's  always  referred  the 
bulk  of  his  therapy  to  masters-pre- 
pared professionals,  even  patients 
who  have  fee-for-service  indem- 
nity coverage. 

Holmgren  says  no.  "You  don't 
give  more  responsibility  for  the 
patient  to  professionals  with  less 
training,"  he  says.  Seay  says  it  var- 
ies. 

"Psychologists  are  perfectly  ca- 
pable of  providing  excellent 
therapy,"  she  says,  "but  I have  seen 
horrible  mistakes  made  because  an 
unqualified  person  assigned  to  the 
case  misdiagnosed  or  didn't  recog- 
nize the  need  for  medication." 

Blackwell  says  psychotherapy  is 
equally  effective  when  provided 
by  a masters-prepared  profes- 
sional. He  says  there  are  studies 
which  show  it  doesn't  matter  who 
provides  the  therapy.  "Even 
Freud,"  he  says,  "never  said  you 
needed  a medical  degree  to  do 
therapy."  The  50-minute  hour,  ac- 
cording to  Blackwell,  "is  an  Ameri- 
can invention,"  arbitrary  and  un- 
proven in  its  efficacy. 

Holmgren  disputes  the  asser- 
tion it  costs  less  to  have  a masters- 
prepared  professional  manage  the 
patient's  care.  He  says  psycholo- 
gists and  social  workers  frequently 


charge  more  than  $100  per  hour 
and  cites  a survey  showing  mas- 
ters-prepared psychologists  in  the 
Duluth/Superior  area  charge  an 
average  $120/hr.  Holmgren 
charges  $125. 

Regardless  of  how  significant 
purported  cost  savings  might  be  in 
using  non-MDs,  Holmgren  offers 
a more  cynical  reason  for  the  shift 
away  from  psychiatry-  "I  believe 
managed  care  gives  more  respon- 
sibility to  people  with  less  training 
because  it's  easier  to  tell  them  what 
to  do.  Managed  care  is  about  con- 
trol. It's  harder  to  control  an  MD." 

Holmgren  says  some  MCOs  use 
family  practitioners  to  manage 
psychiatric  cases,  not  because  they 
cost  less  than  psychiatrists,  but  be- 
cause they  are  better  team  players. 

"Family  practitioners  as  a 
group,"  says  Holmgren,  "have 
more  cooperatively  adopted  man- 
aged care  treatment  guidelines."  In 
addition,  Holmgren  says  "they  sta- 
tisticallv  underdiagnose  mental  ill- 
ness, which  appears  to  lower  cost 
through  non-treatment — not 
through  negligence,  but  lack  of 
adequate  training." 

Psychiatrists  are  understand- 
ably frustrated,  according  to 
Blackwell.  "Managed  care  has 
stopped  them  from  doing  what 
they  like  to  do  best  [psycho- 
therapy] and  is  pushing  them  to- 
ward medication  management. 
They're  upset  over  the  loss  of  con- 
trol. They  are  now  told  how  to 
practice." 

Too  many  cooks? 

Managed  care  relies  on  team  treat- 
ment. Patients  may  be  seen  by  a 
practical  nurse,  psychiatric  nurse, 
psychologist,  social  worker  and 
psychiatrist.  Diagnoses,  the  MCO 
reasoning  goes,  are  more  efficiently 
and  effectively  treated  when  ap- 
proached from  many  professional 
perspectives. 

Holmgren  on  the  other  hand 
says  team  treatment  is  a case  of  too 
many  cooks.  It  dilutes  treatment 
in  a pool  of  mental  health  profes- 


sionals. The  result,  treatment  and 
diagnoses  are  often  delayed  and  in- 
appropriate, which  contradicts 
managed  care's  efficiency  objec- 
tive. 

"The  patient's  care  should  be 
managed  by  one  person — the  psy- 
chiatrist," Holmgren  says.  "Only 
psychiatrists  are  versed  in  all  as- 
pects of  mental  health  care,  so  care 
suffers  when  therapy  is  separated 
from  medication  management.  If 
you  believe  the  most  highly  trained 
person  will  provide  the  best  care, 
then  managed  care  is  less  efficient 
for  the  patient." 

According  to  Blackwell,  if  treat- 
ment is  fragmented  and  commu- 
nication lacking,  it's  not  reflection 
on  managed  care,  but  a reflection 
on  the  group  practice  providing 
care. 

"I  can  look  at  my  computer  and 
see  everything  that's  been  done  for 
any  patient.  Some  psychiatrists 
may  not  even  be  aware  of  our  in- 
formation management  capabili- 
ties." As  for  separating  therapy 
from  medication  management — 
not  a problem,  according  to 
Blackwell.  "Nowadays,"  he  says, 
"most  of  us  have  heard  the  news 
and  know  how  to  do  it." 

Dividing  up  treatment  among 
many  mental  health  players  is  not 
bad  for  the  patient,  according  to 
Seay,  as  long  as  it  is  coordinated 
and  supervised.  "If  you  have  one 
really  good,  reasonable  person  run- 
ning the  show,"  she  says,  "it's 
great." 

Low  reimbursement 

Psychiatric  reimbursement  under 
managed  care  is  a mixed  bag.  A 
significant  number  of  MCOs,  ac- 
cording to  Seay,  reimburse  at  rates 
lower  than  Medical  Assistance, 
which  pays  half  or  slightly  more. 
Other  MCOs  reimburse  100%,  but 
only  after  rates  are  negotiated 
down  considerably  up  front.  "It 
just  depends  on  what  kind  of  con- 
tract you  draw,"  she  says. 

The  slice  of  reimbursement  pie 
is  thinning  for  psychiatry  and  the 
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entire  behavioral  health  field,  ac- 
cording to  Holmgren.  "Reimburse- 
ment for  mental,  emotional  and 
addictive  problems  has  always 
been  substandard,"  he  says.  "Psy- 
chiatry has  long  been  the  black 
sheep  of  the  medical  family.  As  a 
culture,  we  are  not  ashamed  to  ad- 
vocate for  the  physically  ill.  AIDS 
is  an  example.  But  mental  illness 
is  not  a 'real'  illness." 

Coping  in  different  ways 

So  how  are  psychiatrists  coping? 
They're  not,  according  to 
Holmgren.  "Psychiatrists  are  frus- 
trated, angry  and  resentful,"  he 
says. 

Many  are  joining  larger  groups 
or  multi-speciality  groups,  which 
dilute  their  risk  in  a larger  pool. 
Others  have  become  MCO  salaried 
employees.  Some  are  part  of  net- 
works of  independent  behavioral 
health  providers  who  contract  with 
MCOs.  In  this  case,  they  can  still 
practice  independently  but  have 


access  to  a large  health  care 
organization's  resources. 

"None  of  these  options  is  cop- 
ing," says  Holmgren.  "It's  giving 
in  to  the  problem.  Psychiatrists  are 
not  fighters.  When  faced  with  a 
large  entity  telling  them  what  to 
do,  they  do  it." 

Medical  schools  cope  by  empha- 
sizing medical  management  skills. 
Perception  of  need  for  psychiatrists 
has  reversed  in  just  a few  years, 
from  a shortage  in  the  late  eighties 
to  a surplus  today,  even  though  the 
number  of  MDs  going  into  psy- 
chiatry is  unchanged.  "Managed 
care  is  responsible  for  that  percep- 
tion reversal,"  says  Holmgren. 

Blackwell  advises  psychiatrists 
to  participate  in  managed  care  "co- 
operatively and  cheerfully." 

"Be  flexible,"  he  says.  "Accept 
the  change  occurring  in  health  care 
and  become  comfortable  with  be- 
ing medical  managers.  Stop  dis- 
paraging med  checks  as  if  they 


were  a bad  thing.  Those  who  only 
want  to  see  patients  for  50  minutes 
and  bill  for  psychotherapy  have  to 
change  their  ways  or  they'll  be  as 
dead  as  the  Dodo." 

Rationing  health  care 

Psychiatric  managed  care,  accord- 
ing to  Blackwell,  is  no  different 
than  managed  care  for  other  spe- 
cialities. 

"It's  really  about  rationing 
health  care,"  he  says.  "It's  about 
accepting  that  behavioral  health 
care  resources  are  finite."  Man- 
aged care  is  determining  the  best 
way  to  allocate  resources  and  serve 
the  payors,  who  will  go  elsewhere 
if  they  don't  get  what  they  want. 

Some  MCOs  are  better  than  oth- 
ers. All  still  have  room  to  improve 
care  outcomes,  but  managed  psy- 
chiatric care  is  here  to  stay.  It's  now 
a matter  of  deciding  which  of  its 
many  and  rapidly  changing  guises 
best  serve  the  patient. ❖ 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


612-854-8489 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE.’ 
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Advocates,  HMOs  evaluate 
psychiatric  services  under  managed  care 


Genie  Campbell,  special  to  WMJ 

Ask  the  average  Wisconsin 
employee  who  seldom 
misses  a day  of  work,  what  are  the 
monetary  caps  on  psychiatric  ser- 
vices of  his  or  her  managed  care 
health  plan  and  chances  are  the 
worker  won't  know. 

That's  because,  despite  an  in- 
creasing public  awareness  of 
symptoms  for  depression,  a men- 
tally healthy  adult  never  thinks  of 
needing  intensive,  long-term  psy- 
chiatric sendees.  For  the  vast  ma- 
jority of  people,  cancer  and  heart 
disease  constitute  much  bigger 
fears. 

Yet,  as  health  maintenance  orga- 
nizations (HMOs)  continue  to  at- 
tract more  subscribers  as  a means 
of  holding  down  health-care  costs, 
mental-health  providers  are 
sounding  a warning  alarm.  Under 
proper  management,  HMOs  have 
the  capability  of  offering  more  ef- 
ficient and  better  quality  psychiat- 
ric services  to  a larger  audience.  On 
the  flip  side,  a cookie-cutter  ap- 
proach with  monetary  caps  can 
limit  the  kind  and  amount  of  psy- 
chiatric treatment  sometimes 
needed. 

Clearly,  it  is  not  a black  and 
white  issue  and  opinions  as  to  just 
how  effective  HMOs  can  and 
should  be  vary  widely,  even  within 
a state  like  Wisconsin  that  has  an 
excellent  reputation  for  delivering 
high  quality  health  care. 

“Managed  care  is  a big  con- 
cern," said  Dr  Peter  Clagnaz,  chair 
of  the  psychiatric  department  of 
Dean  Medical  Center.  Dr  Clagnaz 
is  a keynote  speaker  later  this 
month  at  a conference  addressing 
“Total  Quality  Management"  in 
mental  health  care. 

Cost:  quality  ratios 

“There  are  dangers  as  well  as  op- 


portunities. A big  advantage,  be- 
cause of  increased  efficiency,  is  be- 
ing able  to  provide  quality  service 
to  more  people  at  less  cost,"  said 
Clagnaz,  who  began  working  for 
Dean  in  1983,  a year  after  the  clinic 
founded  its  own  HMO,  DeanCare. 
"The  down  side  of  managed  care 
is  that  there  can  be  a greater  em- 
phasis on  company  profit  than  the 
welfare  of  the  patient.  Treatment 
can  be  intrusive,  over  controlled... 
without  direct  accountability  to  the 
patient." 

While  acknowledging  that 
monitoring  the  quality  of  psychi- 
atric services  is  crucial  and  caps  can 
adversely  affect  the  treatment  of  a 
very  small  percentage  of  current 
HMO-insured  patients,  Clagnaz,  a 
board-certified  internist  as  well  as 
a psychiatrist,  does  not  think  man- 
aged care  is  the  nemesis  it's  often 
made  out  to  be. 

"I've  seen  a tremendous  differ- 
ence and  I think  it  has  been  for  the 
good.  There  is  less  of  an  incidence 
of  unnecessary  hospitalization  and 
through  scrutiny  of  managed  care, 
there  also  has  been  a lot  less  wacky 
stuff  going  on,"  he  added,  citing 
the  refusal  by  today's  managed- 
care  providers  to  cover  the  cost  of 
questionable,  medically  unneces- 
sary practices  and  life-long,  "self- 
fulfillment"  therapy. 

Increased  efficiency  means  more 
effective  treatments  with  quantita- 
tive outcomes  and  better  coordina- 
tion of  services,  he  said.  "Physi- 
cians are  talking  to  one  another  in- 
stead of  working  in  a vacuum.  Be- 
fore it  was  one  sanctimonious  ex- 
perience, where  the  left  hand 
didn't  know  what  the  right  hand 
was  doing.  Marginal, 
unscrutinized  service  has  been 
eliminated,"  he  commented. 

And  when  asked  whether 


HMO-paid  physicians  are  given 
daily  quotas  of  patients  to  see  as 
another  means  of  cost  reduction,  he 
answered:  "No  one  at  DeanCare 
is  brow-beating  me  to  see  more 
people.  The  pressure  I have  felt  is 
to  design  educational  programs 
that  target  groups  of  people  in  the 
HMO.  It  is  incumbent  upon  us  to 
seek  out  and  find  people  who  are 
having  mental  health  problems 
because  effectively  treating  them 
saves  money  for  the  entire  popu- 
lation of  people  entrusted  to  us. 

"This  management  scrutiny  and 
emphasis  on  efficiency  is  not  new," 
Clagnaz  said.  "Other  industries 
have  already  gone  through  it.  We 
are  going  through  our  downsizing 
now  and  this  is  how  we're  doing 
it." 

Dr  Ken  Robbins,  medical  direc- 
tor of  Mendota  Mental  Health  In- 
stitute and  incoming  president  of 
the  Wisconsin  Psychiatric  Associa- 
tion, believes  managed  care  pro- 
viders have  the  potential  for  deliv- 
ering quality  psychiatric  services. 

"High  quality  medical  care  is 
generally  less  expensive  if  you 
know  what  you're  doing  and  do  it 
right  the  first  time.  So,  when  the 
focus  is  on  quality,  in  my  view  the 
costs  will  go  down,"  said  Robbins. 
"Some  HMOs  will  approach  it  that 
way.  Unfortunately,  with  many 
HMOs  throughout  the  country, 
what's  managed  most  closely  is  the 
money." 

Robbins  believes  the  role  of 
HMO  ownership  can,  by  itself, 
make  a big  difference,  with  both 
pluses  and  minuses  attached  to  a 
variety  of  ownership  arrange- 
ments—nonprofit  vs.  profit  and  pri- 
vate (including  hospital  and  phy- 
sician buy-ins)  vs.  subscriber-man- 
aged plans. 

"I  would  rather  see  the  state  run 
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(a  managed-care  system)  than  al- 
low an  HMO  the  option  of  making 
money  by  providing  financial  in- 
centives to  not  provide  care.  1 
know  that  is  not  the  prevailing 
view  and  it  makes  some  people  un- 
comfortable, but  that's  what  I 
think...  HMOs  typically  save 
money  by  decreasing  hospital  days 
but  when  they  begin  focusing  on 
limiting  the  supply  of  medications, 
which  is  being  done,  it  becomes 
dangerous,"  continued  Robbins. 

Cutting  the  lean 

As  co-president  of  the  Alliance  for 
the  Mentally  111  (AMI)  of  Dane 
County  and  president-nominee  for 
the  statewide  organization  Dr  Rob- 
ert Beilman,  a retired  internist  who 
practiced  in  Madison  for  38  years, 
12  of  it  as  part  of  DeanCare,  is 
equally  concerned. 

"They've  cut  an  enormous 
amount  of  fat  out  of  the  system; 
now,  basically,  they  are  trying  to  cut 
off  some  of  the  lean,"  he  agreed. 
Beilman's  interest  and  work  in  the 
mental  health  field  stems  from  try- 
ing to  aid  members  of  his  own  fam- 
ily diagnosed  with  mental  illness. 

"I've  gotten  a unique  perspec- 
tive from  the  inside  regarding 
some  of  the  problems  associated 
with  serious  mental  illness.  I par- 
ticipated in  the  care  of  hundreds 
and  hundreds  of  persons  with 
mental  illness.  But  until  you've 
gone  through  it  yourself,  you  don't 
have  an  understanding  of  what  the 
problems  are,"  said  Beilman. 

Capitation  of  service 

Though  the  effectiveness  of  psychi- 
atric services  under  managed  care 
can  be  hotly  debated  on  several 
fronts,  there  is  one  element  of  pri- 
vately funded  managed  care  poli- 
cies that  health-care  providers  and 
advocates,  like  Robbins  and 
Beilman,  worry  over  the  most. 

Monetary  caps  on  services. 

"I  think  it's  a problem  to  apply  a 
cap  to  psychiatry  and  most  HMOs 
have  done  that,"  said  Robbins.  "It's 
a real  disservice  to  all  involved." 


Though  he  acknowledges  there  has 
to  be  some  accountability  to  the 
decision-making  process— "any- 
body shouldn't  be  able  to  get  any 
kind  of  care"— Robbins  doesn't 
think  it  makes  any  sense  to  put  a 
money  limit  on  the  treatment  of 
such  long-term,  serious  neurobio- 
logical  mental  illnesses  as  schizo- 
phrenia, bipolar  disorder  and  ma- 
jor depressions  when,  in  fact,  there 
is  no  limit  on  other  life-threaten- 
ing conditions  such  as  cancer,  heart 
disease  and  diabetes.  Untreated 
mental  illness  adversely  effects  not 
only  a patient  and  his  immediate 
family,  but  sometimes  the  entire 
community. 

"A high  percentage  of  the  home- 
less are  mentally  ill  and  a lot  of 
people  in  jail  are,  too,"  reminded 
Beilman,  who  added  that  25%  of 
people  nationwide  have  had  a fam- 
ily member  diagnosed  with  a seri- 
ous mental  illness.  Despite  these 
statistics,  few  employees,  in  evalu- 
ating their  health  insurance  op- 
tions, ever  suspect  they  or  any 
member  of  their  family  will  require 
psychiatric  services  other  than  a 
minimal  amount  of  therapy,  per- 
haps, for  mild  depression. 

While  there  are  some  excep- 
tions, such  as  General  Motors  Corp 
in  Janesville,  rarely  do  companies 
interested  in  keeping  a lid  on 
health-care  costs,  choose  an  HMO 
policy  with  a greater  monetary  cap 
on  psychiatric  services  than  the 
annual  $7,000  mandated  by  the 
State  of  Wisconsin  for  treatment  of 
nervous  and  mental  disorders  and 
drug  abuse.  Broken  down,  that 
amount  includes  up  to  $1,800  for 
outpatient  services  including 
group  or  one-on-one  therapy  ses- 
sions, $3,000  for  transitional  forms 
of  treatment  and  30  days  hospital- 
ization, not  to  exceed  $6,300  in  to- 
tal benefits.  Companies  that  do  of- 
fer health  plans  with  psychiatric 
services  exceeding  mandated  caps, 
are  usually  more  concerned  about 
the  incidence  of  drug  use  by  their 
employees  than  mental  illness. 


Expanding  HMOs 
to  cover  the  poor 

"At  this  time  it  (monetary  caps  on 
services)  is  not  recognized  as  great 
of  a problem  because  basically,  to 
get  HMO  insurance,  you  have  to 
be  employable  and  that,  in  itself, 
eliminates  the  chronically  medi- 
cally ill,"  said  Clagnaz.  "But  it  will 
be  a real  challenge  for  our  medical 
health  limits,"  he  admitted,  if  the 
poor  of  Wisconsin  are  brought  un- 
der a managed  health-care  plan, 
which  is  what  the  state  is  consid- 
ering. "That  whole  population  is  a 
different  ball  of  wax." 

Even  now,  problems  arise  when 
families  seek  services  in  the  public 
sector  after  using  up  their  HMO 
benefits.  Even  if  they  meet  the  cri- 
teria for  public  funding,  and  many 
don't,  there  can  be  a significant  dis- 
ruption in  treatment,  said  Tim  Otis, 
executive  director  of  the  Mental 
Health  Center  of  Dane  County. 
And  HMOs  can't  always  meet  the 
needs  of  the  person  who  is  seri- 
ously mentally  ill.  "HMOs  are  best 
designed  to  work  for  short-term 
acute  problems.  With  a serious 
mental  illness,  what  an  individual 
needs  is  much  more  of  a commu- 
nity support  model,  which  no 
HMO  is  set  up  to  do,"  he  cau- 
tioned. In  addition,  a growing  per- 
centage of  AFDC  recipients  are 
very  isolated  or  come  from  fami- 
lies with  multiple  dysfunctions. 

"In  defense  of  HMOs,  they  are 
not  overjoyed  that  the  state  is  look- 
ing at  managed  care  as  a means  to 
treat  these  more  severe  popula- 
tions. But  they  are  responding  to 
some  initiatives  and  as  the  num- 
bers increase  they  will  work  out 
solutions  that  are  both  cost  effec- 
tive and  meet  the  needs  of  clients," 
Otis  commented. 

One  small  victory  has  already 
occurred.  The  recently  passed 
"Wisconsin  Works"  or  W-2  plan 
requiring  everyone  who  gets  pub- 
lic aid  to  work,  has  no  monetary 
cap  for  psychiatric  services,  as  long 
as  care  is  medically  necessary, 
though  the  $7,000  cap  is  in  effect 
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for  treating  alcoholism  and  other 
drug  abuses. 

In  terms  of  new  managed-care 
initiatives,  nothing  has  made  it 
past  the  discussion  stages  yet,  said 
a spokesperson  for  the  Wisconsin 
Bureau  of  Health  Care  Financing. 
"No  decisions  have  been  made; 
we're  soliciting  input  from  other 
mental-health  agencies  and  we're 
well  aware  of  their  concerns." 

Just  the  logistics  of  treating 
someone  with  a serious  mental  ill- 
ness are  different  than  providing 
treatment  for  someone  with  a 
physical  ailment.  Said  Beilman: 
"Most  people  who  are  sick  choose 
to  see  a doctor  and  go  in  on  their 
own  or  someone  takes  them  in.  But 
persons  with  schizophrenia  or 
manic  depression  frequently  deny 
they  are  ill  and  won't  go  to  see  a 
doctor.  Often  they  aren't  seen  un- 
til something  bad  happens." 

While  good  HMOs  emphasize 
early  diagnosis  and  effective  treat- 
ment, they  are  not  in  the  habit  of 
seeking  out  clients  who  are  seri- 
ously ill.  "It's  quite  different,"  said 
Beilman,  "than  treating  conven- 
tional depression  with  antidepres- 
sants. That's  still  serious,  but  a 
manageable  problem." 

Extensive  management 

Beilman  is  adamant  that  if  a man- 
aged care  system  is  established  to 
replace  the  current  system  for 
funding  services  for  persons  with 
neurobiological  mental  illnesses,  it 
needs  to  be  modeled  after  what 
many  counties  have  in  place  today 
—Community  Support  Programs 
(CSPs)--offering  extensive  case 
management. 

"It's  been  demonstrated  that 
with  intensive  case  management 
people  can  be  brought  back  into  the 


mainstream  and  live  indepen- 
dently, but  they  have  to  be  pro- 
vided with  a comprehensive  array 
of  services  including  mobile  out- 
reach, housing  placement,  psycho- 
social and  vocational  rehabilita- 
tion, job  support  services  if  needed 
and  medication  prescribing  and 
monitoring." 

Unlike  acute  medical  problems, 
these  diseases  don't  go  away,"  said 
Beilman,  who  added  that  the  an- 
nual average  cost  per  person  of 
such  a program  is  between  $7,000 
and  $9,000,  which  is  still  far  less 
expensive  than  institutionalizing 
someone. 

"Whatever  happens  with  man- 
aged care,  the  Alliance  wants  to 
keep  that  core  system  of  intensive 
case  management  intact  because 
there  will  always  be  a need  to  treat 
our  people  with  brain  illnesses  in 
a human  and  critically  effective 
way  and  we  know  this  works.  We 
are  worried  that  managed-care 
companies  will  keep  expenses 
down  by  not  being  proactive.  We 
think,  for  these  kinds  of  illnesses, 
a cap  is  inappropriate  and  that  is  a 
policy  problem  and  has  nothing  to 
do  with  the  quality  of  care." 

HMOs  began  operating  in  Wis- 
consin during  the  mid-1970s 
though  they  didn't  come  into  their 
own  until  the  mid-1980s.  The  big- 
gest percentage  of  growth  was  in 
'84,  when  enrollment  went  from  a 
little  more  than  200,000  to  more 
than  600,000.  As  of  year  end  1995, 
statistics  from  the  Office  of  the  In- 
surance Commissioner  show  there 
are  about  1.3  million  subscribers  in 
separately  licensed  HMOs.  Year 
end  1994  statistics,  the  most  recent, 
show  that  the  largest  percentage  of 
HMO  clients  is  in  Dane  County 
(55%).  Milwaukee  County  is  sec- 


ond (42%).  The  least  number  of 
subscribers  is  found  in  the  north- 
east counties  of  the  state  including 
Door  and  Manitowoc. 

Few  patient  complaints 

The  Office  of  the  Commissioner  of 
Insurance  has  received  few  specific 
complaints  concerning  psychiatric 
treatment  under  managed  care, 
said  Barbara  Belling,  insurance  ex- 
aminer. Those  that  have  been  re- 
ceived typically  center  around 
"wanting  to  see  a therapist  who  is 
not  a member  of  the  plan."  The 
monetary  cap  for  privately  insured 
individuals  has  not,  to  date,  been 
an  issue. 

"Years  ago,  when  HMOs  were 
first  developed  in  Dane  County, 
there  were  many  complaints  about 
not  receiving  an  adequate  level  of 
service— not  seeing  a therapist  for 
a long  enough  period  of  time  or 
disruption  in  care,"  said  Diane 
Greenley,  managing  attorney.  Men- 
tal Health  Advocacy  Project-Wis- 
consin  Coalition  for  Advocacy,  a 
federally  funded  state  protection 
and  advocacy  agency  for  people 
with  mental  illness  and  other  dis- 
abilities. "In  the  past  couple  of 
years,  a lot  of  that  has  calmed 
down  as  the  system  has  readjusted 
itself." 

Bringing  a large  population  of 
poor,  chronically  mentally  ill 
people  under  a managed-care  sys- 
tem could  work,  she  said,  if  and 
only  if  "all  the  funding  streams  are 
going  in  the  right  direction." 

"Sure  it  makes  me  nervous,"  she 
said.  "The  state,  at  least  right  now, 
is  preceding  in  a relatively  planned 
way  as  opposed  to  some  states,  like 
Tennessee,  that  switched  over  to  an 
HMO  overnight." 

Added  Greenley:  "It  was  com- 
plete chaos."  ❖ 
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More  than  physicians  in 
Wisconsin  are  operating  in  the 
21st  century 


WHIN  - Wisconsin  Health  Information  Network-links 
physicians  to  the  data  they  need  at  labs,  pharmacies,  hospitals, 
clinics  and  insurance  companies.  It's  the  professional  way  to 
communicate,  for  today,  and  tomorrow. 

With  WHIN  you  can  • Quickly  access  test  results  and  X-ray 
reports  • Instantly  confirm  insurance  eligibility...  before  service  i 
provided  • Reduce  claim  processing  time  and  cost  • Review 
patient  census...  and  more,  from  anywhere,  any  time. 

WHIN  is  all  about  improved  quality 
of  care  and  cost  control  in 
your  practice.  That's  why 
WHIN  is  endorsed  by 
groups  like  the  State 
Medical  Society  of 
Wisconsin  and  Primary 
Resources,  Ltd.,  a subsidiary 
of  the  Wisconsin  Hospital  Association. 

And,  that's  why  physician  enrollment 
in  WHIN  today  is  1,270  plus...and 
counting! 


For  more  information  on  the  Wisconsin  Health  Information  Network  and  how  you  can  sign  on, 
please  call  414-792-6161  or  1-800-331 -WHIN  (9446). 

Your  Healthcare  Connection 

Wisconsin  Health  In  formation  Network 

W 450  North  Sunnyslope  Road,  Suite  90 
UlilUk.  Brookfield,  Wl  53005 

Visit  our  home  page  at  http://www.fetch.com/whin/net.html 
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Patient  finds  communication 
is  managed  care  advantage 


Genie  Campbell,  special  to  WMJ 

The  story  of  Kathleen 
Crowley's  3-year  pursuit  to 
end  a medical  nightmare  filled 
with  chronic  pain  and  severe  de- 
pression does  not  appear,  on  the 
surface,  to  have  anything  in  com- 
mon with  managed  heath  care  ser- 
vices in  the  State  of  Wisconsin.  In 
fact,  in  1982,  when  her  story  begins, 
she  was  living  in  California.  But 
her  experience  speaks  volumes 
about  the  health-care  industry  in 
general. 

Crowley,  now  39,  was  the 
mother  of  two  young  daughters 
when  an  improperly  injected  shot 
of  Phenergan— causing  immediate 
"sensory  nerve  damage,"  later 
compounded  by  aggravating  scar 
tissue— ended  life  as  she  knew  it. 
Shooting,  stabbing  and  burning 
pain  became  so  intense  and  so  en- 
compassing, Crowley,  who  was 
passed  from  one  physician  to  the 
next,  would  ultimately  have  to  be 
treated  for  severe  depression  be- 
fore the  UCLA  Pain  Management 
Center  could  accept  and  finally 
help  her. 

She  writes  about  her  experi- 
ences in  "The  Day  Room,  a Mem- 
oir of  Madness  and  Mending"  re- 
cently published  by  Kennedy 
Carlisle  Publishing  Co. 

After  moving  to  Madison  in 
1992,  Crowley  and  her  husband, 
Randy  Stratt,  an  attorney,  estab- 
lished the  Patient  Action  Network 


to  empower  individuals  to  better 
manage  their  health  care,  not  as 
adversaries  but  as  interested, 
knowledgeable  participants. 

Crowley  was  not  enrolled  in  an 
HMO  when  her  life  began  unrav- 
eling in  front  of  her.  She  had  pri- 
vate health  insurance  through  her 
ex-husband's  employer  that  paid 
for  some  of  her  care,  but  the  rest 
was  out-of-pocket.  Crowley  be- 
lieves her  debilitating  odyssey 
might  have  been  shortened,  her 
depression  curbed  much  earlier,  if 
she  had  been  under  managed 
health  care  stressing  cooperation 
and  interaction  between  physi- 
cians. 

"I  had  terrific  medical  care  but 
they  were  all  separate  individu- 
als," she  recalled.  "I  had  been  seen 
by  dozens  and  dozens  of  doctors 
who  had  no  connection  with  one 
another.  None  of  them  had  any  in- 
centive when  I left  their  office  to 
get  up  and  talk.  The  first  time  any- 
body communicated  was  when  I 
went  to  UCLA  and  was  seen  by 
both  the  psychiatric  unit  and  pain 
clinic." 

Meds  over  therapy 

On  the  other  hand,  she  and  her 
husband  are  concerned  by  other 
cost-containment  practices  of 
HMOs,  especially  the  increasing 
role  medication  plays  in  psychiat- 


ric treatment  under  managed  care. 

"Therapy  is  an  important  role 
that  could  fall  by  the  wayside," 
said  Crowley. 

Stratt  cited  statistics  from 
"Harper's"  magazine  indicating 
that  the  number  of  antidepressants 
prescribed  by  HMOs  over  the  past 
year  has  increased  by  35,000  a day. 
"That's  an  incredible  number  of  an- 
tidepressants," said  Stratt.  "You 
ameliorate  the  worst  symptoms 
but  you  don't  equip  people  to  over- 
come depression.  The  rush  is  to- 
ward short-term  cost  containment 
and  symptom  management... 
Medications  may  also  be  limited  to 
a few  kind  to  gain  purchasing 
power.  And  that  is  really  danger- 
ous because  what  works  for  one 
person  may  not  work  for  another," 
he  added. 

"Therapy  worked  for  me  where 
medication  would  have  been  a life- 
long process,"  she  said. 

Added  Stratt:  "Kathleen  went 
through  and  still  goes  through  very 
severe  physical  and  mental  issues 
and  yet  she  is  not  a user  of  the 
health-care  system  and  that  is  the 
goal  of  the  health  system,  to  get  to 
the  point  where  people  can  man- 
age their  own  lives  and  not  be  sta- 
bilized to  become  permanent  users 
of  the  system.  That's  the  best  view 
of  what  cost  containment  is  all 
about."*:* 


To  contact  the  Patient  Action  Network,  use  one  of  these  methods.  Address:  630  S.  Whitney  Way,  Suite  120, 
Madison,  Wi.  53711;  telephone:  (608)  276-7422;  fax:  (608)  276-7423  or  email:  patientact@aol.com. 
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A personal  story 

I was  a success  at  everything  - except  suicide 


Gayleen  M.  Eilers,  MD,  Milwaukee 

ON  Sept  2,  1994, 1 tried  to  kill 
myself.  Returning  home 
from  work,  I quickly  unplugged  all 
my  phones.  There  was  no  one  who 
could  end  my  pain,  so  why  talk 
about  it?  Next,  I emptied  bottles  of 
an  MAO  inhibitor  and  an 
anxiolytic  into  a dish,  then  hid  the 
bottles  in  the  kitchen  cupboard. 
When  they  found  me,  I didn't  want 
people  to  know  what  I had  taken. 

I took  the  dish  containing  the 
pills  to  the  garage,  along  with  a 
glass  of  water.  Then  back  to  the 
house  to  collect  blankets  and  pil- 
low, and  again  to  the  garage.  This 
time,  I was  also  carrying  all  the 
garage-door  openers— to  make  it 
less  likely  anyone  could  get  to  me 
in  time.  As  I walked,  I kept  think- 
ing, “This  is  so  easy--I  never 
thought  it  would  be  so  easy." 

Between  the  rear  of  the  car  and 
the  garage  door,  I spread  out  one 
of  the  blankets.  Had  I parked  the 
car  far  enough  back  so  no  one  look- 
ing in  from  the  side  windows  could 
see  me? 

I arranged  my  blankets  and  pil- 
low, then  used  duct  tape  to  attach 
a hose  to  the  muffler  and  a surgi- 
cal mask  to  the  hose.  To  make  sure 
I'd  be  breathing  pure  carbon  mon- 
oxide, I sealed  the  side  vents  of  the 
mask. 

I took  the  pills,  swallowing 
handful  after  handful  until  I got 
them  all  down.  Strange,  but  1 
hadn't  considered  how  difficult  it 
would  be  to  swallow  so  many  pills. 

After  starting  the  car,  I lay  down, 
the  exhaust  fumes  spewing  furi- 
ously through  my  mask.  The  force 
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was  so  strong,  in  fact,  that  1 had  to 
hold  the  mask  slightly  away  from 
my  face. 

Suddenly,  the  car  began  to  idle 
louder  in  a way  it  hadn't  ever  be- 
fore. I was  afraid  my  next-door 
neighbor  would  hear  the  unusual 
sound,  so  I got  up,  turned  off  the 
engine,  and  made  a mental  note  to 
turn  it  back  on  later.  I lay  back 
down— and  lost  consciousness. 

How  had  I come  to  this?  To  the 
outside  world,  1 seemed  to  have  so 
much:  a successful  career  in  aca- 
demic medicine,  professional  rec- 
ognition, patients  who  liked  me,  a 
beautiful  home,  a new  car,  nice 
clothes. 

Yet,  while  succeeding  profes- 
sionally and  materially,  I had  been 
dying  emotionally.  For  15  years,  I 
had  struggled  with  a severe  eating 
disorder  and  depression.  Their 
roots,  I suppose,  came  from  some 
dark  place  in  my  childhood— some 
place  where  I felt  1 never  quite 
measured  up. 

I grew  up  on  a farm  in  Nebraska. 
I was  an  outstanding  student,  ac- 
tive in  school  events,  a "perfect 
child,"  everyone  said.  Although  I 
was  heavy  and  wanted  to  lose 
weight,  I wasn't  preoccupied  with 
how  I looked. 

But  I was  preoccupied  with 
measuring  up  to  my  brother,  13 
months  older.  He  was  not  only 
smart;  he  was  an  outstanding  ath- 
lete. In  rural  Nebraska,  that  com- 
bination made  him  a king  of  the 
hill.  My  own  achievements  seemed 
pale  in  comparison.  Even  after  I 
went  off  to  college  and  continued 
to  maintain  good  grades  by  study- 
ing hard  and  limiting  my  social  life, 
I still  thought,  "I'm  not  doing  well 
enough." 

After  graduation,  my  brother 
went  off  to  medical  school,  and  I 
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followed  the  next  year.  Suddenly,  I 
could  no  longer  ignore  my  weight. 
Over  and  over,  1 heard  critical  com- 
ments about  being  fat— how  it  com- 
promised health  and  made  surgery 
difficult.  My  anxiety  about  being 
overweight  intensified  after  I 
started  a living  anatomy  class. 
There  I was  each  week,  in  various 
stages  of  undress,  as  my  male  part- 
ner palpated  and  drew  my  various 
body  parts. 

Then  my  brother,  having  put  on 
some  weight  since  dropping  com- 
petitive sports,  decided  to  lose  it. 
He  soon  became  slender.  Always 
eager  to  keep  up,  I,  too,  began  to 
diet. 

Some  days,  I consumed  just  sev- 
eral hundred  calories.  I remember 
the  high  I felt  on  days  when  my  net 
consumption  was  a piece  of  toast 
with  sugar-free  jelly.  The  weight 
dropped— precipitously.  1 was 
anorexic.  My  menstrual  flow 
ceased. 

Continued  on  next  page 
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Continued  from  preceding  page 

During  my  clinic  rotations,  in 
addition  to  dieting,  I began  to 
purge.  Over  a 6-month  period,  my 
weight  dropped  to  109  pounds. 
Suddenly,  the  medical  student  in 
me  became  alarmed.  I needed  to 
start  eating.  And  so  I did,  hut  not 
normally.  I became  bulimic, 
binging  and  purging  throughout 
the  remainder  of  medical  school.  In 
this  way,  I managed  to  maintain  a 
weight  of  115  pounds. 

Despite  graduating  with  hon- 
ors, I continued  to  doubt  my  abili- 
ties as  I entered  residency.  Many 
times.  I'd  sit  in  the  program 
director's  office,  sharing  my  anxi- 
ety about  not  measuring  up  to  my 
fellow  residents.  To  cope,  I contin- 
ued binging  and  purging,  often 
several  times  a day.  Some  days,  I 
would  have  a meal  at  each  of  the 
hospitals  where  we  trained,  terri- 
fied that  someone  would  know  I'd 
already  eaten.  On  call  at  night,  1 
would  wander  the  halls,  looking 
for  food  at  the  nurses'  stations. 
Later,  I always  purged. 

The  pattern  was  now  set.  I had 
stopped  eating  regular  meals.  Once 
I entered  private  practice,  I ate  and 
purged  throughout  my  day,  be- 
tween rounds  and  seeing  office 
patients.  On  the  way  home.  I'd  be 
sure  to  buy  food  for  the  evening's 
ritual.  Food  never  lasted  very  long 
in  my  house. 

I eventually  left  private  practice 
to  begin  a year's  stint  at  a univer- 
sity student  health  center,  followed 
by  a teaching  position  in  a resi- 
dency program.  But  while  my 
work  stress  lessened  during  this 
period,  my  bulimia  didn't.  I tried 
an  out-patient  eating-disorder  pro- 
gram, which  worked  for  a while.  I 
also  tried  two  inpatient  treatment 
programs.  But  when  I arrived 
home,  my  depression  and  bulimia 
started  up  again. 

I began  to  despair.  A single 
woman  in  a world  of  married  men 
with  families,  I felt  alone.  On  days 
when  my  emotional  pain  was  es- 
pecially intense,  my  legs  would 


ache  so  much  I could  barely  walk 
down  the  hallways.  As  for  my  bu- 
limia, I no  longer  cared  if  people 
knew.  Perhaps  if  they  did,  they'd 
realize  how  much  pain  1 was  in.  I 
became  emotionally  demanding. 
Many  of  my  relationships  became 
unhealthy. 

I was  still  a good  doctor,  though. 
While  one  on  one  with  a patient,  I 
could  focus  on  someone  other  than 
me;  in  the  exam  room,  my  prob- 
lems and  pain  would  temporarily 
fade. 

I worked  harder  and  harder.  I 
wanted  to  matter.  I wanted  to  be 
good  enough.  I wanted  people  to 
care.  I thought  if  I worked  hard 
enough,  did  my  work  well  enough, 
or  got  thin  enough-then  my  col- 
leagues and  partners  would  like 
me.  And  I would  feel  better. 

But  I never  did.  Nothing  was 
ever  enough.  I always  wanted 
more— more  time  from  friends, 
more  caring,  more  food,  more  of 
anything  to  fill  the  emptiness  in- 
side me.  During  the  months  of  my 
deepening  depression,  I would  lie 
in  bed  at  night,  unable  to  fall 
asleep.  There,  in  the  quiet,  I would 
plan  my  suicide,  praying  for  death. 
But  did  I really  want  to  die?  Could 
the  pain  become  so  bad  I would 
actually  carry  out  what  I'd  been 
planning? 

On  the  day  I decided  to  kill  my- 
self, I felt  as  if  I had  reached  my 
limit.  I was  in  pain,  and  I didn't 
matter  to  anyone.  I wanted  out. 

But  while  the  pills  I had  taken 
that  rainy  September  night  were 
enough  to  kill  me,  something— or 
someone— didn't  want  me  to  die. 

As  1 later  found  out,  I had  lain 
unconscious  on  the  garage  floor  for 
18  hours,  shaking  from  the  cold. 
The  keys  to  the  car  had  fallen  out 
of  sight  on  the  floor.  In  my  stupor, 
I couldn't  have  restarted  the  car 
anyway.  A friend  who  became 
alarmed  when  1 didn't  answer  my 
door  or  phone  looked  into  the  win- 
dow of  the  garage  and  discovered 
me. 

I've  no  memory  of  all  the  things 


that  happened  next:  the  police,  the 
ambulance  ride  to  the  hospital,  the 
ICU,  the  procedures.  I woke  up 
two  days  later  in  the  psychiatric 
ward,  unable  to  walk  because  of 
my  disequilibrium.  Gradually  over 
the  next  two  weeks,  the  physical 
effects  of  my  suicide  attempt— the 
disequilibrium,  muscle  tremors, 
and  urinary  hesitancy— resolved 
themselves.  But  the  emotional  pain 
persisted. 

The  treatment  program  I've 
been  in  for  over  a year— first  as  an 
inpatient  and  now  as  an  outpatient 
—has  helped  to  lessen  it,  but  the 
journey  has  been  a wrenching  one: 
anguished  nights,  months  of  mara- 
thon therapy  sessions,  days  of  giv- 
ing shape  to  my  anger  and  shame 
in  drawings,  sculpture,  and,  of 
course,  words.  How  many  unsent 
letters  I wrote  expressing,  often  for 
the  first  time,  what  I felt!  Through- 
out my  treatment,  the  feelings  I had 
kept  secret  from  others— and  my- 
self—gradually  emerged.  For  much 
of  their  transformation,  1 have  to 
thank  my  psychiatrist,  Tom 
Holbrook,  and  the  staff  of  Rogers 
Hospital,  of  Oconomowoc. 

1 found  it  especially  hard  to  face 
my  former  life.  On  my  first  visit 
home,  I sat  in  my  house,  shaking 
in  fear.  I had  a similar  reaction  the 
first  time  I returned  to  my  church, 
my  clinic,  and  my  doctor's  office. 
Gradually,  as  the  peace  within  me 
grew,  I took  comfort  in  these  places. 

After  a while,  I could  also  face 
the  physical  remnants  of  my  sui- 
cide attempt,  which  I removed 
piece  by  piece.  As  I did,  I felt  as 
though  I was  slowly  casting  off  the 
old  pieces  of  my  life  and  assem- 
bling new  ones.  I was  becoming 
committed  to  being  alive. 

One  aspect  of  my  recovery  and 
new  life  profoundly  disappointed 
me,  however:  the  reaction  of  my 
colleagues.  Long-standing  friend- 
ships disappeared  overnight.  Phy- 
sicians who  had  professed  their 
support  before  my  suicide  attempt 
now  behaved  as  if  I had  actually 
succeeded  in  killing  myself.  My 
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colleagues  refused  to  talk  to  me 
about  the  future  of  my  job-and  one 
even  hung  up  on  me  when  I called 
from  my  treatment  program  to 
raise  the  subject. 

Several  weeks  after  the  attempt, 
I received  a fax  from  my  depart- 
ment at  the  University  of  Wiscon- 
sin, placing  me  on  a 3-month  ad- 
ministrative leave  of  absence.  Af- 
ter I was  well  enough  to  return,  I 
learned  I couldn't.  I later  found  out 
that  my  fellow  faculty  members— 
together  with  representatives  of 
the  residents  and  staff— had  held  a 
meeting  and  decided  against  it.  I'd 
received  only  positive  feedback 
about  my  work  before  the  suicide 
attempt.  But  now  my  colleagues 
were  treating  me  as  if  I needed  to 
be  punished  for  my  action. 

The  department  supported  me 
financially,  but  otherwise  I was  on 
my  own.  I needed  to  seek  other 
employment— this  at  a time  when  I 
still  felt  vulnerable  and  fragile.  I 
looked  unsuccessfully  at  other 
practice  opportunities  within  my 
community.  "We  respect  your  clini- 
cal abilities,"  clinic  directors  would 
say,  "but  there  are  other  consider- 
ations..." 

To  remain  a university  faculty 
member.  I've  found  a new  clinic 
position  in  Milwaukee,  which  to  a 
small-town  girl  seems  huge.  I've 
left  behind  my  friends,  home,  sup- 
port groups,  doctor,  and  church  - 
all  of  which  I miss  terribly.  Still,  I'm 
thankful  to  my  new  colleagues, 
who've  welcomed  and  accepted 
me  without  judgment.  I'm  also 
thankful  to  the  faculty  in  other  pro- 
grams for  greeting  me  so  warmly 
when  I recently  attended  my  first 
statewide  faculty  meeting. 

My  ordeal  has  given  me  new 
insight,  teaching  me  lessons  I 
needed  to  learn  as  both  a doctor 
and  a patient. 

I've  learned  about  the  illusion  of 
control-something  we  doctors  are 


especially  prone  to.  After  my  sui- 
cide attempt,  I woke  up  in  the  same 
psychiatric  ward  where  I'd  been 
making  rounds  only  shortly  before. 
I went  from  having  nearly  com- 
plete freedom  to  being  completely 
locked  in.  I lost  a voice  in  where  I 
lived,  when  and  what  I ate,  or 
whether  I watched  TV  or  listened 
to  music.  Professionally,  I lost  con- 
trol over  where  I worked— or,  in- 
deed, over  whether  I worked  at  all. 

I've  learned— or  really  relearned 
—the  extent  to  which  our  relation- 
ship with  patients  affects  how  well 
they  do.  As  a patient  myself.  I'll 
never  forget— or  fail  to  appreciate- 
the  doctor  who  listened  with  sym- 
pathetic attention  to  my  suicide- 
attempt  story  and  then  asked 
straight-faced:  "Does  your  car  need 
a tuneup?" 

I've  learned  about  the  illusion  of 
time.  My  former  zeal  to  make  the 
most  of  my  time  lost  its  meaning 
during  my  treatment  and  subse- 
quent job  search.  To  survive.  I've 
simply  had  to  take  each  day  as  it 
came. 

I've  learned  that  whatever  emp- 
tiness I feel  can  only  be  filled  from 
the  inside. 

I've  learned  that  true  friends  are 
those  you  can  count  on  during  dif- 
ficult times. 

I've  learned  that  perfection  is  a 
dangerous  myth  and  that  even  my 
own  recovery  won't  be  perfect.  I 
have  a mental  illness— which  will 
be  cured  only  over  time  and  per- 
haps never  completely. 

My  ordeal  has  also  left  me  with 
some  nagging  questions.  Do  we  as 
doctors  accept  depression  as  a 
treatable  medical  illness— as  long  as 
the  patient  isn't  one  of  us? 

And  what  about  the  very  legiti- 
macy of  treatment?  The  physicians 
with  whom  I practiced  made  deci- 
sions affecting  my  life  without  con- 
sulting me,  even  though  I was  on 
the  road  to  recovery.  Does  this 


mean  we  treat  depression  in  our 
patients  even  though,  in  our  heart 
of  hearts,  we're  skeptical  such 
treatment  can  really  help? 

My  hope  is  that  we'll  learn  to 
accept  colleagues  who  have  psy- 
chiatric and  other  illnesses,  treat- 
ing them  with  empathy  and  under- 
standing. Certainly,  we  can't  al- 
ways take  away  their  pain  or  fix  the 
problems  causing  it.  But  at  the 
least,  we  can  lend  our  support  as 
they  move  through  their  ordeal. 

As  physicians,  we  treat  and  sup- 
port people  who  come  to  us  de- 
pressed and  in  pain.  We  accept 
them  as  we  accept  their  illnesses. 
Do  our  colleagues  deserve  any 
less?*:* 


WEST  SHORE  HOSPITAL 
MANISTEE,  MICHIGAN 

Excellent  opportunities  available  for 
BC/BE  physicians  in  the  following 
specialties  to  practice  in  this  beau- 
tiful Michigan  Gold  Coast  commu- 
nity: 

Family  Practice  Pediatrics 
Internal  Medicine 
Emergency  Medicine 
Obstetrics/Gynecology 

Practice  includes: 

• State-of-the-art  technology  at 
95-bed  West  Shore  Hospital 

• Competitive  salary  with 
comprehensive  benefits 

• Highly  supportive  physicians  & 
patient  base 

• 27,195  person  draw  area 

Manistee,  MI,  offers  an  excellent 
quality  of  life  with  its  peaceful  sur- 
roundings, renown  cultural  events 
and  high-quality  schools.  The  his- 
torically renovated  downtown  and 
gorgeous  lake  front  create  a unique 
atmosphere  in  which  to  live  and 
work.  For  more  information: 

Call  Marie  Noeth  at  800-438-3745  or 
fax  your  CV  to  309-685-2574. 
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Psychiatric  patient  faces  major  personal  costs 


Shari  Hamilton,  managing  editor 

For  Gayleen  Eilers,  MD,a  life- 
time of  thrifty  spending  hab- 
its and  savings  allowed  her  to  af- 
ford the  health  care  treatment  she 
needed  when  faced  with  major 
psychiatric  illness. 

"Having  a good  income  and 
having  been  cheap  all  my  life,  I had 
the  funds  I needed  for  care.  I'm 
grateful  for  that,"  the  Milwaukee 
family  practice  physician  ex- 
plained. "If  I would  have  had  to 
leave  (the  hospital)  after  2 weeks,  1 
don't  know  what  would  have  hap- 
pened." 

Recently,  Eilers  shared  her  long 
struggle  with  eating  disorders  and 
depression,  including  a graphic 
account  of  her  suicide  attempt, 
with  readers  of  Medical  Economics 
(see  page  223). 

As  Dr  Eilers'  story  indicates, 
physicians  are  not  immune  to  psy- 
chiatric illness. 

The  economic  side  of  recovery 

It's  estimated  that  approximately 
18  million  Americans  suffer  from 
depression.  Suicide  is  the  eighth 
leading  cause  of  death  in  America. 
Eilers'  story  relates  one  woman's 
fight  back  to  wellness,  but  the 
Medical  Economics  version,  interest- 
ingly enough,  does  not  talk  about 
the  economic  side  of  her  recovery. 
Insurance  coverage  for  psychiatric 
illness  can  differ  greatly  from  that 
provided  for  physical  illness,  al- 
though it  can  be  just  as  debilitat- 
ing. Most  insurance  companies  of- 
fer only  the  state  mandates.  (Wis- 
consin statutes  mandate  that  insur- 
ers provide  $1,800  for  outpatient 
services;  $2,700  for  transitional  ser- 
vices, and  $6,300  for  inpatient  ser- 
vices with  a maximum  of  $7,000 
per  year  total  for  combined  inpa- 
tient, outpatient  and  transitional 
care.) 

In  Dr  Eilers'  case,  she  had  ex- 
ceeded her  state-mandated  mental 


health  coverage  at  the  time  of  her 
suicide  attempt  in  June  1994.  She 
had  been  hospitalized  twice  and 
had  sought  outpatient  treatment 
for  depression  and  an  eating  dis- 
order. 

That  meant  her  insurer  covered 
only  the  "medical  charges"— inten- 
sive care  unit  (ICU)  costs,  labs 
charges,  x-rays,  etc  during  the  4- 
day  stabilization  period  following 
her  attempt  to  take  her  own  life  via 
drug  overdose  and  carbon  monox- 
ide poisoning. 

Once  she  was  transferred  to  the 
psychiatric  unit,  Eilers  said,  her 
insurance  coverage  ceased.  The  re- 
mainder of  the  1994  charges  were 
her  responsibility.  She  says  her  to- 
tal out-of-pocket  charges  for  men- 
tal health  services  in  1994  were 
approximately  $38,000.  And,  she 
was  fortunate  enough  to  receive 
some  professional  courtesy  which 
lessened  her  expense. 

As  her  recovery  continued  into 
1995,  insurance  covered  $1,800 
worth  of  care  and  Eilers'  personal 
costs  totaled  $13,700.  In  all,  for 
1994-1995,  her  insurance  coverage 
for  mental  health  costs  totaled 
$11,080  and  her  out-of-pocket  costs 
were  $51,700. 

Although  she's  grateful  for  the 
medical  care  she  received,  Eilers  is 
disappointed  in  a health  care  sys- 
tem that  continues  to  put  psychi- 
atric illness  on  a different  reim- 
bursement plane  than  that  of  any 
other  medical  illness. 

"It's  frustrating  to  know  that  if 
I had  a physical  illness,"  Eilers  said, 
"coverage  would  have  been  differ- 
ent. It  seems  sad  that  we're  not  cov- 
ering psychiatric  illness  like  we 
should  be.  It  seems  to  perpetuate 
the  stigma  that  this  is  a less  impor- 
tant chronic  illness." 

Eilers  credits  her  psychiatrist 
and  other  care  providers  for  the 
attention  they  gave  to  developing 


the  customized  program  that  put 
her  back  in  life's  driver's  seat. 

During  her  hospitalization  and 
recovery,  she  saw  many  other  pa- 
tients who  weren't  as  fortunate. 
Many  of  her  fellow  patients  had  to 
stop  treatment  before  they  were 
ready  because  insurance  wouldn't 
cover  it  and  they  simply  did  not 
have  the  means  to  pay  for  it  on 
their  own,  she  said. 

For  Eilers,  coupled  with  the 
shame  she  felt  for  having  a mental 
illness  was  the  belief  that  it  was  not 
right  for  her  to  spend  money  on 
herself— even  for  medical  treat- 
ment. A therapist  helped  her  vault 
that  hurtle  by  encouraging  her  to 
view  the  health  care  expenditures 
as  an  investment  in  herself  and  her 
future— much  as  her  medical  edu- 
cation has  been. 

Eilers  laughingly  recalls  that  if 
she  would  have  gotten  her  way,  she 
would  have  gone  home  2 days  af- 
ter her  attempt.  "My  psychiatrist 
said,  'That's  not  an  option',"  she 
remembered. 

Unlike  others  with  chronic  ill- 
ness, Eilers  has  yet  to  be  rejected 
by  an  insurance  company  for  a pre- 
existing condition.  But  she  noted 
that  if  she  ever  considers  changing 
jobs— not  that  she's  looking,  she  is 
quite  happy  working  with  the  UW 
residency  program  in  Milwaukee 
at  St.  Luke's— insurance  pre-exist- 
ing condition  clauses  will  likely  be 
of  concern. 

Physicians  and  suicide 

Recently,  Lucie  G.  Watel,  of  the 
AMA  Educational  Research 
Foundation's  Physician  Impair- 
ment and  Suicide  Pilot  Study, 
found  that  during  1991-1993  there 
were  48  confirmed  suicides  among 
12,542  physician  deaths.  The  mean 
age  for  suicide  among  physicians 
was  55.6  years  while  the  mean  age 
of  all  physicians  who  died  during 
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this  period  was  73.3  years.  Watel's 
findings,  reported  in  AM  Neivs,  in- 
cluded the  following: 

• In  at  least  20%  of  physician  sui- 
cides, there  was  a co-existing  ill- 
ness. 

• Although  60%  of  suicides  na- 
tionally use  firearms,  only  46% 
of  doctors  in  this  sample  used 
firearms. 

• Only  11%  of  suicides  nationally 
are  by  overdose,  but  19%  of  phy- 
sician suicides  were  by  over- 
dose. 

As  with  physical  illness,  no  one 
anticipates  a day  will  come  when 
they  are  faced  with  psychiatric  ill- 
ness. 

"It's  not  something  you 
choose,"  Eilers  said. 

Depression:  A medical  illness 

"It  still  hurts  to  say  I have  a psy- 
chiatric illness,"  Eilers  said.  "But  I 
do.  I deal  with  it  every  day  just  as  I 
would  if  I had  diabetes,  hyperten- 


sion or  any  other  chronic  illness. 
That  is  my  reality.  Having  this  ill- 
ness, however,  does  not  negate  the 
fact  that  I am  a competent  physi- 
cian nor  does  it  compromise  the 
care  I provide.  Illness  does  not 
equate  disability." 

She  says  she  received  no  back- 
lash from  her  colleagues  as  a result 
of  the  Medical  Economics  article, 
which  featured  her  photograph  on 
the  magazine's  front  cover.  "It's  a 
non-issue.  (My  colleagues)  have 
been  very  accepting.  I don't  feel 
like  I've  been  judged  at  all." 

Still,  the  weeks  of  hospitaliza- 
tion and  recovery  were  difficult.  "It 
was  not  fun.  I got  what  I needed, 
not  what  I wanted,"  she  observed. 

While  Eilers  would  have  pre- 
ferred a less  painful  route  to  en- 
lightenment, she  says  her  psychi- 
atric illness  has  helped  her  become 
an  even  better  doctor. 

"It  has  increased  my  under- 
standing and  helped  me  appreci- 


Advice for  treating  patients 
with  depression 

Dr  Eilers  offers  the  following 
advice  to  employers  and  other 
doctors  who  see  patients  with 
depression: 

• Accept  the  fact  that  depres- 
sion is  a medical  illness. 

• Encourage  people  to  get 
treatment. 

• Remember  that  depression 
is  not  a choice,  a habit  or  a 
weakness— it's  an  illness. 

If  more  people  strive  to  re- 
gard depression  in  that  light, 
Eilers  said,  it  will  gradually  be- 
come more  accepted  in  our 
culture  for  people  to  feel  safe 
enough  to  seek  treatment. 


ate  the  level  and  intensity  of  pain. 
It  has  also  increased  my  under- 
standing that  depression  is  a treat- 
able medical  illness. "❖ 
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Guest  editorials 

Managed,  unmanaged  or  mismanaged  care? 


Richard  J.  Thurrell,  MD,  Madison 

IF  "mismanaged  care"  were  the 
only  alternative  to  "managed 
care,"  no  physician  would  advo- 
cate for  the  former.  On  the  other 
hand,  "unmanaged  care"— if  the 
phrase  meant  that  all  choices  and 
decisions  rested  with  the  indi- 
vidual patient  in  consultation  with 
a chosen  physician— would  doubt- 
less garner  many  medical  votes, 
perhaps  even  a large  majority. 

But  in  such  a simple  poll,  it 
would  be  hard  to  distinguish  pre- 
cisely what  individual  voters 
thought  they  were  supporting.  The 
phrase  "managed  care"  has  taken 
on  a range  of  meanings  that  has 
made  its  definition  parallel  to  the 
proverbial  blind  men's  definition 
of  an  elephant. 

In  some  regions  of  Wisconsin 
and  nationwide,  the  systematic 
management  of  medical  care  has 
come  to  mean  the  sensible  utiliza- 
tion of  resources  and  referrals  by  a 
primary  physician  who  has  been 
chosen  from  among  other  available 
doctors  by  the  sick  patient.  But  in 
other  areas  and  in  the  minds  of 
many  physicians,  the  managed 
care  monster  is  destructively  stalk- 
ing patient  health  and  medical 
practice  by  leaving  major  medical 
decisions  to  telephone  clerks  with- 
out college  degrees  to  enlarge 
multi-million  dollar  executive  sala- 
ries and  to  increase  stockholder 
dividends. 

So,  it  would  appear  that  this  is 
the  time  for  physicians  to  step  back 
(while  we  still  have  a chance  to  do 
so)  and  define  what  we  perceive  as 
essential  elements  of  any  medical 
system  that  purports  to  deliver 


Dr  Thurrell  is  editor  of  the  Wisconsin 
Psychiatrist  and  vice  chair  of  the  SMS 
Commission  on  Medicine  and  Ethics. 


comprehensive  medical  care  to  any 
or  all  citizens.  We  can  best  do  this 
by  adopting  a medically  informed 
"patient's  eye"  view. 

As  a psychiatrist,  I am  particu- 
larly aware  of  the  frequent  man- 
aged care  shortcomings  and  abuses 
that  bear  on  psychiatry,  but  I be- 
lieve that  these  problems  also  in- 
trude at  times  on  the  practices  of 
all  my  medical  colleagues,  whether 
in  primary  or  specialty  care.  The 
problematic  emphasis  differs 
among  medical  specialities  but 
troublesome  elements  are  the 
same. 

Resolutions  pending 

Several  resolutions  regarding 
health  care  reform  are  now  before 
the  Wisconsin  Psychiatric  Associa- 
tion executive  council  and  mem- 
bership. 

The  resolution  I have  offered 
seeks  to  transcend  global  argument 
about  alternative  over-all  systems 
of  "unmanaged"  or  "managed 
care"  models  in  order  to  suggest 
appropriate  elements  in  any  health 
care  system  responsive  to  patient 
need.  The  resolution  offers  the  fol- 
lowing principles: 

• In  all  situations  in  which  health 
care  insurance  is  offered  or  pro- 
vided, the  potential  patient 
should  have  the  option  of  choos- 
ing, at  least  annually,  from  at 
least  three  alternative  medical 
systems,  if  willing  to  pay  any 
differential  premium  in  choos- 
ing a more  expensive  policy. 

• Within  a particular  health  care 
plan  or  system,  the  patient 
should  by  able  to  choose,  at  least 
on  an  annual  basis,  between  all 
available  primary  physicians 
and  all  available  principal  phy- 
sicians. (A  "principal  physi- 
cian," for  example,  for  a patient 
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with  epilepsy  might  be  a neu- 
rologist, whereas  a psychiatrist 
would  likely  be  the  principal 
doctor  for  a patient  with  recur- 
rent major  depression  while  a 
rheumatologist  might  take  that 
role  with  some  arthritics.) 

• No  discrimination  as  to  limits 
or  percent  of  insurance  coverage 
should  be  made  on  the  basis  of 
the  type  or  usual  course  of  cer- 
tain medical  illnesses.  If  a sys- 
tem wishes  to  sell  only  limited 
coverage,  that  limitation  should 
apply  regardless  of  the  nature  of 
the  diagnostic  category  in- 
volved, provided  that  the  phy- 
sician reports  the  diagnosis  in 
accord  with  generally  accepted 
medical  terminology,  and  the 
treatment  plan  is  in  accord  with 
generally  accepted  treatment 
principles  applicable  to  the  par- 
ticular diagnostic  categories.  If 
an  insurance  plan  purports  to 
offer  full  coverage,  it  should  of- 
fer such  full  coverage  regardless 
of  diagnostic  category. 

• The  patient's  insurability  should 
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be  guaranteed  as  "portable" 
across  any  change  in  U.S.  geo- 
graphic or  employment  situa- 
tion. 

• Health  care  insurance  in  accord 
with  these  principles  should  be 
universally  available  to  US  citi- 
zens, whatever  the  variability 
among  local  or  national  health 
insurance  plans. 

• Provision  should  be  made  in  all 
health  care  plans  for  the  new 
subscriber  to  voluntarily  con- 
tinue with  minimal  penalty,  if 
any,  in  treatment  with  a prior 
physician  with  whom  he  or  she 
has  a previously  established 
doctor-patient  relationship  of  6 


months  or  more  duration.  Such 
continuation  of  treatment  by  the 
previous  physician  should  con- 
tinue to  be  possible  if  the  patient 
chooses  until  remission  of  the 
current  episode  of  illness. 

• Administrative  costs,  including 
but  not  limited  to,  executive 
salaries,  executive  bonuses  and 
stockholder  dividends,  should 
not  exceed  15%  of  the  collective 
premium  dollar. 

• Similarly,  the  proportion  of  col- 
lective premium  expenditure  ac- 
countable to  particular  physi- 
cian services  should  be  based  on 
current  national  or  regional 


standards  for  reasonable  and 
customary  physician  charges. 

In  this  lull  between  national  and 
state  health  care  reform  initiative, 
the  house  of  medicine  has  an  op- 
portunity to  formulate  its  ideal 
principles  and  practical  specifics 
for  delivery  of  patient  care  in  re- 
vised medical  systems.  These  prin- 
ciples and  specifics  should  be  ap- 
plicable and  relevant  to  whatever 
variety  of  "managed"  or 
"unmanaged"  systems  evolve. 
Such  formulations  should  help 
American  medicine  insure  that 
healthcare  is  not  "mismanaged. "❖ 


Bob  Cratchit  on  the  couch 


William  Houghton,  MD,  Milwaukee 

(Psychiatry  used  to  be  a craft,  and  a 
proud  " cottage  industry ,"  in  which  a 
doctor  put  himself  in  the  shoes  of  the 
patient  and  together  they  engineered 
their  way  out  of  the  woods,  often  by 
main  strength  and  awkwardness  and 
canny  hunches.  The  modern  paradigm 
is  the  production  line  in  which  the  psy- 
chiatrist processes  a higher  volume  of 
material,  always  keeping  his  eye  on  the 
smooth  flow  of  the  conveyor  belts  and 
his  own  bottom  line.  The  contrast  be- 
tween the  model  of  the  forest  and  the 
model  of  the  production  line  is  radi- 
cal, confusing  and  perhaps,  irreconcil- 
able. The  question  whether  many  pa- 
tients have  the  psychological  and  ever 
neurophysiological  capacity  to  make 
good  use  of  this  new  model  is  unan- 
swered and  hardly  asked.  Practitioners 
are  spinning.) 

Bob  was  having  a scotch  in  the  tap- 
room  of  the  Athletic  Club.  He 
pointed  me  to  a chair  and  poured 
his  tale  into  my  ear: 


"Prove  your  worth  in  the  mar- 
ket place?  Sounds  like  a good  idea. 
I wasn't  half  bad  at  basketball,  real 
good  at  competitive  exams,  why 
not  the  'market  place?'  Of  course, 
a few  other  values  may  go  by  the 
boards. 

"Hours  of  time  shuffling  bliz- 
zards of  paper.  Learning  to  log-on- 
-hours  of  computer  time  for  edu- 
cation and  better  professional  com- 
munication. 

"These  hours  subtract  from  the 
time  spent  talking  to  a human  be- 
ing eye-to-eye,  in  what  used  to  be 
called  'the  real  world.' 

"Counting  money,  of  course,  is 
the  passion  of  the  market  place, 
and  I do  dedicate  myself  to  that 
every  hour  of  every  day.  Some- 
times as  I talk  with  a patient,  col- 
umns of  numbers  scroll  down  my 
spectacles. 

"The  balance  sheet  tester,  vision 
shatters  into  jagged  shards.  Work 
like  a dog,  60  hours,  bill  40-45 
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hours.  Not  counting  a flood  of 
phone  calls.  Overhead  is  15%  of 
gross  income  at  standard  commu- 
nity rates  (I  won't  let  myself  puff 
them  up  like  some  do),  that's  not 
bad.  I see  some  Medicare  and  Med- 
Continued  on  next  page 
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icaid  patients,  to  pull  my  weight, 
which  is  5%  off  projected  total  in- 
come (not  much  off,  not  much  in, 
either).  Ten  percent  of  fees  are  non- 
collectible—that  isn't  bad,  at  many 
offices,  but  how  can  you  get  it 
down?  (Business  advisor  says  call 
patients  ahead  of  time  to  remind 
them  of  appointments.  I've  seen  it 
done,  but  that  isn't  psychotherapy 
to  build  autonomy;  it's  dentistry.  Is 
it  possible  to  do  behavioral  health 
care  with  a totally  reasonable 
population,  no  irrational  or  sick 
people?)  I'll  accept  10  percent  as 
non-collectible;  it  goes  with  the  ter- 
ritory. And  I choose  to  set  reduced 
rates  for  motivated  patients  who 
are  strapped  for  funds,  partly  'cuz 
I like  being  a nice  guy  and  partly 
because  they're  hard-working  pa- 
tients who  make  good  progress, 
and  that's  another  10  percent  off 
total  income.  (I've  worked  in  busy 
clinics  with  multiple  HMO  con- 
tracts, and  often  no  one  thinks  of 
reduced  rates,  neither  the  patient 
nor  the  therapist,  and  treatment 
stops  on  the  day  the  contract  ex- 
pires. Much  neater,  no  personal 
hassles  between  the  parties,  but 
also  no  interaction  and  recognition 
of  this  particular  patient  as  an  in- 
dividual.) Okay  that's  15%  over- 
head, 5%  Medicare,  10%  non-col- 
lectible, 10%  reduced  fees:  40%  so 
far. 

"The  part  I didn't  choose,  and 
often  didn't  know  about,  is  the  15% 
deducted  in  the  past  year  as  "ad- 
justed" or  "discounted"  rates  by 
various  companies,  no  doubt  to 
help  me  monitor  myself.  (The  dis- 
counts range  from  10-50%  for  dif- 
ferent companies,  but  average  out 
to  15%  of  projected  gross  income.) 
Some  of  these  are  clearly  stated  in 
contracts— the  blizzard  of  paper— 
and  I chose  to  take  a rate  that  was 


lower  than  standard.  Some  of  it  is 
buried  and  unseen— I wonder  if 
they  are  the  same  personality  dis- 
orders as  my  non-collectibles— as 
happened  with  Company  X which 
used  to  pay  full  fees.  Company  Y, 
which  I thought  was  small  and  in- 
significant, among  the  blizzard  of 
paper,  negotiated  a 45%  discount 
with  me,  and  months  later  I found 
that  was  a wholly-owned  subsid- 
iary of  X,  so  a number  of  patients 
with  X Company  insurance  had 
their  fees  cut  in  half.  No  link  be- 
tween Y and  X was  stated  in  the 
original  paperwork.  So  it  goes  in 
the  fast  lane.  I try  to  keep  tabs.  (Of 
course  I am  tempted  to  manipulate 
back  but  my  good  Catholic  back- 
ground keeps  me  ridiculously 
straight.) 

"It  is  an  obvious  conclusion 
from  these  calculations  that  often 
business  principles  and  the  prin- 
ciples of  psychotherapy  do  not  co- 
incide. No  one  does  mental  health 
work  like  this  only  for  the  money. 

"Forty  percent  plus  15%,  that's 
55%  off  of  projected  income,  before 
the  IRS,  which  may  leave  a bit  for 
that  other  item— what  do  they  call 
it?  Personal  uses?  Life?  I'm  doing 
well:  I'm  in  the  top  20%  in  psychia- 
trist' income,  most  psychiatrists  are 
at  the  absolute  bottom  of  all  phy- 
sicians (Medical  Economics,  Oct 
1995).  Still,  I knew  I didn't  want  an 
unconscious  patient.  I wanted  one 
who  is  awake  and  kicking,  shoot- 
ing off  his  mouth,  hopefully  devel- 
oping. 

"I  realize  that  inflation  is  gob- 
bling up  the  income  of  all  physi- 
cians. Between  1992  and  1995,  the 
price  of  first  class  mail  went  up 
300%;  college  tuition,  600%;  a hos- 
pital bed,  750%;  a movie  ticket, 
175%;  a visit  to  a psychiatrist,  170% 
(Chicago  Magazine,  Dec  1995).  We're 
up  there  with  movie  tickets. 


"Most  of  my  money  for  personal 
uses  passes  through  my  hands  like 
water,  too,  trickling  into  necessary 
things,  insurance  policies  and  very 
little  into  slush  funds  and  particu- 
lar bright  objects  that  I can  touch. 
The  house  needs  paint,  and  goes 
on  needing  it.  And  I have  a degree 
of  detachment  from  the  needs  of 
my  family— they  can  scramble  for 
themselves,  can't  they?— as  well  as 
my  own. 

"And  in  the  final  analysis,  I 
don't  give  a tinker's  damn  for  this 
percentage  or  that,  so  long  as 
there's  food  and  shelter,  and  some- 
times I can  come  to  the  Club. 

"But  my  question  is  this:  how 
much  does  society  want  me  and 
other  doctors  to  think  about  the 
market  place  when  we  are  seeing 
patients?  Should  I even  be  thinking 
about  these  numbers  with  the  de- 
votion I give  to  them?  It  used  to  be 
that  a psychiatrist  or  psychothera- 
pist gave  his  or  her  undivided  at- 
tention to  the  tone  and  gesture  of 
an  individual  patient,  the  complex 
language  of  image  and  dream,  the 
ambiguous  depths  of  a patient's 
life,  but  is  that  possible  if  he  keeps 
his  financial  books  at  the  same 
time?  Is  this  'the  paradigm  shift  to 
accountability  and  treating  whole 
populations'  which  the  modern 
mental  health  worker  modestly 
takes  on? 

"It  is  peculiar  that  this  dilemma 
isn't  much  talked  about.  I think  I 
see  it  in  other  therapists'  strain,  ir- 
ritability, rush,  embarrassment, 
and  such  signs.  But  few  say  that  it 
is  difficult  to  simultaneously  do 
two  things  well. 

Bob  drew  on  his  coat  and  left, 
but  his  closing  words  stayed  on  in 
my  mind. 

"Money  or  psychotherapy— 
which  is  more  profoundly  the  love 
that  dare  not  speak  its  name?"*:* 
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Lithium,  a multi-edged  sword: 
the  past,  present,  and  future 


James  W.  Jefferson,  MD,  Madison 

Lithium,  the  element,  was  dis- 
covered by  Arfwedson  in 
1817.  By  the  mid-1800s,  English- 
man Sir  Alfred  Garrod,  noting  that 
a lithium  solution  dissolved  uric 
acid  deposits,  began  using  lithium 
to  treat  gout  and  other  physical  ill- 
nesses. By  the  late  1800s,  lithium 
had  been  used  for  both  the  treat- 
ment of  mania  (William 
Hammond,  1871)  and  in  prophy- 
lactic administration  for  depres- 
sion (Carl  Lange,  1886). 

Before  long,  almost  every  imag- 
inable medical  illness  was  thought 
to  respond  to  lithium  treatment. 
Mineral  spring  waters  reputed  to 
have  high  lithium  concentrations 
became  extremely  popular  for  their 
supposed  medicinal  values.  Buf- 
falo Lithia  Springs,  for  example, 
boasted,  "The  water  of  spring  #1  is 
the  most  powerful  restorative  of 
the  broken-down  enfeebled  human 
system  that  I have  known."  In  Wis- 
consin, Lithia  Beer  was  popular  for 
decades  and  people  were  encour- 
aged to  drink  it  to  improve  their 
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health.  Eventually,  physicians  real- 
ized that  Lithia  waters  and  Lithia 
Beer  cured  only  thirst.1  It  wasn't 
until  1949  that  John  Cade,  an  Aus- 
tralian, began  the  modern  era  of 
lithium  therapy  by  publishing  his 
report,  "Lithium  Salts  in  the  Treat- 
ment of  Psychotic  Excitement."2 

At  about  the  same  time  in  the 
United  States,  lithium  chloride  was 
being  used  as  a table  salt  substitute 
for  patients  with  heart  disease  and 
hypertension.  In  that  setting,  many 
individuals  became  lithium  toxic 
and  some  died.1  This  unfortunate 
event  was  one  of  several  reasons 
why  lithium  acceptance  in  the 
United  States  was  so  slow.  It  wasn't 
until  1970  that  lithium  received 
Food  and  Drug  Administration 
(FDA)  approval  for  acute  mania 
and  1974  when  it  was  approved  for 
maintenance  therapy  of  manic-de- 
pressive disorder. 

While  these  currently  are  the 
only  approved  indications  for 
lithium,  its  uses  are  far  more  exten- 
sive. It  has  served  as  an  acute  anti- 
depressant in  bipolar  (but  not  uni- 
polar) depression  and  as  an  aug- 
menting agent  in  treatment-resis- 
tant depression.  It  has  been  effec- 
tive in  the  long-term  treatment  of 
unipolar  depression  and 
schizoaffective  disorder,  and  in 
treating  impulsive  aggression. 

Lithium  uses  also  extend  be- 
yond psychiatry  and  medicine. 
Lithium  also  has  been  shown  effec- 


tive as  a systemic  fungicide  that 
protects  cucumbers  against  pow- 
dery mildew  infections.4 

Proposed  action  mechanisms 

What  is  lithium's  action  mecha- 
nism? "Since  the  key  is  so  small,  it 
fits  many  locks,"  explains  Prof 
Mogens  Schou,  a lithium  research 
pioneer. 

With  the  atomic  number  3 and 
atomic  weight  6.9,  one  can  expect 
lithium  to  interact  almost  every- 
where in  the  human  body.  Lithium 
has  substituted  for  cations  such  as 
sodium,  potassium,  calcium  and 
magnesium;  altered  transport  of 
neurotransmitter  precursors;  influ- 
enced function  of  virtually  every 
neurotransmitter,  and  affected  sec- 
ond messenger  systems.5  Recent 
research  has  involved  the 
phosphoinositide  second  messen- 
ger system.  A University  of  Wis- 
consin study  using  monkey  cere- 
bral cortex  slices  showed  that 
lithium  stimulates  glutamate  re- 
lease, that  glutamate  then  activates 
the  N-methyl-D-aspartate 
(NMDA)  receptor  which,  in  turn, 
increases  levels  of  inositol  1,4,5- 
trisphosphate  (IP3).  Researchers 
hypothesized  that  increased  levels 
of  glutamate,  an  excitatory  neu- 
rotransmitter, may  have  antide- 
pressant activity  while  secondary 
down-regulation  of  the  NMDA  re- 
ceptor may  have  an  antimanic  ef- 
fect.6 
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Another  proposed  action 
mechanism  involving  the  concept 
of  the  “bipolarity  virus"  is  based 
on  clinical  similarities  between  her- 
pes simplex  infections  and  bipolar 
disorder,  and  the  fact  that  lithium 
effectively  treats  both  conditions.7 
All  in  all,  however,  the  mechanism 
of  action  remains  unknown. 

Maintenance  therapy 

Despite  numerous  studies,  re- 
searchers disagree  as  to  when  long- 
term  treatment  should  begin. 
Goodwin  and  Jamison  suggested 
beginning  maintenance  therapy 
"after  the  second  episode  (some- 
times after  the  first),"8  while  an  in- 
ternational panel  of  experts  sug- 
gested long-term  treatment  if  a 
new  episode  occurs  within  3-4 
years.9  Modern  researchers  might 
better  be  able  to  follow  these  rec- 
ommendations if  they  were  as- 
sured of  an  ideal  clinical  response 
and  no  problem  with  long-term 
side  effects. 

The  optimal  serum  lithium  level 
for  maintenance  therapy  is  another 
matter  of  debate.  Early  studies  rec- 
ommended that  levels  be  main- 
tained between  0.8  and  1 .0  mmol/ 
L,  although  studies  from  England 
suggested  that  the  risk  of  relapse 
didn't  increase  greatly  until  levels 
fell  below  0.4  mmol/L.  In  1989, 
Gelenberg  et  al  presented  the  re- 
sults of  a 3-year,  prospective, 
double-blind  maintenance  study 
comparing  the  benefit  of  levels  be- 
tween 0. 8-1.0  mmol/1  and  be- 
tween 0.4-0. 6 mmol/L.10  They 
found  that  the  relapse  rate  was  2.6 
times  higher  in  those  in  the  low- 
range  group,  while  side  effects  and 
dropouts  were  more  common  in 
the  standard-range  group.  We  can 
only  wonder  whether  the  benefit 
of  the  higher  range  and  the  fewer 
side  effects  of  the  lower  range 
could  have  been  combined  at  lev- 
els between  0.6  and  0.8  mmol/L. 

The  conclusions  of  the 
Gelenberg  et  al  study  were  recently 
questioned  by  Rosenbaum  et  al  fol- 
lowing reanalysis  of  the  data  (sum- 


marized in  reference  11).  They 
found  that  almost  all  recurrence 
risk  was  in  patients  randomized  at 
the  study's  start  from  a high  main- 
tenance level  to  a low  one.  Patients 
who  entered  on  a low  level  and 
remained  low,  those  who  entered 
at  a high  level  and  remained  high, 
and  those  who  entered  at  a low 
level  and  were  randomized  to  a 
high  level  had  much  lower  relapse 
rates. 

In  other  words,  a selective  2.3 
times  increased  risk  of  recurrence 
was  found  in  those  whose  levels 
were  abruptly  lowered.  Thus,  the 
issue  of  optimal  maintenance  level 
remains  unresolved.  The  risk  of 
recurrence  appears  increased  if  the 
lithium  level  is  lowered  rapidly  (or 
discontinued  abruptly  as  shown  in 
another  study).11 

Discontinuation 

When  or  if  lithium  maintenance 
should  be  discontinued  is  another 
issue.  According  to  a literature  re- 
view by  Suppes  et  al  of  14  studies 
of  patients  who  had  been  stable  on 
lithium  for  at  least  several  months, 
the  risk  of  an  episode  following 
lithium  discontinuation  was  28 
times  higher  than  while  on  medi- 
cation.12 Mania  was  especially 
likely  to  occur  soon  after  discon- 
tinuation with  25%  of  the  episodes 
occurring  within  the  first  2.7 
months. 

Toxicity,  side  effects 
and  breakthrough  episodes 

Continuing  lithium  indefinitely 
would  not  be  problematic  were  it 
not  for  side  effects,  toxicity  and 
breakthrough  episodes. 

Lithium  intoxication 

Death  or  permanent  neurological 
damage,  especially  cerebellar  dam- 
age, can  result  from  lithium  intoxi- 
cation.11 With  appropriate  recogni- 
tion and  treatment,  intoxication 
often  is  fully  reversible.  Causes  of 
lithium  intoxication  include  exces- 
sive intake  (both  accidental  and  de- 
liberate), dehydration,  kidney  dis- 


ease, low  sodium  diets  and  drug 
interactions.  Patients  with  lithium- 
induced  polyuria  are  at  great  risk 
for  dehydration  if  fluid  intake  is 
compromised. 

If  neurological  impairment  and 
elevated  serum  lithium  levels  de- 
termine that  intoxication  is  severe, 
the  most  efficient  treatment  is  he- 
modialysis. Lithium  clearance  us- 
ing dialysis  is  between  63-168  ml/ 
minute  compared  to  15-30  ml/ 
minute  by  normal  kidneys.  Since 
hemodialysis  removes  lithium  so 
rapidly  from  the  body,  attention 
must  be  paid  to  the  "rebound"  in- 
crease in  serum  lithium  level  that 
occurs  following  termination  as 
lithium  reequilibrates  from  tissue 
to  blood.  A report  of  lithium  tri- 
chobezoar illustrates  this  rebound, 
as  well  as  an  unexpected  compli- 
cation.14 

Following  an  overdose  which 
produced  a coma  in  association 
with  a serum  lithium  level  of  3.54 
mEq/L,  the  patient  was  hemodia- 
lyzed.  The  lithium  level  fell  to  2.29 
mEq/L,  but  then  rebounded  to  3.36 
mEq/L.  Despite  a second  dialysis 
and  more  than  3 days  after  initia- 
tion of  treatment,  the  serum  level 
actually  was  higher  than  it  had 
been  on  admission.  The  patient 
underwent  esophagogastro- 
duodenoscopy  and  a large  concre- 
tion of  lithium  tablets  and  hair,  a 
trichobezoar  was  found.  Once  it 
was  broken  up  and  removed,  the 
patient  was  dialyzed  again  and  the 
lithium  level  fell  quickly  and  per- 
manently. The  bezoar  in  the  case 
report  was  5-6  cm  in  diameter,  con- 
siderably larger  than  a golf  ball 
which  measures  about  41/4  cm  in 
diameter. 

Side  effects: 

Nontoxic  neurological 

Lithium's  nontoxic  neurological 
side  effects  include  lack  of  sponta- 
neity, reduced  reactivity,  intellec- 
tual inefficiency,  memory  prob- 
lems, difficulty  concentrating  and 
dysphoria.  These  problems  may  be 
subtle  enough  not  to  be  recognized 
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by  the  physician,  but  troublesome 
enough  to  lead  to  noncompliance. 
In  such  situations,  it's  important  to 
exclude  the  possibility  of  lithium- 
induced  hypothyroidism  and/or 
hypercalcemia,  a breakthrough 
depression,  and  the  effects  of  other 
medications,  especially  those  with 
sedative  and/or  anticholinergic 
activity.  If  all  else  fails,  a slight  re- 
duction in  lithium  dosage  may  be 
beneficial. 

Headache  in  association  with 
lithium  therapy  is  seldom  a major 
problem.  There  have  been  a few 
reports,  especially  in  overweight 
young  women,  of  headache  and 
blurred  vision  associated  with 
papilledema  and  increased  intra- 
cranial pressure.  Benign  intracra- 
nial hypertension  (pseudotumor 
cerebri)  associated  with  lithium 
use  tends  to  be  slowly  reversible 
when  lithium  is  discontinued.15 

Tremor  is  a common  side  effect 
usually  appearing  early  in  the 
course  of  treatment.  It's  a postural 
tremor  most  apparent  during  ac- 
tivities requiring  fine  motor  con- 
trol. If  tremor  treatment  is  neces- 
sary, one  or  more  of  the  following 
may  be  useful:  dose  reduction, 
single  daily  dose  administration  at 
bedtime,  eliminating  dietary  caf- 
feine, and  adding  beta  blocker  or 
primidone.  A worsening  tremor 
may  be  a warning  sign  of  impend- 
ing lithium  toxicity. 

Thyroid 

Since  lithium  inhibits  release  of 
thyroid  hormone  from  the  gland, 
abnormal  thyroid  function  is  com- 
mon during  the  course  of  therapy. 
Risk  factors  for  lithium-induced 
goiter  and  hypothyroidism  include 
prior  thyroid  disease,  positive  an- 
tithyroid antibodies,  the  presence 
of  other  antithyroid  drugs  and  a 
positive  family  history  of  thyroid 
disease.  The  risk  also  increases  in 
women.  Chemical  hypothyroidism 
of  a mild  degree  is  common  early 
in  the  course  of  lithium  therapy, 
often  resolving  spontaneously 
without  supplemental  thyroid  hor- 


mone. Substantial  serum  TSH  el- 
evations usually  predict  clinical 
hypothyroidism,  and  treatment 
with  L-thyroxine  (T4)  is  appropri- 
ate. 

Occasionally,  hyperthyroidism 
has  been  described  in  association 
with  lithium  therapy  or  shortly  af- 
ter discontinuation  of  lithium.  A 
recent  study  suggests  that  this 
might  not  be  coincidental,  since 
lithium-associated  hyperthyroid- 
ism occurred  several  times  more 
often  than  expected  in  the  general 
population.16 

Renal 

Lithium  has  a variety  of  effects  on 
the  kidney,  none  of  them  good.1 
Renal  complications  include  poly- 
uria, impaired  concentrating  abil- 
ity, reduced  glomerular  filtration 
rate,  and  proteinuria.  These  are  il- 
lustrated by  two  patients  I have 
been  treating  for  over  20  years.  Be- 
fore receiving  lithium,  the  first  pa- 
tient had  been  hospitalized  11 
times  over  a period  of  15  years, 
spending  a total  of  2 years  and  5 
months  in  the  hospital.  He  began 
lithium  in  1974  and  since  then  has 
had  no  further  hospitalizations  and 
has  been  steadily  employed. 

That  was  the  treatment's  suc- 
cessful aspect.  Meanwhile,  he's 
suffered  deterioration  of  kidney 
function.  Despite  a variety  of  ef- 
forts to  treat  polyuria,  his  urine 
volume  remains  between  4-5  liters 
per  day  (he's  currently  taking 
amiloride/  hydrochlorothiazide 
and  potassium),  his  serum  creati- 
nine has  increased  from  1.3  to  2.3 
mg/ dl  and  his  creatinine  clearance 
has  decreased  from  112  to  36  ml/ 
min.  We've  considered  discontinu- 
ing lithium  and  treating  him  with 
either  carbamazepine  or  valproate, 
but  there's  no  guarantee  that  either 
will  be  as  effective.  Consequently, 
he  continues  on  lithium  under  the 
close  observation  of  an  internist, 
nephrologist,  and  myself. 

The  second  patient  had  a partial 
but  adequate  response  to  lithium. 
She  was  hospitalized  at  age  18  for 


depression  and  at  age  19  for  ma- 
nia. She  then  took  lithium  between 
1974  and  1993  with  two  break- 
through manic  episodes,  one  de- 
pressive episode  and  an  episode  of 
lithium  toxicity.  In  1978  she  had  a 
24-hour  urine  volume  of  5,720  ml 
which,  when  treated  with  hydro- 
chlorothiazide, fell  to  slightly  un- 
der three  liters/ day.  Unfortunately, 
she  became  hypokalemic  and  re- 
quired amiloride/hydrochlorothi- 
azide  and  potassium  chloride  treat- 
ment. 

Despite  these  interventions,  by 
1992  her  urine  24-hour  volume  was 
4.6  liters,  with  a protein  content  of 
3.9  grams.  Serum  creatinine  was 
normal  and  the  creatinine  clear- 
ance was  at  the  lower  limits  of  nor- 
mal. Lithium  was  stopped  gradu- 
ally and  carbamazepine  begun. 
Over  2 years  later,  her  illness  re- 
mains in  remission,  she  has  noted 
a remarkable  improvement  in  cog- 
nitive function,  the  proteinuria  has 
resolved,  but  she  continues  to  have 
polyuria. 

Currently,  polyuria  is  the  most 
common  and  troublesome  renal 
side  effect  of  lithium.  Treatment 
approaches  include  lowering  the 
dose  (if  you  can),  administering 
single  daily  dose  (which  has  not 
been  consistently  shown  to  be  ben- 
eficial), the  use  of  diuretics  (thiaz- 
ide and/ or  potassium  sparing),  in- 
domethacin,  potassium  supple- 
mentation, desmopressin,  and 
inositol.  Neither  potassium  supple- 
mentation nor  desmopressin  (a 
synthetic  antidiuretic  hormone) 
has  been  shown  to  be  predictably 
effective.  The  benefits  of  inositol 
were  described  briefly  in  a paper 
from  Israel  in  which  patients  sub- 
jectively thought  their  urine  vol- 
ume decreased  while  taking  one 
gram  of  inositol  three  times  daily. 
Whether  inositol  is  truly  effective 
remains  to  be  established.18 

Dermatologic 

Lithium's  effects  on  the  skin  are 
both  good  and  bad.  The  drug 
aggrevates  acne,  psoriasis  and 
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Darier's  disease  but  improves  se- 
borrhea1*’ and  herpes  simplex. 

Lithium  and  Pregnancy 

Lithium's  use  during  pregnancy  is 
not  absolutely  contraindicated, 
and  a recent  review  by  Cohen  et  al 
suggested  that  the  risk  of  major 
congenital  anomalies  was  less  than 
previously  believed  hut,  nonethe- 
less, real.20  Lithium  babies  showed 
a 4%-12%  risk  of  major  malforma- 
tion compared  to  a 2%-4  % risk  in 
controls.  Consequently,  lithium  use 
is  still  discouraged  during  the  first 
trimester  unless  offset  by  the  risk 
of  a severe  manic  or  depressive  epi- 
sode. 

After  the  first  trimester,  lithium 
can  be  used  but  the  dose  should  he 
lowered  and,  perhaps,  temporarily 
discontinued  at  the  time  of  deliv- 
ery to  allow  the  newborn  to  be  as 
lithium-free  as  possible.  Since  the 
postpartum  time  is  one  of  great  risk 
for  mania  or  depression  in  bipolar 
women,  lithium  should  be  re- 
started immediately  after  delivery. 
Breast-feeding  is  generally  discour- 
aged since  small  amounts  of 
lithium  appear  in  breast  milk.  Keep 
in  mind  that  the  risks  of  lithium 
discontinuation  must  be  balanced 
against  the  risks  of  continuing 
treatment  during  pregnancy.  For 
example,  we  received  a report  from 
a doctor  of  a woman  who  became 
pregnant,  had  lithium  discontin- 
ued, and  shortly  thereafter  became 
psychotic  and  killed  her  3-year-old 
child. 

Drug  Interactions  & Lithium 

There  are  some  clinically  important 
interactions  between  lithium  and 
other  medications.21 

Diuretics 

Thiazide  and  probably  potassium- 
sparing diuretics  reduce  renal 
lithium  clearance.  Loop  diuretics 
don't  alter  serum  lithium  level,  at 
least  in  normal  volunteers,  and  os- 
motic and  xanthine  diuretics  actu- 
ally increase  lithium  clearance. 


Nonsteroidal 
Anti-inflammatory  Drugs 

Nonsteroidal  anti-inflammatory 
drugs  (NSAIDs)  tend  to  reduce  re- 
nal lithium  clearance  and  increase 
serum  lithium  level.  Aspirin  and 
sulindac  are  exceptions.  The  onset 
of  this  change  is  gradual.  Risk  fac- 
tors include  older  age,  higher 
NSAID  dose,  and  compromised 
renal  function. 

Angiotensin  Converting 
Enzyme  Inhibitors 

Angiotensin  converting  enzyme 
inhibitors  (ACE  inhibitors)  are  an- 
other group  of  drugs  associated 
with  severe  lithium  toxica tion.  This 
interaction,  thus  far,  has  been  con- 
fined to  case  reports  and  may  only 
occur  in  predisposed  individuals. 

Selective  Serotonin 
Reuptake  Inhibitors 

Recently,  there  have  been  case  re- 
ports of  adverse  interactions  be- 
tween lithium  and  selective  sero- 
tonin reuptake  inhibitors 
(fluoxetine,  fluvoxamine, 
paroxetine,  sertraline)  involving 
neurological  symptoms  in  the  pres- 
ence or  absence  of  increased  serum 
lithium  levels.  Pharmacokinetic 
studies,  however,  have  found  no 
important  interactions  between 
lithium  and  this  drug  class.  Over- 
all, the  combination  appears  both 
useful  and  safe. 

Overview  of  Current  Treatment 
of  Manic  Depressive  Disorder 

Overall,  lithium  continues  to  be  the 
drug  of  choice  for  acute  mania, 
maintenance  therapy,  and  acute 
bipolar  depression.  The  likelihood 
of  lithium  non-response  increases 
in  the  presence  of  mixed  (dyspho- 
ric) bipolar  disorder,  rapid  cycling 
(four  or  more  mood  episodes/ 
year),  a history  of  three  or  more 
previous  episodes,  and  a depres- 
sion-mania- euthymia  course.  Re- 
cently, a large  multicenter  placebo- 
controlled  study  of  lithium  and 
divalproex  sodium  in  acute  mania 
showed  divalproex  to  be  more  ef- 


fective than  the  placebo  and  as  ef- 
fective as  lithium.22 

Divalproex  (Depakote)  recently 
received  FDA  approval  for  acute 
mania  treatment  and  it  is  consid- 
ered by  many  to  be  first-line 
therapy.  A placebo-controlled  1- 
year  maintenance  study  compar- 
ing lithium,  valproate  and  placebo 
is  currently  underway.  While 
carbamazepine  also  is  used  exten- 
sively in  bipolar  disorder  treat- 
ment, the  drug  is  available  generi- 
cally;  consequently,  there  is  little 
industry  incentive  for  pursuing  the 
studies  necessary  to  obtain  FDA 
approval. 

At  present,  lithium,  valproate 
and  carbamazepine  are  the  three 
most  widely  used  medications  for 
bipolar  disorder.  During  acute 
mania  treatment,  lithium  often  is 
supplemented  with  relatively  low 
doses  of  an  antipsychotic  and 
higher  doses  of  a benzodiazepine, 
especially  clonazepam  or 
lorazepam.  Combinations  of 
lithium  and  an  anticonvulsant  are 
common  and  sometimes  all  three 
are  used  together.  For  extreme 
treatment  resistance,  clozapine  has 
been  used  with  some  success.23 

Risperidone  was  recently  ap- 
proved for  marketing  in  the  United 
States  for  treatment  of  psychotic 
disorders,  and  there  already  have 
been  some  reports  of  mania  being 
improved24  and  worsened25  by  its 
use. 

The  treatment  of  bipolar  depres- 
sion has  not  been  well  studied.26 
One  outpatient,  double-blind  com- 
parison showed  tranylcypromine 
(an  MAOI)  to  be  more  effective 
than  imipramine.  Another  study 
found  fluoxetine  was  more  effec- 
tive than  imipramine,  but  prob- 
lems in  study  design  raised  issues 
about  the  results.  There  currently 
is  a placebo-controlled  paroxetine/ 
imipramine  study  underway.  Fi- 
nally, there  is  some  evidence  that 
bupropion,  an  antidepressant 
available  only  in  the  United  States, 
may  be  particularly  useful  for  the 
treatment  of  bipolar  depression.27 
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Lithium  has  come  a long  way 
since  its  discovery  in  1817,  but 
much  remains  to  be  learned  about 
this  mysterious  and  magical  ele- 
ment. The  future  promises  a better 
understanding  of  its  mechanism  of 
action  and  even  greater  effective- 
ness and  safety  in  treating  bipolar 
and  other  psychiatric  disorders. 
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Incidence  of  dog  bites  in  Milwaukee,  Wis 

John  A.  Ndon,  PhD,  Gregory  J.  Jach,  MS,  and  William  B.  Wehrenberg,  PhD,  Milwaukee 


Abstract 

Dogs  are  everywhere.  The  inci- 
dence of  and  injuries  caused  by 
dog  bites  have  grown  to  such  epi- 
demic proportions  in  certain  parts 
of  the  United  States  that  they  are 
now  considered  a major  public 
health  concern.  Playful  Rover  is  no 
longer  a harmless  pet.  Uncon- 
trolled, he  now  can  be  considered 
a public  nuisance. 

In  this  study,  we  evaluated  the 
epidemiology  of  dog  bites  re- 
corded in  Milwaukee,  for  calendar 
years  1989-1991.  This  assessment 
included  anatomical  location  of 
bites,  victims'  ages,  behavioral  an- 
tecedents leading  up  to  the  bite  in- 
cidents, season  of  the  year,  and 
animal  ownership.  The  evaluation 
also  measured  the  correlation  co- 
efficient between  the  frequency  of 
dog  bite  incidents  and  median 
household  income  distribution 
within  the  city. 

During  the  3-year  period,  a to- 
tal of  3,926  animal  bites,  including 
3,244  (83%)  dog  bites,  were  re- 
ported to  the  City  of  Milwaukee 
Department  of  Health.  Of  all  the 
dog  bites  reported,  60%  were  on 
the  upper  extremities.  Children 
less  than  15  years  old  sustained 
44%  of  the  injuries,  mostly  to  the 
head  and  face.  Provocation  by  the 
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victim  accounted  for  19%  of  the 
cases.  The  majority  of  the  incidents 
(67%)  occurred  during  the  spring 
and  summer  months.  In  49%  of  all 
cases,  the  victims  families  or 
neighbors  owned  the  animals  in- 
volved in  the  biting.  Researchers 
also  observed  a significant  nega- 
tive correlation  between  bites  and 
median  household  income  distri- 
bution. 

Study  results  suggest  a need  to 
educate  the  public  about  the  mag- 
nitude of  dog-bite  problems,  en- 
force leash  laws  and  impound 
stray  dogs  as  an  integral  part  of 
prevention  programs. 

Introduction 

Of  the  estimated  two  million  ani- 
mal bites  that  occur  in  the  United 
States  each  year,  dog  bites  account 
for  80-95%. 12  Traditionally,  dog- 
bite  victims  mainly  have  been  con- 
cerned with  contracting  the  rabies 
virus.  Since  the  1940s,  however, 
vaccination  programs  have  dra- 
matically reduced  the  incidence  of 
rabies  in  dogs.3,4  Indeed,  in  the  US, 
laboratory-confirmed  cases  of  ra- 
bies in  dogs  have  decreased  from 
6,949  in  1947  to  128  in  1988.3  In  con- 
trast, the  number  of  rabid  wild  ani- 
mals has  increased  dramatically 
during  this  period.  In  1988,  out  of 


4,724  cases  of  animal  rabies  re- 
ported across  the  country,  88%  of 
the  cases  were  in  wild  animals,  and 
12%  were  in  domestic  animals.3 
Skunks  were  the  most  frequently 
reported  rabid  species,  accounting 
for  38%  of  all  rabid  animals,  fol- 
lowed by  raccoons,  bats  and 
foxes.5,6 

Even  though  rabies  has  been  the 
primary  reason  for  investigating 
animal  bite  cases,  between  2%  and 
16%  of  animal  bite  wounds  become 
infected  with  bacteria.  Although 
numerous  bacteria  have  been  iso- 
lated from  bite  wounds,  Pasteurella 
multocida  is  very  common.7-9  Re- 
cently, Capnocytophaga  canimorsus, 
a newly  described  gram-negative 
bacterium,  has  been  reported  as  a 
cause  of  fatal  septicemia  in  an 
immuno-compromised  patient  fol- 
lowing a dog  bite.10 

Apart  from  rabies  and  infection, 
a third  concern  is  disfigurement 
caused  by  scaring.11,12  Children,  in 
particular,  are  prone  to  suffer  from 
facial  injuries.13,14  Other  serious 
sequelae  of  dog  bite  injuries  in- 
clude intracranial  injury,15  orbital 
and  periorbital  injuries1,16 and  even 
death.17 

This  paper's  purpose  is  to  exam- 
ine the  problem  of  animal  bites 
with  special  emphasis  on  dog  bites 


Table  1.  Distribution  of  dog  bite  injury  on  the  body  parts  of  victims  per 
100,000  people. 


Location 

1989 

1990 

1991 

% of  Total 

Head/Neck 

36.7 

32.0 

29.3 

19.0 

Hand  and  Finger 

46.8 

43.8 

41.6 

25.8 

Upper  arm 

23.7 

22.0 

17.6 

12.3 

Lower  arm 

4.3 

3.8 

5.1 

2.6 

Foot 

2.5 

4.6 

2.4 

2.0 

Lower  leg 

20.9 

23.6 

17.2 

12.0 

Upper  leg 

19.3 

19.1 

13.9 

10.2 

Body  /Trunk 

5.1 

4.7 

3.8 

2.7 

Buttocks 

22.5 

23.1 

23.1 

13.4 
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Figure  la.  Distribution  of  dog  bite  per  year  incidents  by  census  tract  in  the  city  of  Mil- 
waukee, Wis,  1989-1991. 


in  Milwaukee,  and  identify  exist- 
ing patterns  that  may  lead  to  a bet- 
ter understanding  of  the  phenom- 
enon. Such  information  should 
enable  public  health  officials  to 
design  programs  to  reduce  the  fre- 
quency of  animal  bites. 

Methods 

Data  Base:  Researchers  reviewed 
animal  bite  reports  from  1989-1991 
from  the  City  of  Milwaukee  De- 
partment of  Health.  A total  of  3,926 
reported  incidents  were  recorded 
during  this  period.  Because  more 
than  80%  of  animal  bite  incidents 
involved  dogs,  our  report  focuses 
only  on  this  species. 

The  dog -bite  rate  was  calculated 
as  the  number  of  bites  per  100,000 
people  per  year  to  conform  to  stan- 
dard reporting  methods.3  In  133 
cases,  the  dogs  were  destroyed  and 
their  brain  tissue  shipped  to  the 
Rabies  Unit  of  the  Wisconsin  State 
Laboratory  of  Hygiene  in  Madison 
for  diagnosis.  Data  were  analyzed 
by  the  following  categories: 

1)  site  of  bite  (head  and  neck, 
hand  and  finger,  lower  arm, 
upper  arm,  foot,  lower  leg,  up- 
per leg,  trunk,  or  buttocks); 

2)  age  of  victim  (0-4  years,  5-14, 
15-24,  25-44,  45  and  older,  or 
age  unknown); 

3)  cause  of  attack  (provoked,  un- 
provoked, or  playful); 

4)  ownership  of  animal  (owned 
by  family  or  neighbor,  stray,  or 
unknown);  and 

5)  geographical  location  of  the  in- 
cident. 

Researchers  used  correlation 
analysis  to  determine  the  relation- 
ship between  the  frequency  of  dog 
bites  and  the  median  household 
income  within  the  census  tracts  of 
the  city. 

Results 

Bite  frequency:  A total  of  3,926  ani- 
mal bites  were  reported  in  Milwau- 
kee during  the  3-year  study  period. 
The  data  reported  are  means  for  the 
3 years  unless  stated  otherwise. 
The  majority  of  the  animal  bites — 


3,244  (83%) — were  dog  bites.  Cats 
were  involved  in  16%  of  the  bites 
while  the  remaining  1%  involved 
bats,  and  raccoons  and  other  wild 
animals.  Because  the  vast  major- 
ity of  bites  were  inflicted  by  dogs, 
our  report  focuses  only  on  this  spe- 
cies. Rabies  wasn't  diagnosed  in 
any  of  the  133  specimens  screened 
by  the  Wisconsin  State  Laboratory. 

Based  upon  a 1990  census  of 
632,219  people  in  the  City  of  Mil- 
waukee, the  mean  dog-bite  rate  for 
the  3-year  period  was  171  bites  per 

100,000  people  per  year.  Five  cen- 
sus tracts  out  of  a total  of  217  cen- 


sus tracts  had  500  bites  or  more  per 

100,000  people  (figure  la).  Twelve 
census  tracts  recorded  dog-bite  in- 
cidents of  400-499  per  100,000 
people  per  year  while  33  tracts  had 
incident  rates  of  300-399  per 

100,000  people  per  year. 

Dog  bites  for  the  3 years  fol- 
lowed a definite  seasonal  pattern, 
with  highest  incidence  occurring  in 
the  spring  and  summer  months  of 
April  through  September  (67%) 
and  the  lowest  incidence  during 
the  fall  and  winter  months  of  Oc- 
tober through  March  (33%). 
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Table  2.  The  percentage  distri- 
bution of  people  bitten  by  dogs 
by  age  in  Milwaukee,  WI  1989- 
1991. 


Age  Range  (yrs) 

% of  Total 

0-4 

9.1 

5-14 

34.6 

15-24 

11.8 

25-44 

25.9 

> 45 

12.4 

Unknown 

6.2 

Total 

100 

Anatomical  location  of  dog-bite 
wounds:  The  anatomical  locations 
of  dog  bites  are  presented  in  Table. 
1.  Overall,  the  majority  (41%)  of 
the  bites  were  located  on  the  up- 
per extremities.  Bites  to  the  lower 
extremities  accounted  for  24%  of  all 
incidents.  The  most  common  spe- 
cific sites  of  dog  bites  were  hand 
and  finger  (26%)  and  head  and 
neck  (19%). 

Age  of  victims:  Of  all  dog  bites  in 
Milwaukee,  44%  involved  children 
14  years  or  younger,  with  the  5-14 
year  old  group  more  prone  to  be- 
ing bitten  than  the  0-4  year  old 
group  (Table  2).  This  percentage 
of  bites  (44%)  is  inconsistent  with 
the  fact  that  the  0-14  year  old  age 
group  constitutes  only  37%  of  the 
population. 

Causes  of  attack:  Researchers  char- 
acterized behavioral  antecedents  to 
attacks  as  playful,  when  the  victim 
and  dog  were  acquainted  and  in- 
teracting in  a friendly  manner;  un- 
provoked, when  the  victim  was 
bitten  without  interacting  with  the 
dog;  provoked,  when  the  victim 
threatened  the  dog  or  invaded  the 
dogs  territorial  space;  or  unknown, 
when  no  cause  was  reported.  Play- 
ful interactions  accounted  for  only 
3.3%  of  the  dog  bites.  Provoked 
bites  represented  19%  and  unpro- 
voked attack  accounted  for  33%  of 


all  incidences.  Almost  half  of  the 
bites  were  categorized  as  due  to 
unknown  causes  (45.3%). 

Ownership  of  dog:  Controlled 
dogs — those  dogs  owned  by  fam- 
ily or  neighbors — accounted  for 
half  the  biting  incidences  (49%). 
At-large  dogs  were  involved  in 
38%  of  the  attacks  and  in  13%  of 
the  cases  there  was  not  enough  in- 
formation to  determine  ownership. 

Dog-bite  clusters  in  Milwaukee:  The 
average  dog  bite  per  100,000 
people  and  the  median  household 
income  by  census  tract  population 
in  the  City  of  Milwaukee  are  illus- 
trated in  figures  la  and  lb.  Re- 
search showed  significant  negative 
correlation  (r  = -0.26;  n = 218;  p < 
0.01, 1 tailed)  between  the  number 
of  dog  bites  and  the  median  house- 
hold income.  Conversely,  there 
was  a significant  positive  correla- 
tion (r  = 0.313;  n = 218;  0 < 0.01,  1 
tailed)  between  the  number  of  bites 
and  the  percentage  of  households 
below  the  poverty  level  in  the  cen- 
sus tracts. 

Discussion 

Recorded  incidents  of  dog  bites  in 
Milwaukee  showed  a mean  num- 
ber of  171  incidents  per  100,000 
people  per  year.  This  frequency  is 
comparable  to  other  major  urban 
areas.21314  Most  of  the  bites  were 
reported  during  the  summer 
months.  This  pattern  is  expected 
since  there  is  a greater  likelihood 
of  contact  between  dogs  and 
people  during  warmer  weather.  In 
addition,  since  a high  proportion 
involve  school-age  children,  and 
school  is  not  in  session  during  this 
period,  incident  likelihood  in- 
creases. Our  results  corroborate 
those  found  by  other  investiga- 
tors.2'12'13 

We  observed  that  most  dog-bite 
wounds  involved  the  extremities. 
A high  incidence  of  dog  bites  to  the 
extremities  also  has  been  reported 
by  other  investigators.112'1819  The 
high  proportion  of  bites  to  the  vic- 


tims' hands  and  legs  result  from  a 
dog  attacking  the  most  accessible 
part  of  the  body.  In  addition,  the 
movements  of  the  hands  and  legs, 
which  may  or  may  not  be  used  to 
threaten  the  dog  or  defend  against 
its  advances,  further  focuses  the 
dog's  attention  on  these  extremi- 
ties. 

This  study  supports  the  concept 
that  children  are  the  most  fre- 
quently bitten  age  group.  An  av- 
erage of  44%  of  all  the  bites  oc- 
curred to  individuals  14  years  of 
age  or  younger  even  though  this 
age  group  constitutes  only  37%  of 
the  population  in  Milwaukee.  A 
similar  trend  was  noted  in  Balti- 
more, where  60%  of  the  victims 
were  under  15  years  of  age,  al- 
though they  represented  less  than 
30%  of  the  population  in  that  city.2 
Factors  may  include  children's  ten- 
dency to  associate  with  dogs  more 
frequently  than  adults  and  their 
lack  of  experience  with  dogs.2,20 

Contrary  to  the  general  belief 
that  strays  rather  than  family  dogs 
represent  a greater  hazard  to  chil- 
dren,12 nearly  half  of  the  bites  re- 
ported in  Milwaukee  were  inflicted 
by  controlled  animals.  Other  stud- 
ies have  shown  that  family  pets  are 
responsible  for  16%  to  19%  of  the 
dog  bites,  while  neighbors'  dogs 
are  responsible  for  30%  to  42%  of 
the  bites.1216  Owners,  therefore, 
should  be  aware  that  their  dogs 
pose  a significant  danger  to  their 
neighbors  and  children.  At  the 
other  end  of  the  spectrum,  stray 
dogs  inflicted  only  33%  of  the  bites 
reported  in  this  study. 

Interestingly,  three  of  the  five 
census  tracts  with  500  bites  or  more 
per  100,000  people  per  year  have  a 
significant  portion  of  their  area  as 
parks.  As  a result,  they  have  a 
lower  population  yet  a much 
higher  frequency  of  dog  bites.  This 
calls  attention  to  the  increased  dan- 
ger of  dog  bites  in  public  areas. 
Furthermore,  it  suggests  that  leash- 
law  enforcement  may  decrease  the 
frequency  of  incidents  in  these  ar- 
eas. 
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A Inc  Hi,  Bites  Lo  Inc  Lo,  Bites  Lo 

■ Inc  Hi,  Bites  Hi  Inc  Lo,  Bites  Hi 


Figure  lb.  Composite  view  of  household  income  versus  average  number  of  dog  bites  per 
year  per  100,000  people  in  the  city  of  Milwaukee  between  1989-1991.  Median  household 
income  of  the  people  of  Milwaukee  was  taken  as  $22,000  and  the  median  dog  bite  per 
100,000  was  171.  Inc. Hi,  Bites  Lo  - Income  > $22,000  and  bites  per  100,000  people  < 
171;  Inc.Hi,  Bites  Hi  - Income  > $22,000  and  bites  per  100,000  people  > 171;  Inc.Lo, 
Bites  Low  - Income  < $22,000  and  bites  per  100,000  people  < 171;  Inc.Lo,  Bites  Hi  - 
Income  < $22,000  and  bites  per  100,000  people  > 171. 


Based  on  the  fact  that  no  dogs 
had  the  rabies  virus  in  Milwaukee, 
the  fear  of  rabies  virus  spill-over 
from  wildlife  appears  to  be  mini- 
mal. 

There  were  significant  correla- 
tions between  the  frequency  of 
bites  and  the  median  household 
income  and  the  percentage  of  fami- 
lies below  poverty  income  in  the 
census  tracts.  As  illustrated  in  fig- 
ures la  and  lb,  the  higher  fre- 
quency of  bites  is  clustered  in  the 
center  of  Milwaukee.  This  area 
also  represents  a large  proportion 
of  households  with  income  of  less 
than  $14,000  per  year. 

Though  the  emotional  and 
physical  benefits  derived  from  the 
human-dog  bond  is  well  recog- 
nized,18 an  appreciable  risk  also  is 
present.  This  study  suggests  the 
need  for  more  lay  and  professional 
education  and  action  on  the  prob- 
lem of  dog  bites.  Education  of  the 
public,  particularly  of  children  and 
users  of  parks,  should  be  a prior- 
ity. When  confronted  with  a pa- 
tient with  an  animal  bite,  physi- 
cians should  consult  state  public 
health  officials  on  a case-by-case 
basis  regarding  the  need  for  post- 
exposure prophylaxis  or  follow  the 
General  Guidelines  for  Potential 
Rabies  Exposures  as  published  in 
Wisconsin  Epidemiology  Bulletin.4 

Acknowledgments 

The  authors  wish  to  thank  Dr 
Frank  Stetzer,  Don  Voltz,  Tammy 
Smith  and  Lois  Stagg  for  their  tech- 
nical assistance  in  the  preparation 
of  the  manuscript. 

References 

1 . Moore  RM,  Zehmer  RB,  Moulthrop 
JI,  Parker  RL:  Surveillance  of  ani- 
mal-bite cases  in  the  United  States, 
1971-  1972.  Arch  Environ  Health 
1977;32:267-270. 

2.  Berzon  DR,  Farber  RE,  Gordon  J, 
Kelley  EB:  Animal  bites  in  a large 
city  - a report  on  Baltimore,  Mary- 
land. Am  I Public  Health  1972;62: 
422-426. 

3.  Center  for  Disease  Control  Surveil- 
lance Summary.  Rabies  surveil- 


lance, United  States,  1988.  MMWR 
1989;38:1-19. 

4.  Wisconsin  Epidemiology  Bulletin. 
Animal  Rabies  in  Wisconsin. 
1990;12:2-8. 

5.  Beck  AM,  Felser  SR,  Glickman  LT: 
An  epizootic  of  rabies  in  Maryland, 
1982-84.  Am  J Public  Health  1986; 
77:42-44. 

6.  Jenkins  SR,  Winker  WG:  Descrip- 
tive epidemiology  from  an  epi- 
zootic of  raccoon  rabies  in  the 


Middle  Atlantic  States,  1982-1983. 
Am.  J Epidemiol  1987;126:429-437. 

7.  Elubbert  WT,  Rosen  MN:  1.  Pas- 
teurella  multocida  infection  due  to 
animal,  bite.  Am  J Public  Health 
1970;60:1103-1108 

8.  Goldstein  EJC,  Richwald  GA:  Hu- 
man and  animal  bite  wounds.  Am 
Pam  Physician  1987;36:101-109. 

9.  Brook  1:  Human  and  animal  bite 
infections.  / Fam  Pract  1989;28:713- 
718. 


240 


Wisconsin  Medical  Journal  • April  1996 


10.  Ndon  JA:  Capnocytophaga 

canimorsus  septicemia  caused  by 
a dog  bite  in  a hairy  cell  leukemia 
patient.  / Clin  Microbiol  1992;30:211- 
213. 

11.  Daniels  TJ:  A study  of  dog  bites  on 
the  Navajo  reservation.  Public 
Health  Rep  1986;101:50-59. 

12.  Lauer  EA,  White  WC,  Lauer  BA: 
Dog  Bites  - a neglected  problem  in 
accident  prevention.  Am  J Dis  Child 
1982;136:202-204. 

13.  Beck  AM,  Loring  H,  Lockwood  R: 
The  ecology  of  dog  bite  injury  in 


St.  Louis,  Missouri.  Public  Health 
Rep  1975;90:262-269. 

14.  Harris  D,  Imperato  PJ,  Oken  B:  Dog 
bites.  An  unrecognized  epidemic. 
Bull  NY  Acad  Med  1974;  50:981- 
1000. 

15  Wilberger  JE,  Pang  D:  Craniocer- 
ebral injuries  from  dog  bites.  ]AMA 
1983;249:2685-2688. 

16.  Gonnering  RS:  Orbital  and  perior- 
bital dog  bites.  Adv  Ophthal  Plastic 
& Reconstruct  Surgery  1988;7:171- 
180. 

17.  Winkler  WG:  Human  death  in- 


duced by  dog  bites,  United  States, 
1974-75.  Public  Health  Rep 
1977;92:425-429. 

18.  Thomas  PR,  Bun  tine  J A:  Man's  best 
friend?:  a review  of  the  Austin 
Hospital's  experience  with  dog 
bites.  Med  J Aust  1987;147:536-540. 

19.  Nguyen  D.  Epidemiology  of  ani- 
mal bites  among  American  military 
personnel  in  central  Germany.  Mili- 
tary Medicine  1988;153:307-308. 

20.  Karlson  TA:  The  incidence  of  facial 
injuries  from  dog  bites.  JAMA 
1984;251:3265-326 7.4- 


State  Medical  Society  Wisconsin 


Presents  Three  Exciting  Tours  From  Chicago 


ALASKAN  CRUISE  )une  21 . 28;  June  2s  - juiy  5, 1996 

From  $1,729.00  July  5-12;  July  12-19,  1996 

Whatever  your  vision  of  Alaska,  reality  exceeds  imagination.  Just  as  a 
Celebrity  cruise  exceeds  expectations.  The  cuisine  is  among  the  best 
afloat,  designed  by  internationally  acclaimed  chef  Michel  Roux.  Given 
all  it  has  to  offer,  the  Horizon  has  earned  a reputation  for  elegance  with 
a casual  ambiance  among  passengers  looking  for  a quality  cruise  at  a 
realistic  price. 

PARIS,  FRANCE 

$1,029.00  (Plus  Taxes)  August  30  - September  7,  1996 

Welcome  to  Paris  the  "City  of  Light"!  A place  of  familiarity;  the  Eiffel 
Tower,  Notre  Dame,  the  Louvre,  the  Sacre  Coeur.  Paris  is  known  as  the 
capital  of  art  and  culture,  where  kings,  emperors  and  presidents  have 
throughout  history  amassed  treasures  and  wonders  for  us  to  enjoy.  This 
beautiful  city  of  parks,  boulevards,  bridges,  monuments  and  museums, 
leaves  one  with  long  lasting"  impressions  and  wonderful  memories. 


August  23  - 31,  1996 


KITZBUHEL,  AUSTRIA 

$999.00  and  $1,049.00  (Plus  Taxes) 

Kitzbuhel,  one  of  Europe's  most  famous  international  resorts,  lies 
nestled  in  the  heart  of  the  majestic  Austrian  alps  within  close  proximity 
to  Innsbruck,  Salzburg  and  Munich.  We  invite  you  to  experience  the 
hospitality,  tradition,  old  customs  and  quality  of  life  in  this  700-year-old 
town  which  has  remained  a village  at  heart.  Discover  award  winning 
restaurants  offering  local  and  international  cuisine,  an  endless  variety 
of  shops  featuring  antiques  and  local  arts  and  crafts.  Perhaps  a round 
of  golf  or  a gondola  ride.  An  unforgettable  vacation  awaits  you! 

Prices  are  per  person,  double  occupancy 


TOURS  INCLUDE 

1 Round  trip  jet 
transportation. 

■ 7 nights  accommodations. 

1 Breakfast  daily. 

1 Deluxe  motorcoach 
transportation. 

1 Exciting  optional  tours. 

1 Completely  escorted,  and 
more! 

Available  To  Members , 
Their  Families  And  Friends. 

For  additional  information 
and  color  brochure  contact: 

GLOBAL  HOLIDAYS 

9725  Garfield  Avenue  South 
Minneapolis,  MN  55420-4240 
(612)  948-8322 
Toll  Free:  1-800-842-9023 


Wisconsin  Medical  Journal  • April  1996 


241 


Guest  editorial 
Animal  bites  and  rabies: 

Physicians  and  veterinarians  must  work  together 

Peter  MacWilliams,  DVM,  PhD,  Madison 


Rabies  Awareness  Week 
May  5-11, 1996 


Rabies  vaccinations  save  lives; 

Protect  your  whole  family 

Sponsored  by  The  Wisconsin  Veterinary  Medical  Association 
co-sponsored  by  Pfizer  Animal  Health 
endorsed  by  the  State  Medical  Society  of  Wisconsin 


Perhaps  more  than  any  other 
clinical  condition,  rabies  pre- 
vention and  animal  bite  manage- 
ment constitute  a cooperative  ven- 
ture between  physician  and  veteri- 
narian. 

When  notified  that  a patient  has 
sustained  an  animal  bite,  there  are 
several  factors  for  a physician  to 
consider.  Immediate  first  aid  (per- 
formed prior  to  presentation)  con- 
sists of  thorough  washing  of  the 
wound  with  copious  amounts  of 
soap  and  water.  This  measure 
alone  can  dramatically  decrease  the 
chances  of  infection  with  the  rabies 
virus.  The  patient  should  be  care- 
fully counseled  not  to  attempt  cap- 
ture of  the  offending  animal  unless 
this  can  be  done  without  incurring 
further  injury.  Animal  control  of- 
ficers can  be  called  for  assistance 
with  dangerous  captures.  Because 
most  biting  animals  need  to  be  ei- 
ther quarantined  and  observed  for 
rabies,  or  euthanized  and  tested, 
the  patient  or  the  animal  owner 
should  be  immediately  informed 
not  to  turn  the  animal  loose  or  kill 
it  until  they  receive  further  instruc- 
tions. 

The  circumstances  surrounding 
the  bite  (provoked  versus  unpro- 
voked) and  the  rabies  vaccination 
status  of  the  biting  animal  must  be 
ascertained.  The  decision  to  ad- 
minister post-exposure  rabies  pro- 


MacWilliams  is  president  of  the  Wis- 
consin Veterinary  Medical  Association 
and  Professor  of  Pathology  in  the 
School  of  Veterinary  Medicine  at  the 
University  of  Wisconsin-Madison. 


phylaxis  to  the  patient  depends 
primarily  on:  1)  the  species  of  the 
animal,  2)  whether  the  animal  is 
available  for  observation  under 
quarantine  or  for  post-mortem  ra- 
bies testing  of  its  brain  tissue,  and 
3)  the  judgment  of  the  attending 
physician  in  consultation  with  his 
or  her  patient.  Because  patient 
management  depends  on  the  sta- 
tus of  the  biting  animal,  the  bite 
should  be  reported  to  the  patient's 
local  health  department  which  can 
arrange  for  the  appropriate  dispo- 
sition of  the  animal. 

Determination  of  the  vaccina- 
tion status  of  the  biting  animal  is 
not  always  straightforward.  Cur- 
rently, the  over-the-counter  sales  of 
animal  rabies  vaccine  is  permitted 
in  Wisconsin,  and  it  is  not  rare  to 
encounter  owner-vaccinated  dogs 
and  cats.  However,  for  public 
health  purposes  in  Wisconsin,  an 
animal  is  considered  vaccinated 
against  rabies  only  when  an  ap- 
proved vaccine  is  administered  by 
a licensed  veterinarian.  Thus,  a 
valid  certificate  of  rabies  vaccina- 
tion from  a veterinarian  is  the  only 


acceptable  proof  of  an  animal's 
immunization  status. 

There  were  10  reported  human 
deaths  attributed  to  rabies  in  the 
United  States  during  1994  and 
1995,  the  majority  resulting  from 
infection  with  the  bat  strain  of  the 
virus.  It  is  important  to  note  that 
no  history  of  a bat  bite  could  be 
elicited  for  many  of  the  bat  strain- 
related  case  patients.  For  this  rea- 
son, and  because  bites  and 
scratches  from  bats  may  be  more 
difficult  to  recognize  than  wounds 
inflicted  by  other  animals,  the  CDC 
currently  recommends  that  in  situ- 
ations in  which  a bat  is  physically 
present  and  the  person(s)  cannot 
exclude  the  possibility  of  a bite, 
post-exposure  rabies  prophylaxis 
should  be  considered  unless 
prompt  testing  of  the  bat  has  ruled- 
out  rabies. 
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Your  granddaughter  gets  a bad 
ear  infection  and  it  makes  her  deaf. 


You  can’t  believe  she’s  losing  her 
hearing  before  you  do.  You’ve  had  a 
lifetime  of  sounds  and  she’s  only  had 
three  years. 


You  take  a sign  language  class 
with  her;  you  ask  the  instructor  how 
to  say  “I  love  you.” 


Hope.  That’s  what  Easter  Seals  is  all  about.  At 
some  point  in  their  lives,  1 in  5 Americans  will 
be  affected  by  a disability.  We  provide  early 
screening,  sign  language  classes  and  speech 
therapy  to  help  children  with  hearing  losses  live 
with  independence,  dignity  and  equality.  But 
we  can’t  do  it  without  your  help.  Support 
Easter  Seals.  Give  ability  a chance. 


You  stick  your  fingers  in  your  ears 
to  see  what  deaf  feels  like. 


Not  quite.  But  providers  are  discovering  the 
value  of  electronic  data  interchange  (EDI). 
Proservices’  network  for  Wisconsin  providers 
extends  nationally  to  more  than  250  payers 
-including  private  insurance  companies. 
Medicare  and  Medicaid. 

Proservices  is  your  Electronic  Network 

• Consolidating  your  claims  submissions 

• Editing  claims  to  reduce  billing  errors 

• Simplifying  compliance  with  Medicare 

• Speeding  claims  payments 

• Saving  administrative  time  and  money 


And  Proservices  gives  you  access  to  eligibility 
information,  claims  status  updates  and  other 
reports  useful  in  your  daily  office  operation. 
The  Proservices  network  works  easily  with  a 
stand-alone  PC  or  interfacing  with  your  office 
management  system. 

Proservices  is  endorsed  by  the 
State  Medical  Society  of  Wisconsin 

Call  Proservices  at  414-226-5123. 

EDI  for  your  office. 


PROSERVICES 
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February  CCC  winner 


This  previously  healthy  7-1/2  year 
old  girl  has  had  this  lesion  on  the 
palm  of  her  hand  for  4 days.  It 
burns  and  stings  slightly.  The  pa- 
tient has  no  fever  and  no  other  le- 
sions at  all  anywhere  on  her  head, 
neck,  or  anywhere  else  on  her  ex- 
tremities. There  is  no  history  of 
trauma  or  foreign  body.  What  is 
the  lesion? 

a.  Molluscum  contagiosum 

b.  Pyogenic  granuloma 

c.  Herpetic  whitlow 

d.  Wart 


Answer 

This  patient  has  c.  A herpetic  whit- 
low. Although  herpes  simplex  is 
most  familiar  on  the  lips  and  mu- 
cus membrane,  it  may  occur  any- 
where on  the  skin,  as  it  has  on  the 
palm  of  this  7-1/2  year  old  girl. 
This  lesion  is  honeycombed.  Le- 
sions may  also  consist  of  a cluster 
of  vesicles.  They  may  itch,  burn  or 
be  very  painful,  and  may  take  up 
to  3 weeks  to  resolve.  Tzanck  prep 
will  be  positive  for  multinucleate 
giant  cells;  viral  culture  of  the  le- 
sion will  reveal  the  herpes  simplex 
virus. 


Winner 

Bruce  J.  Cochrane,  MD,  of 
Watertown,  was  selected  as  the 
winner  of  the  CCC  gourmet  cook- 
ies. Dr  Cochrane  is  a family  prac- 
titioner at  Watertown  Family  Prac- 
tice and  received  his  medical  de- 
gree at  the  Chicago  Medical  School. 


HUDSON  PHYSICIANS 

♦Ob/Gyn 

♦Internal  Medicine 
♦Family  Practice 

Hudson  Physicians,  a fast-growing  primary  care 
clinic  located  in  Hudson,  Wisconsin,  nestled  in  the 
scenic  St.  Croix  River  Valley,  is  seeking  physicians 
to  join  our  group  of  eleven  (I  I). 

Located  15  minutes  from  St.  Paul,  Minnesota, 
Hudson  Physicians  offers  the  best  of  both 
metropolitan  access  and  outreach/rural  family 
qualities  that  enhance  both  practice  and  lifestyle. 

Excellent  salary  guarantees,  benefits,  and 
opportunities. 

Please  contact: 

Steven  L.  Muellerleile,  Administrator 
Hudson  Physicians,  Inc. 

po  Box  795 

Hudson  Wl  ■ ■ ^ 

54016  I I HUDSON 

PHYSICIANS 


From  Pewaukee  to  Phoenix 
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Public  health 


Trends  in  breast  cancer  mortality  for  blacks  and  whites 
in  Wisconsin  and  the  United  States,  1979-1992 


Karen  Palmersheim  and  Patrick  Remington,  MD,  MPH,  Madison 


Following  a relatively  stable 
50-year  period,  breast  cancer 
mortality  rates  increased  between 
1980  and  1989  in  the  United 
States.1,2  The  rate  increased  about 
4%  among  women  overall  and  15% 
for  black  women.  Since  1989,  mor- 
tality rates  have  declined  by  about 
5%.4,5  This  decline  in  mortality, 
however,  has  been  limited  to  white 
women,  who  had  a 6%  decline.  In 
contrast,  breast  cancer  mortality 
rates  among  black  women  in- 
creased by  about  3%  during  the 
same  time  period.  The  purpose  of 
this  paper  is  to  explore  trends  in 
the  rate  of  breast  cancer  mortality 
among  white  women  compared 
with  black  women  between  1979 
and  1992. 


Palmersheim  is  a graduate  student  in 
the  Department  of  Social  Welfare  at  the 
University  of  Wisconsin.  Dr 
Remington  is  an  adjunct  associate  pro- 
fessor in  the  Department  of  Preventive 
Medicine,  University  of  Wisconsin 
Medical  School,  and  the  state  chronic 
disease  epidemiologist.  Bureau  of  Pub- 
lic Health,  Wisconsin  Division  of 
Health.  This  paper  was  written  as  part 
of  a chronic  disease  epidemiology 
course  in  the  Department  of  Preventive 
Medicine.  Reprint  requests  to  Patrick 
Remington,  MD,  Wisconsin  Division  of 
Health,  1414  E.  Washington  Ave., 
Room  251,  Madison,  WI  53703. 


Methods 

Data  on  breast  cancer  deaths 
among  United  States  and  Wiscon- 
sin white  and  black  women,  of  all 
ages,  from  1979-1992  were  ob- 
tained from  the  Centers  for  Disease 
Control  and  Prevention  (CDC). 
The  data  were  accessed  via  the  soft- 
ware program  called  "WONDER", 
an  online  electronic  link  to  the 
CDC'S  library.  All  rate  calculations 
are  age-adjusted  to  the  1990  United 
States  female  population. 

To  compare  trends  in  breast  can- 
cer mortality,  the  rate  difference 
and  relative  change  in  rate  were 
calculated  for  each  group.  To  im- 
prove the  precision  of  the  estimate, 
the  average  annual  mortality  rate 
for  1979  to  1981  is  compared  to  the 


average  annual  mortality  rate  for 
1990  to  1992.  In  addition,  linear  re- 
gression equations  were  developed 
to  test  whether  the  slope  for  each 
group  is  statistically  different  from 
zero. 

Results 

The  table  shows  that  the  average 
annual  mortality  rate  increased 
from  1979-1981  to  1990-1992.  The 
average  annual  mortality  rate  for 
white  women  in  the  United  States 
increased  3.1%,  while  the  rate  for 
black  women  increased  20.7%.  In 
Wisconsin,  the  mortality  rate  for 
white  women  increased  2.1%, 
while  the  rate  for  black  women  in- 
creased 13.6%. 

The  figure  graphically  portrays 


Trends  in  breast  cancer  mortality  1979-1981  to  1990-1992,  United  States  and 
Wisconsin  white  and  black  women. 


1979-1981  1990-1992 


No.  of 
deaths 

Rate* 

No.  of 
deaths 

Rate* 

Rate** 

Diff. 

Rate** 

Change 

United  States 

White 

96,298 

32.3 

114,328 

33.3 

+1.0 

+3.1% 

Black 

9,623 

31.4 

14,244 

37.9 

+6.5 

+20.7% 

Wisconsin 

White 

2,226 

33.5 

2,612 

34.2 

+0.7 

+2.1% 

Black 

47 

36.1 

82 

41.0 

+4.9 

+13.6% 

*Rates  are  per  100,000  women,  age-adjusted  to  the  1990  U.S.  female  population. 
’’''Difference  and  relative  percent  change  in  the  rates  from  1979-81  to  1990-92. 
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Trends  in  age-adjusted  breast  cancer  mortality  rates  in  Wisconsin  and  the  United  States 
by  race,  1979-1992. 


the  linear  regression  analysis  for 
each  group.  The  slope  of  the  regres- 
sion line  for  United  States  white 
women  from  1979  to  1992  is  +0.09 
deaths/100,000/year  (95%  confi- 
dence interval  [Cl]  = 0.01,0.16), 
while  the  slope  of  the  regression 
line  for  the  respective  group  of 
black  women  during  the  same  time 
interval  is  +0.57  deaths/100,000/ 
year  (95%  Cl  = 0.46,0.67).  For  Wis- 
consin, the  slope  of  the  regression 
line  for  white  women  is  0.00 
deaths/ 100,000/ year  (95%  Cl  = - 
0.1,0.15)  and  that  for  black  women 
is  +0.53  deaths/100, 000/year  (95% 
Cl  = -0.9,1.99). 

Discussion 

Although  the  age-adjusted  breast 
cancer  mortality  rate  was  higher 
for  white  women  than  for  black 
women  at  the  beginning  of  the  time 
period  studied  in  this  analysis,  the 
rate  for  black  women  exceeded 
that  for  white  women  by  1992. 
Furthermore,  it  appears  that  the 
breast  cancer  mortality  rate  for 
white  women  has  leveled  off  in 
Wisconsin,  and  has  come  very 
close  to  doing  so  in  the  United 
States  overall.  The  rate  for  black 
women,  however,  continues  to  rise. 

The  increasing  US  mortality 
rates  (obtained  from  the  regression 
coefficients)  for  both  white  and 
black  women  are  statistically  sig- 
nificant. However,  the  trends  in 
Wisconsin  are  not  statistically  sig- 
nificant due  to  fewer  deaths  result- 
ing in  larger  standard  errors.  It  is 
interesting  to  note,  however,  how 
closely  the  regressions  for  the  state 
data  resemble  those  for  the  na- 
tional data,  especially  for  black 
women. 

Using  data  from  the  Surveil- 
lance, Epidemiology,  and  End  Re- 
sults Program  for  the  period  1983 
to  1988,  the  overall  5-year  survival 
rates  were  79%  for  white  women 
and  62%  for  black  women.3  One 
reason  for  the  better  survival  in 
whites  than  blacks  is  that  whites 
generally  seek  medical  care  for 
their  tumors  at  an  earlier  stage  than 


do  blacks.6'8  While  four  studies8'11 
report  that  black  women  have 
poorer  survival  rates  even  when 
age  and  stage  are  taken  into  ac- 
count, two  other  studies712  found 
this  not  to  be  the  case.  It  has  been 
suggested  that  further  studies  are 
needed  in  which  stage  is  more  ad- 
equately measured  and  controlled. 

Other  reasons  which  have  been 
suggested  for  lower  survival  rates 
among  black  women  include  less 
aggressive  treatment  modalities 
used  for  blacks  than  whites13,  a 
lower  incidence  of  estrogen  recep- 
tor-positive  tumors  in  black 
women814,  a higher  proportion 
poorly  differentiated  tumors 
among  blacks14,  and  poorer  nutri- 
tional status  and  higher  relative 
weight  among  blacks.15 

Conclusion 

Further  studies  are  needed  to  de- 
termine risk  factors  associated  with 
breast  cancer  incidence  and  mor- 
tality, including  variables  which 
may  be  directly  or  indirectly  linked 
to  race.  While  primary  prevention 
is  key  to  lowering  the  incidence  of 
breast  cancer  and  its  consequential 
morbidity  and  mortality,  equally 
important  is  the  timely  detection 
of  existing  disease.  If  recent  reports 
are  correct  in  their  conclusions  that 
increased  utilization  of  screening 


mammography  has  played  a key 
role  in  the  lowering  of  mortality 
rates,  it  seems  prudent  to  boost  ef- 
forts in  the  area  of  early  detection. 
This  is  especially  important  among 
women  who  may  be  at  higher  risk, 
and  for  those  who  have  not  yet 
been  reached. 
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Editor's  Comment:  Despite  continu- 
ing advances  in  science  and  health 
care,  there  is  a growing  disparity  be- 
tween the  health  of  white  and  black 
women  in  the  US  and  in  Wisconsin. 
We  need  to  assure  that  early  detection 
services  are  available,  and  used,  by  all 
women  in  the  state,  regardless  of  race 
and  economic  means.* 


Join  us  at  Fairmont  Clinic 
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Exciting  opportunities  are  now  available  for  board-certified  or  board-eligible  physicians 
in  the  following  areas  at  Fairmont  Clinic: 


✓ Internal  medicine 


✓ Family  medicine  ✓ Obstetrics/gynecology 


• Progressive  18  physician  multi- 
specialty group  in  southern  Minnesota 

• First  year  salary  and  incentive  package 

• Paid  malpractice 

• Excellent  benefit  package 


Recently  renovated  clinic  and  adjoining 
74-bed  hospital 

Community  built  along  five  lakes 
Excellent  school  system 
Nearby  golfing,  boating,  fishing,  hiking 
and  hunting 


For  more  information,  contact: 

Ennis  Arntson  Dennis  Sternke,  M.D. 

507-238-8596  507-238-8596 


Fairmont  Clinic 

Mayo  Health  System 
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CHESS:  The  Comprehensive  Health 
Enhancement  Support  System 


CHESS  is  a computer-based 
support  system  designed  to 
remove  or  reduce  barriers  to  the 
information  and  support  needed 
by  people  facing  health-related  cri- 
ses or  concerns.  These  barriers  in- 
clude distance,  education,  finances, 
ability  to  act  under  stress  and  con- 
cern for  confidentiality  or  anonym- 
ity CHESS,  used  in  the  home,  can 
provide  information  and  support 
that  is  convenient,  comprehensible, 
timely,  non-threatening,  anony- 
mous and  user-controlled. 

CHESS  is  designed  as  a "shell" 
of  integrated  services,  into  which 
content  on  any  topic  can  be  easily 
programmed.  Available  services 
include: 

• Questions  and  answers.  A com- 
pilation of  answers  to  many 
common  questions  in  each 
topic,  with  references  to  where 
more  detailed  information  can 
be  found. 

• Instant  library.  A database  of  ar- 
ticles, brochures  and  pamphlets. 
Articles  cover  a broad  range  of 
topics  and  levels  of  complexity, 
drawn  from  scientific  journals, 
newsletters  and  the  popular 
press. 

• Getting  help/support.  A tutorial 
which  helps  users  understand 
what  health  and  social  services 
are  available,  how  they  work, 
how  to  find  a good  provider  and 
how  to  be  an  effective  and  ac- 
tive consumer. 

• Referral  directory.  A database  of 
national  resources  and  services 
on  a wide  variety  of  topics 
which  can  be  adapted  to  local 
needs. 

• Personal  stories.  Real-life  ac- 
counts of  living  and  coping  with 
health  crises.  Stories  were  col- 
lected and  written  by  journal- 
ists. Users  can  read  300-500 
word  overview,  and  more  de- 


tailed "expansions"  on  specific 
topics. 

• Ask  an  expert.  A private  elec- 
tronic mail  service  which  allows 
users  to  ask  experts  anonymous 
questions  and  receive  confiden- 
tial responses  within  24  hours. 

• Discussion  group.  An  on-line 
support  group  which  allows 
anonymous,  non-threatening 
communication  among  people 
facing  similar  crises  or  concerns. 
Users  share  information,  expe- 
riences, hopes  and  fears,  give 
and  receive  support,  offer  differ- 
ent perspectives  on  common  is- 
sues. Trained  facilitator  moni- 
tors groups  to  keep  discussion 
flowing  smoothly. 

• Assessment.  A series  of  pro- 
grams which  help  users  assess 
their  lifestyle  risks  and  patterns 
of  behavior,  and  gives  them 
feedback  on  dealing  with  these 
issues. 

• Decision  aid.  A program  which 
helps  people  think  through  hard 
decisions.  Users  consider  their 
various  options,  and  the  consid- 
erations that  affect  which  option 
they  choose. 

• Action  plan.  A program  which 
helps  users  implement  new  de- 
cisions. It  asks  users  how  they 
propose  to  implement  a deci- 
sion, helps  them  analyze  their 
strengths  and  weaknesses,  sup- 
ports and  barriers,  predicts  the 
likelihood  of  success  and  sug- 
gest ways  they  can  strengthen 
their  prospects. 

• Dictionary.  A listing  of  easy-to- 
understand  definitions  of 
health-related  terms. 

• Link  to  Grateful  Med®.  (HIV 
module  only)  Allows  users  to 
search  the  AIDS-related  data- 
bases of  the  National  Library  of 
Medicine  using  their  search  pro- 
gram, Grateful  Med®. 


CHESS  topics  which  are  com- 
plete or  under  development  in- 
clude AIDS /HIV  Infection,  Breast 
Cancer,  Adult  Children  of  Alcohol- 
ics, Sexual  Assault,  Academic  Cri- 
sis, Stress  Management,  Parents  & 
Partners  of  Alcoholics,  and  Heart 
Disease.  Modules  on  many  other 
topics  are  planned. 

CHESS  is  designed  to  be  user- 
friendly,  even  to  complete  com- 
puter novices.  A graphical  Inter- 
face provides  easy-to-understand 
prompts.  Color  and  pictures  are 
used  to  highlight  key  information. 
A pop-up  dictionary  explains  un- 
familiar terms.  A suggestion  box 
allows  easy  feedback  of  users  com- 
ments to  the  developers. 

CHESS  operates  on  IBM-com- 
patible personal  computers,  which 
can  be  placed  in  users'  homes  or 
in  community  sites.  The  minimum 
individual  work  station  require- 
ments are  a 286  microprocessor, 
640KB  RAM,  40  MB  hard  disk 
drive,  color  VGA  monitor  and  a 
2400-baud  modem.  Communica- 
tions are  transmitted  via  modem  to 
a "host"  computer  (also  a PG)  with 
multiple  modem  connections. 

CHESS  is  being  disseminated 
through  a research  consortium  of 
health  care  providers.  Licenses  for 
CHESS  are  also  available  through 
Health  Companion  System,  Lie. 
For  more  information  contact: 

CHESS  Health  Education 
Consortium 

Room  1128  WARF  Building,  610 
Walnut  St. 

Madison,  WI  53705 
608-262-4746 

Health  Companion  Systems,  LLC 
565  Science  Drive,  Suite  A 
Madison,  WI  53711 
608-238-7838/1-800-454-4465  ❖ 
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Reviewing  gag  clauses  in  managed  care  contracts 


Kalisa  Barratt,  SMS  staff  attorney 

IT  IS  ESTIMATED  THAT  by  1997, 
65  million  (or  one  in  four)  pa- 
tients will  have  their  health  insur- 
ance covered  by  some  sort  of  man- 
aged care  organization  (MCO). 
The  hottest  issue  to  hit  managed 
care  recently  is  the  "gag  clause." 
From  Time  magazine  to  the  New 
York  Times  to  the  Donahue  Show, 
this  phenomenona  has  taken  the 
national  managed  care  debate  by 
storm. 

The  SMS  legal  department  re- 
views managed  care  contracts  as  a 
benefit  to  its  members.  To  date,  the 
legal  department  has  received  no 
complaints  concerning  gag  clauses. 

Here  are  some  examples  of  pos- 
sible physician  HMO  contract  con- 
cerns: 

" The  physician  shall  make  no 
communication  to  enrollees  which 
could  undermine  or  tend  to  under- 
mine the  confidence  of  enrollees  in 
the  plan,  plan  coverage  or  quality 
of  care  received  by  plan  enrollees." 

This  one,  innocuous  sentence, 
buried  among  pages  and  pages  of 
contract  language,  is  the  culprit.  It 
has  the  awesome  potential  to: 

• interfere  with  the  physicians' 
duty  to  act  in  the  best  interest  of 
their  patients 

• put  the  physician  in  conflict 
with  his  or  her  legal  and  ethical 
duty  of  informed  consent 
• put  the  patient's  health  at  risk. 


MCOs  claim  this  clause  is  nec- 
essary to  protect  trade  secrets,  pro- 
prietary interest  and  other  com- 
petitively sensitive  information. 
But  many  involved  in  patient  care 
rightfully  worry  about  the  broad- 
reaching  consequences  of  honoring 
these  clauses. 

Acting  in  the 

best  interests  of  the  patient 

Patients  trust  physicians  to  act  in 
their  best  interest.  This  not-so- 
subtle  provision  may  be  used  to 
prevent  a physician  from  talking 
honestly  to  a patient  about  how  the 
physician  views  the  MCO's  ability 
to  provide  quality  health  care: 

"Each  physician  must  be  sup- 
portive of  the  philosophy  and  con- 
cept of  Plan.  Physician  who  en- 
gages in  a pattern  of  derogatory 
remarks  to  patients  or  otherwise 
damages  Plan's  busittess  reputa- 
tion may  be  terminated  or  sus- 
pended from  participation." 

Obviously,  the  appropriateness 
or  inappropriateness  of  a conver- 
sation between  a physician  and  pa- 
tient concerning  the  physician's 
dissatisfaction  with  a particular 
plan  depends  on  the  individual 
situation  in  which  it  arises.  Com- 
mon sense  dictates,  however,  that 
a patient  should  be  able  to  discuss 
how  a health  plan's  administrative 
and  payment  practices  compare 


with  other  plans  and  how  those 
practices  may  affect  the  quality  of 
his  or  her  health  care.  Certainly 
physicians  are  in  the  best  position 
to  discuss  the  shortfalls  of  a plan's 
operating  procedures: 

"Physician  shall  keep  the  Pro- 
prietaryI Information  [such  as  pay- 
ment rates  and  utilization  review 
procedures ] and  this  Agreement 
strictly  confidential." 

Physicians  who,  because  of  fear 
of  retaliation  or  deselection  from 
the  plan,  do  not  advocate  for  medi- 
cally appropriate  health  care  for 
their  patients  by  appealing  adverse 
MCO  determinations  run  the  risk 
of  being  legally  liable  to  the  patient 
for  bad  outcomes.  Known  as 
"Wickline  liability"  and  based  on 
a California  case,  this  type  of  ac- 
tion has  yet  to  be  addressed  by 
Wisconsin  courts.  Nonetheless,  a 
clause  such  as  the  one  cited  above 
may  be  used  to  retaliate  against 
physicians  who  attempt  to  pursue 
coverage  appeals  in  accordance 
with  plan  grievance  procedures  or 
who  encourage  patients  to  do  the 
same. 

Duty  of  informed  consent 

Touted  as  an  effort  to  guarantee 
MCO  enrollees  high-quality  health 
care  by  educating  physicians  about 
various  treatment  availability  be- 
Continued  on  next  page 
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Continued  from  previous  page 
fore  the  physician  discusses  it  with 
his  or  her  patients,  this  kind  of  lan- 
guage clearly  prevents  open  com- 
munication between  physician  and 
patient: 

"Do  not  discuss  proposed  treat- 
ment with  MCO  members  prior  to 
receiving  authorization  from 
MCO." 

It  potentially  prevents  physi- 
cians from  recommending  treat- 
ment options  not  covered  by  the 
plan,  even  if  the  treatment  is  safe 
and  effective. 

It  also  flies  in  the  face  of  Wiscon- 
sin law  and  exposes  the  physician 
to  liability.  Section  448.30  of  the 
Wisconsin  statutes,  titled  "Infor- 
mation on  Alternate  Modes  of 
Treatment,"  provides  "[a]ny  phy- 
sician who  treats  a patient  shall 
inform  the  patient  about  the  avail- 
ability of  all  alternate,  viable  medi- 
cal modes  of  treatment  and  about 
the  benefits  and  risks  of  these  treat- 
ments." The  authorization  to 
speak  with  a patient  about  pro- 
posed treatment  may  never  be 
granted  by  the  MCO  because  the 
treatment  is  outside  of  the  plan's 
benefit  package.  Nonetheless,  the 
physician's  legal  duty  to  inform  the 
patient,  regardless  of  MCO  ap- 
proval is  quite  clear.  Failure  to  do 
so  would  constitute  a breach  and 
potentially  subject  the  physician  to 
liability. 

Failure  to  provide  this  informa- 
tion may  also  result  in  disciplinary 
action  by  the  Medical  Examining 
Board  for  unprofessional  conduct. 
The  AMA's  Council  on  Ethical  and 
Judicial  Affairs  found  that  it  is  un- 
ethical for  physicians  to  fail  to  dis- 
close treatment  options  that  will 
materially  benefit  a patient. 

Patient  health  at  risk 

Many  times,  an  MCO's  definition 
of  "medically  necessary"  may  not 
mesh  with  the  physician's  practice 


of  medicine.  This  presents  a di- 
lemma for  the  physician  who  is 
under  a contract  with  this  clause: 

"In  no  event  shall  Physician 
market  or  offer  to  Enrollees  ser- 
vices beyond  those  which  are  medi- 
cally necessary  or  which  are  pre- 
scribed by  the  referring  participat- 
ing physician." 

An  abbreviated  discussion  of 
treatment  options  could  result  in  a 
reduction  of  the  quality  of  care  a 
patient  receives. 

This  clause  could  also  be  used 
to  prevent  a physician  from  refer- 
ring a patient  for  a second  opinion. 
Further,  if  a physician  wishes  to 
refer  a patient  to  a specialist  out- 
side of  the  network,  because  the 
physician  feels  the  out-of-network 
specialist  is  the  most  qualified  for 
the  job,  a gag  clause  such  as  this 
may  be  used  to  pressure  the  phy- 
sician not  to  discuss  the  non-net- 
work specialist  with  the  patient.  A 
case  in  point:  What  if  an  MCO's 
only  panel  cardiologist  has  a very 
high  rate  of  mortality  for  treating 
heart  attack  victims?  Or  a panel 
surgeon  does  not  have  the  neces- 
sary experience  to  perform  a par- 
ticular surgery? 

What  can  you  do? 

First  and  foremost,  do  not  be  in- 
timidated by  these  provisions: 

"Like  any  contract,  a managed 
care  contract  is  a negotiable  docu- 
ment." 

It  can  be  amended  with  the  stroke 
of  a pen.  If  you  are  asked  to  sign  a 
contract  with  a gag  clause  in  it,  try 
to  have  the  clause  stricken  from  the 
contract.  If  the  Plan  refuses  and 
cites  proprietary  concerns,  try  to 
modify  the  provision  so  that  it  is 
not  as  broadly  worded  and  restric- 
tive. Ambiguous  or  vague  terms 
may  be  unenforceable  in  a court  of 
law.  As  always,  consult  legal  coun- 


sel prior  to  the  contract's  execution. 

The  SMS  urges  physicians  to  re- 
view their  managed  care  contracts 
to  determine  whether  they  include 
language  that  might  prevent  phy- 
sicians from  openly  communicat- 
ing with  their  patients.  If  you  think 
a contract  may,  seek  legal  review 
either  through  your  own  attorney, 
or  by  contacting  Mark  Adams, 
SMS  corporate  counsel,  or  Kalisa 
Barratt,  SMS  staff  attorney,  at  (800) 
362-9080,  or  Carol  O'Brien,  AMA 
attorney,  at  (800)  AMA-1066,  who 
will  review  your  contracts  at  no 
charge  to  determine  if  they  incor- 
porate language  which  may  inter- 
fere with  the  physician-patient  re- 
lationship. 

It  is  important  to  read  through 
your  managed  care  contract  prior 
to  signing.  If  you  see  a clause  that 
you  think  might  be  a gag  clause, 
proceed  with  caution.  Often,  these 
clauses  seem  benign  but  as  this  ar- 
ticle has  shown,  may  not  be.  No- 
tify the  SMS  legal  department 
which  will  be  tracking  the  use  of 
gag  clauses  in  Wisconsin. 

Tide  may  be  turning 

Good  news  might  be  on  the  hori- 
zon. In  the  beginning  of  February, 
US  Healthcare,  Inc,  the  largest 
HMO  on  the  East  Coast,  and  the 
one  accused  of  "deselecting"  a 
physician  who  publicly  criticized 
its  gag  clause,  announced  it  was 
replacing  the  clause  with  another, 
more  reader  friendly  one.  Several 
states,  including,  Massachusetts, 
New  York,  and  Illinois  have  re- 
cently passed,  introduced  or  are 
considering  anti-gag-clause  legis- 
lation. On  a federal  level,  a new 
bipartisan  bill  has  been  introduced 
which  would  prohibit  gag  clauses 
in  physician's  contracts  with  health 
plans.  The  bill  prevents  health 
plans  from  interfering  with  medi- 
cal communications  and  bans  them 
from  taking  any  adverse  action 
against  providers  on  this  basis. ❖ 
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Frank  Joseph  Salvi,  MD  wins 

the  AMA/Glaxo  Wellcome  Achievement  Award 


Nancy  Dickey,  MD,  chair  of  AMA  Board  of  Trustees,  presents  Dr  Frank  Salvi 
with  award. 


Frank  Joseph  Salvi,  MD,  a resi- 
dent from  Medical  College 
of  Wisconsin-Milwaukee,  was  one 
of  50  outstanding  young  medical 
professionals  honored  today  by  the 
American  Medical  Association 
(AMA)  at  its  annual  National 
Leadership  Conference. 

The  AMA/Glaxo  Wellcome 
Achievement  Awards  were  pre- 
sented to  25  medical  students  and 
25  residents  in  recognition  of  their 
exceptional  leadership  abilities  in 
medicine  or  achievements  in  non- 
clinical  community  activities. 

Dr  Salvi  was  chief  resident  in  the 
Department  of  Physical  Medicine 
and  Rehabilitation  at  the  Medical 
College  of  Wisconsin.  He  served 
as  the  resident  representative  on  its 
Graduate  Education  Committee. 
Dr  Salvi  is  active  in  the  American 
Academy  of  Physical  Medicine  and 
Rehabilitation  and  was  chair  of  its 
Resident  Physician  Council  Com- 
munications Committee.  He  is  also 
involved  with  the  SMS  where  he 
served  as  chair  of  its  Resident  Phy- 
sician Section  and  as  a delegate  to 
the  AMA. 

"These  leaders  have  demon- 
strated that  they  are  among  the 
country's  brightest  and  most  ener- 
getic young  medical  profession- 


als," says  Nancy  W.  Dickey,  MD, 
chair  of  the  AMA's  Board  of  Trust- 
ees. "We  hope  this  award  will  en- 
courage them  to  continue  their 
quest  for  excellence  in  medicine 
and  community  service." 

In  addition  to  an  award  certifi- 
cate, Dr  Salvi  was  funded  to  attend 


the  AMA's  Leadership  Conference, 
March  10-13,  which  features  net- 
working opportunities  for  medical 
professionals  and  three  days  of 
educational  and  informational  ses- 
sions covering  timely  health  care 
issues. ❖ 
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CD-ROM  technology: 

building  a computer-based  reference  set 

Doug  Turecek,  Management  Information  Systems  director 


There  is  a silent  revolution  tak- 
ing place  in  the  desktop  com- 
puter arena  that  is  significantly  af- 
fecting our  ability  to  access  infor- 
mation. While  this  revolution  is 
not  as  well  covered  by  the  media, 
and  was  much  more  predictable 
than  the  Internet  uprising,  it  has 
become  no  less  important  to  our 
daily  computing.  This  revolution 
is  the  use  of  CD-ROM  technology 
to  distribute  software  and  refer- 
ence databases.  The  ever-increas- 
ing need  for  information  at  our  fin- 
gertips, the  same  need  which  is 
driving  the  Internet  pandemo- 
nium, is  making  CD-ROM  and  its 
large  storage  capacities  the  distri- 
bution media  of  choice.  The  other 
force  behind  this  revolution  is  our 
insatiable  need  for  multimedia. 
CD-ROM  allows  publishers  to 
capitalize  on  our  basic  desire  to  be 
educated  and  entertained  in  com- 
pelling new  ways. 

CD-ROM,  an  acronym  for  com- 
pact disc  read-only  memory,  uses 
laser  optics  rather  than  magnetic 
means  for  reading  data.  As  always, 
there  is  new  CD-ROM  technology 
on  the  horizon  but  today's  typical 
CD-ROM  can  store  just  over  600 
megabytes  of  information.  Com- 
pared to  the  1.44  megabytes  a stan- 
dard 3.5"  diskette  will  hold,  it's 
obvious  why  CD-ROM  is  the  per- 
vasive media  for  software  distribu- 
tion. When  a 3-minute  video  clip 
of  a beating  heart  can  consume  ten 
megabytes  alone,  the  diskette  is  no 
longer  an  adequate  option. 

CD-ROM  technology  allows 
publishers  to  update  reference  sets 
frequently  and  less  expensively.  In 
addition,  multimedia  objects  such 
as  video,  sound  and  interactive 
applications  can  be  included  to 
enhance  the  information.  In  the 
home  reference  market,  for  ex- 


ample, rather  than  parents  spend- 
ing $1,000-1,500  on  a full  set  of  en- 
cyclopedias in  book  form,  they  can 
spend  less  than  $100  and  get  the 
complete  set  on  one  CD-ROM 
which  includes  video  and  sound 
clips  of  presidential  speeches.  Na- 
tive American  ceremonies  and 
samples  of  music  from  the  Jazz 
Greats.  In  subsequent  years,  rather 
than  dealing  with  the  out-dated 
book  form,  they  simply  purchase 
the  updated  CD-ROM. 

Health  care  information 

For  health  care  providers,  the  CD- 
ROM  revolution  is  creating  a grow- 
ing number  of  available  reference 
sets  that  previously  took  up  con- 
siderable shelf  space  in  paper  form 
and  were  outdated  shortly  after 
leaving  the  printer.  Many  of  the 
most  popular  reference  sets  are  al- 
ready available  on  CD-ROM.  The 
following  is  just  a sample  of  what 
is  currently  available: 

• Physicians'  Desk  Reference 
(Medical  Economics  Data,  $595 
annually  with  two  updates)  - 
Complete  prescribing  informa- 
tion on  nearly  3,000  pharmaceu- 
tical, with  complex  look-up  op- 
tions, automatic  interaction 
checks  and  an  exhaustive  side- 
effect  index. 

• Physicians  GetiRx  (Physicians 
GenRx,  $295  for  4CDs  per  year) 
- Drug  reference  which  includes 
cost  information  and  FDA  rec- 
ommendations on  generic  sub- 
stitutions. 

• Physician's  MEDLINE  Annual 
(Appleton  & Lange  New  Media, 
$195)  - Access  to  the  most  recent 
5 years  of  references  and  ab- 
stracts from  the  leading  general 
and  specialty  journals. 

• Stat!-Ref:  Primary  Care  Stan- 
dard (Teton  Data,  $295)  - Cur- 


rent diagnosis  and  treatment 
series:  emergency,  medical,  ob/ 
gyn,  etc. 

In  addition,  most  of  the  national 
medical  journals  are  available  on 
CD-ROM  in  abstract  or  full-text 
versions,  such  as  the  Annals  of  In- 
ternal Medicine,  Journal  of  the  Ameri- 
can Medical  Association,  New  En- 
gland Journal  of  Medicine,  British 
Medical  Journal,  and  American  Fam- 
ily Physician. 

Increasing  communication 

Another  possible  use  of  this  tech- 
nology is  in  the  realm  of  patient 
education.  There  are  currently  sev- 
eral highly  regarded  health  refer- 
ence CD-ROM  products  which 
could  provide  the  patient  with  a 
visual  presentation  of  a specific 
injury  or  surgical  procedure.  For 
example,  A.D.A.M.  - The  Inside 
Story  (A.D.A.M.  Software,  $40)  pro- 
vides the  ability  to  explore  the  hu- 
man anatomy  layer-by-layer  and 
search  thousands  of  body  struc- 
tures with  a user-friendly  interface. 
This  and  similar  products  could  be 
available  in  the  practice  when  con- 
sulting with  a patient  or  recom- 
mended for  purchase  by  those  pa- 
tients with  CD-ROM  equipped 
home  computers. 

Shopping  considerations 

When  you  shop  for  music  CDs,  the 
fact  that  it  comes  on  a CD  does  not 
necessarily  mean  that  it's  good  mu- 
sic. This  is  also  true  with  software 
and  reference  data.  Too  often,  in- 
formation publishers  will  rush  to 
make  a product  available  by  sim- 
ply saving  the  text  files  on  CD- 
ROM.  When  no  consideration  for 
how  a typical  user  will  need  to  ac- 
cess the  data,  an  electronic  version 

Continued  on  next  page 
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Continued  from  preceding  page 
is  of  little  advantage.  Fortunately 
the  competition  and  maturity  of 
the  media  are  encouraging  pub- 
lishers to  spend  more  time  on  ease- 
of-use  and  content  value.  The  bot- 
tom line  is  to  always  understand 
the  software  return  policy  before 


you  buy,  and  rely  on  product  re- 
views and  personal  recommenda- 
tions whenever  possible. 

The  number  of  available  CD- 
ROM  titles  will  continue  to  expand 
as  information  publishers  gain  a 
better  understanding  of  user  needs 
and  expectations.  Although  the 


CD-ROM  has  been  around  for  a 
long  time  in  technology  terms,  we 
are  only  now  learning  how  to  take 
advantage  of  it.  So  before  you  re- 
place those  dog-eared,  yellow- 
tinted  reference  guides  on  your 
desk,  check  into  the  advantages  of 
CD-ROM  technology.  ❖ 


Before  you  Build... 


Line  up  20-Year  Fixed  Rate 
LOW  Financing! 


April  Rate  Less  than  8% 


Annual  Percentage  Rate 


Owner/User  Commercial  Real  Estate  - Fixed  Rate  20-Year  Loans 

♦ Commerical/Industrial  Office  ♦ Equipment/Fumiture  Fixtures 

♦ Fully  Amortized  - No  Balloon  ♦ $300,000  min.  - No  Refinance 


Wisconsin  Business 

Development  Finance 


Call  1-800-536-6799  today! 
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Your  financial  fitness 

Post-retirement  health  coverage 

Michael  J.  Dolan,  CLU,  ChFC,  Madison 


You  may  be  looking  forward 
to  retirement,  to  a time  of 
life  when  you  can  do  what  you 
enjoy  doing  without  work-day 
pressures.  But,  you  are  probably 
also  well  aware  that  planning  is 
essential  for  you  to  enjoy  retire- 
ment to  its  fullest.  One  vital  ele- 
ment of  planning,  if  you  want  to 
close  the  door  on  financial  con- 
cerns, is  ongoing  health  insurance. 

The  best  time  to  think  about  the 
health  coverage  you  will  need  af- 
ter age  65  is  long  before  you  reach 
age  65,  while  you  may  still  be  cov- 
ered by  on-the-job  group  health 
insurance  and  while  you  have 
more  options.  Here's  what  to  do: 

• Ask  your  employer  whether 
your  group  insurance  benefits 
can  continue  beyond  retirement. 
Some  employers  will  continue 
to  pay  all  or  part  of  the  cost  of 
continued  coverage.  Others 
won't,  but  will  let  you  sign  up 
yourself.  It  may  be  a good  idea 
to  continue  group  coverage, 
even  if  you  have  to  pay  the  pre- 
miums and  even  if  you  have  to 
supplement  a less-than-perfect 
policy,  because  the  coverage  is 
generally  much  cheaper  than  in- 
dividual coverage. 

• If  you  can't  continue  the  group 
plan,  ask  if  you  can  convert  it  to 
an  individual  plan.  The  indi- 
vidual premiums  will  be  higher, 
but  you  won't  have  any  lapse  in 
coverage  and  you  won't  have 
any  wait  before  pre-existing 
conditions  can  be  covered. 


Dolan  is  vice  president  and  chief  oper- 
ating officer  of  SMS  Insurance  Sendees 
and  a member  of  the  National  Asso- 
ciation of  Life  Underwriters. 


• Whether  you  continue  in  the 
group  plan  or  convert  the  group 
plan  to  an  individual  policy,  find 
out  whether  you  can  get  addi- 
tional benefits  under  the  com- 
pany policy.  There  might  be  a 
rider,  for  example,  permitting 
you  to  buy  additional  days  of 
hospital  coverage. 

• Several  months  before  you  reach 
age  65,  make  sure  that  your  So- 
cial Security  records  are  in  order 
and  that  you  apply  for  Medi- 
care. Benefits  are  not  automatic. 
You  must  apply,  and  it  is  best  to 
do  so  early.  If  you  do  not  sign 
up  for  Medicare  Part  B (medi- 
cal insurance)  when  you  first 
become  eligible,  you  may  do  so 
only  during  the  first  three 
months  of  each  succeeding  year. 
You'll  also  pay  more  with  each 
succeeding  year. 

• Think  about  your  post-retire- 
ment plans.  Medicare's  cover- 
age is  limited  to  the  United 
States,  including  Puerto  Rico, 
the  Virgin  Islands,  Guam,  and 
American  Samoa.  If  you  plan  to 
do  much  traveling  after  retire- 
ment, be  sure  that  you  have  pri- 
vate insurance  that  will  pick  up 
any  overseas  health  care  costs. 

• Look  at  Medicare's  benefits 
(which  cover  less  and  less  each 
year)  and  consider  buying  a 
supplemental  policy  to  pick  up 
Medicare's  deductibles  and  co- 
insurance.  And,  if  you  are  plan- 
ning to  purchase  a supplemen- 
tal policy,  do  so  early  to  avoid 
any  gaps  in  coverage.  The  law 
now  guarantees  the  right  to  buy 
Medicare  supplement  insurance 


Michael  J.  Dolan,  CLU,  ChFC 


to  Americans  aged  65  and  over, 
regardless  of  their  health  condi- 
tion, provided  they  act  within  6 
months  after  enrolling  in  Medi- 
care. An  important  consider- 
ation is  insurance  coverage  for 
your  spouse  (under  age  65). 
That  person  is  not  eligible  for 
Medicare  and  most  companies 
won't  write  an  individual  policy 
above  age  60.  Talk  to  a profes- 
sional insurance  agent  who  will 
help  you  evaluate  your  needs. 

• If  you  retire  before  you  are  eli- 
gible for  Medicare,  and  have 
worked  for  a company  with  at 
least  20  employees,  federal  law 
now  requires  the  company  to 
offer  continuation  health  insur- 
ance for  up  to  18  months.  You 
will  have  to  pay  the  premiums, 
which  can  be  up  to  102%;  the 
additional  2%  defrays  adminis- 
trative costs.  ❖ 
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Physician  briefs 

The  * indicates  a member  of  the  SMS 

Andrew  J.  Catanzaro,  MD,*  an  internist,  has  joined 
the  Milwaukee  Medical  Clinic.  He  earned  his  medi- 
cal degree  from  Ohio  State  University.  He  com- 
pleted his  residency  and  internship  at  the  Medical 
College  of  Wisconsin  and  he  holds  faculty  appoint- 
ments as  assistant  clinical  professor  of  medicine  at 
MCW  and  as  clinical  assistant  professor  of  medi- 
cine at  the  University  of  Wisconsin-Madison  School 
of  Medicine. 

Jon  Dankle,  MD,*  an  otolaryngologist,  has  recently 
joined  the  medical  staff  of  Burlington  Clinic-Au- 
rora Medical  Group.  He  has  a bachelor's  degree  in 
microbiology  from  the  University  of  Iowa,  Iowa 
City.  He  earned  his  medical  degree  with  honors 
from  Iowa  Medical  School.  He  completed  his  in- 
ternship at  Rush  Presbyterian-St  Luke's  Medical 
Center,  Chicago  and  completed  his  residency  at 
Penn  State  University,  University  Park,  Pa. 


^ Advertise 

£ in  the 
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Beth  A.  Derfus,  MD,  an  internist  and  assistant 
professor  of  medicine,  at  the  Medical  College  of 
Wisconsin,  received  $60,000  to  continue  her  re- 
search of  calcium  crystals  that  cause  degenerative 
arthritis.  The  goal  is  to  prevent  calcium-crystal  for- 
mation in  cartilage.  She  received  her  medical  de- 
gree from  Johns  Hopkins  University  School  of 
Medicine.  She  completed  her  residency  in  internal 
medicine  at  Case  Western  Reserve  University  Hos- 
pitals of  Cleveland  and  a fellowship  in  rheumatol- 
ogy at  the  Medical  College  of  Wisconsin. 

Sundaram  Hariharan,  MD,  a nephrologist,  has 
joined  the  Medical  College  of  Wisconsin  Physicians 
and  Clinics.  He  has  also  been  appointed  associate 
professor  of  medicine  in  the  division  of  nephrol- 
ogy. He  received  his  medical  degree  from  the  Uni- 
versity of  Bombay.  He  completed  an  internal  medi- 
cine residency  at  the  LTMM  College  Hospital  in 
Bombay  and  registrar  in  nephrology  at  the  Jaslock 
Hospital  and  Research  Center  in  Bombay  and  at 
the  Christian  Medical  College  and  Hospital  in 
Vellore,  India. 

Richard  Nagler,  MD,*  an  internal  medicine  spe- 
cialist, has  joined  the  Midelfort  Clinic.  He  earned 
his  medical  degree  from  the  University  of  Michi- 
gan Medical  School  in  Ann  Arbor,  Mich.  He  com- 
pleted his  internship  arid  residency  at  the 
Hennepin  County  Medical  Center  in  Minneapo- 
lis. He  is  board  certified  in  internal  and  geriatric 
medicine. 

Lane  Reed,  MD,  has  recently  joined  the  Osceola 
Medical  Center-Ramsey  Clinic-Osceola  as  a fam- 
ily practitioner.  He  earned  his  medical  degree  from 
the  Indiana  University  School  of  Medicine.  He  com- 
pleted his  residency  in  family  medicine  at  the  St 
Paul-Ramsey  Medical  Center. 

Thomas  Webster,  MD,*  a family  practitioner,  re- 
cently joined  the  General  Clinic  Aurora  Health 
Care.  He  earned  his  medical  degree  from  Abraham 
Lincoln  College  of  Medicine,  University  of  Illinois- 
Chicago.  He  was  certified  in  1975  by  the  American 
Board  of  Family  Practice.  From  1976  to  1982,  he 
was  on  the  teaching  staff  of  St  Francis  Medical  Cen- 
ter in  Peoria  and  from  1979  to  1982  he  was  chair  of 
the  Department  of  Family  Practice  at  the  Peoria 
facility.  ❖ 
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County  society  news 

Brown.  The  Brown  County  Medical  Society  ap- 
proved the  following  physicians  for  membership: 
Dennis  M.  Hudson,  MD;  Karla  J.  Roth,  MD;  Jo  Anne 
M.  Budi,  MD;  Susan  P.  Blackford,  MD;  Richard  L. 
Harrison,  MD;  Eugene  Brusky,  MD;  Ronelle  M. 
Moe,  MD;  and  Martin  Viebahn,  MD. 

Kenosha.  The  Kenosha  County  Medical  Society 
approved  membership  for  the  following  physi- 
cians: Mohammad  Inam  Hussain,  MD;  W.  Harley 
Sobin,  MD;  and  Maher  Mourad,  MD. 

LaCrosse.  The  La  Crosse  County  Medical  Society 
approved  membership  for  Katherine  L.  Kostamo, 
MD. 

Marathon.  The  Marathon  County  Medical  Society 
approved  membeship  for  Luz  L.  Balmadrid,  MD. 


Rock.  The  Rock  County  Medical  Society  approved 
membership  for  Robert  M.  Cook,  MD;  and  Michael 
E.  Tieman,  MD. 

Vernon.  The  Vernon  County  Medical  Society  ap- 
proved membership  for  Deborah  Prior,  MD;  and 
William  Bloedon,  DO. 

Waupaca.  Ali  Mardan,  MD,  was  approved  for 
membership  in  the  Waupaca  County  Medical  So- 
ciety. 

Winnebago.  The  Winnebago  County  Medical  So- 
ciety approved  membership  for  Steven  Knaus,  MD; 
John  Whelan,  MD;  Douglad  Mielke,  MD;  Thomas 
VanSistine,  MD;  and  Arthur  Heitzler,  MD.  ❖ 


AM  A awards 

The  Wisconsin  physicians  listed  below  re- 
cently earned  AMA  Physician's  Recognition 
Awards  for  February,  1996.  They  have  distin- 
guished themselves  and  their  profession  by  their 
commitment  to  continuing  education,  and  the  SMS 
offers  them  its  congratulations.  The  * indicates 
members  of  the  SMS. 

* Bartlett,  David  H. 

* Biehl,  Michael 
* Boehm,  Frederick  J. 

* Cantwell,  Arthur  A. 

* Cohen,  Donald  J. 

* Kadile,  Eleazar  M. 

* Kaufman,  David  K. 

Korkos,  George  J. 

* Lindesmith,  Larry  A. 

* Lois,  Pamela  V. 

* Markham,  Marla  J. 

Mehta,  Minesh  P. 

* Miller,  Gerald  J. 

* Oreck,  Steven  L. 

* Sorensen,  Charles  C. 

* Szabo,  Susan  M. 

Taman,  Mahmoud  S. 

* Troup,  Charles  W.  ❖ 


FAMILY  PRACTITIONER... 

Want  to  share  call  with  11  other  Family  Practitio- 
ners and  live  in  the  Brainerd  Lakes  Area?  Imme- 
diate opening  available  at  Brainerd  Medical  Cen- 
ter. 

Brainerd  Medical  Center,  PA 

• 30  physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000 
people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local 
hospital  - St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Less  than  2-1/2  hours  from  the  Twin  Cities, 
Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Call  Collect  to  Administrator: 
Curt  Nielsen 

(218)  828-7105  or  (218)  829-4901 
2024  South  6th  Street 
Brainerd,  MN  56401 
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Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to 
the  foundation.  A memorial  contribution  can  provide  financial  aid 
to  a needy  medical  student,  help  stimulate  research  on  behalf  of  the 
public  health  or  aid  in  the  preservation  of  Wisconsin's  medical  his- 
tory. When  a memorial  gift  is  made  to  the  foundation,  the  deceased 
person's  family  receives  a special  card  with  the  name  of  the  donor. 
For  more  information,  contact  the  foundation  staff  at  the  SMS.*:* 


Cook,  Harold  E.,  MD,  of  Milwau- 
kee, died  Jan  8,  1996.  He  received 
his  medical  degree  from 
Marquette  University  Medical 
School.  Shortly  after  graduation  he 
took  a part-time  position  as  physi- 
cian in  charge  of  the  county's  emer- 
gency hospital.  He  also  maintained 
a private  medical  practice  and  was 
on  the  staff  of  Deaconess  Hospital 
for  more  than  30  years,  including 
a role  as  chief  of  staff  from  1952- 
54.  He  was  for  many  years  an  as- 
sociate professor  of  occupational 
and  environmental  medicine  at  the 
MU  Medical  School.  He  served  in 
the  US  Navy  medical  corps  during 
World  War  II  and  ran  a hospital  on 
Guam.  Dr  Cook  became  the 
county's  first  director  of  medical 
services  in  1958  and  retired  in  1966. 
He  was  a member  of  the  SMS, 
president  and  member  of  the  Mil- 
waukee Hospital  Council  Board  of 
Directors,  and  medical  director  of 
the  curative  workshop.  He  is  sur- 
vived by  his  wife  Helene. 

Gunsolly,  Brent  L.,  MD,  of 

Medford,  died  Dec  20,  1995.  He 
received  his  undergraduate  degree 
from  Foras  College  in  Dubuque, 
Iowa.  He  earned  his  medical  de- 
gree from  the  University  of  Iowa 
Medical  School  in  Iowa  City,  Iowa. 
He  completed  an  internal  medicine 
residency  at  Iowa  Methodist  Hos- 
pital in  Des  Moines,  Iowa,  and  a 
family  practice  residency  at 
Wausau  Family  Practice  Clinic  in 
Wausau.  He  worked  at  the 
Medford  Family  Practice  Clinic 
and  also  served  as  the  medical  di- 
rector for  Hope  Hospice  of  Taylor 
County.  He  was  a member  of  the 
SMS.  He  is  survived  by  his  wife 
Cynthia;  four  children:  Cassandra, 


Chad,  Jacob  and  Kyle;  and  his  fa- 
ther Feon,  of  Souix  City,  Iowa. 

Hollenbeck,  Stanley  W.,  MD,  of 

Brookfield,  died  Jan  10,  1996.  He 
earned  his  medical  degree  from 
Marquette  University  and  com- 
pleted his  residency  at  Mt  Sinai 
Hospital  in  Milwaukee.  He  was  a 
member  of  the  SMS.  He  is  survived 
by  his  wife  Dorothy,  four  children: 
Stanley  Jr.,  Dr  Terry  A.,  Suzanne 
Zieche,  and  Cathy  Fohmiller;  five 
grandchildren;  and  two  great 
grandchildren. 

Roob,  Doris  Mae,  MD,  of  Cudahy, 
died  Jan  4,  1996.  She  graduated 
from  the  University  of  Wisconsin- 
Madison  with  degrees  in  chemis- 
try, mathematics,  and  English.  She 
became  licensed  to  practice  medi- 
cine and  surgery  in  1962.  She  also 
was  a former  chemistry  instructor 
at  the  University  of  Wisconsin-Mil- 
waukee. 

Schwab,  Robert  L.,  MD,  a former 
Winnebago  County  physician, 
died  Feb  4,  1996.  He  received  his 
medical  degree  from  theUniversity 
of  Kansas.  He  completed  an  intern- 


ship at  St  Mary's  Hospital,  Duluth, 
Minn,  and  completed  his  residency 
at  the  Veterans  Administration 
Hospital  in  Wood.  He  was  a mem- 
ber of  the  SMS,  50  Year  Club  and 
the  American  Society  of  Clinical 
Pathologists.  He  is  survived  by  his 
wife  Geneva,  five  children:  Rob- 
ert J.,  of  Madison;  Richard  }.,  of 
Appleton;  Stephani  Jo  Schroeder, 
of  Dallas,  Tex;  Andrea  Jean 
Kimball,  of  Salt  Fake  City,  Utah; 
and  Theresa  Jan  Joakim,  of  Jackson- 
ville, Fla;  and  six  grandchildren. 

Zenner,  Clarence,  MD,  of  Cadott, 
died  Jan  9,  1996.  He  received  his 
medical  degree  from  Marquette 
University  School  of  Medicine.  Dr 
Zenner  opened  his  medical  prac- 
tice in  Cadott  in  1934  and  retired 
in  1973.  He  enjoyed  gardening, 
wine  making,  hunting  and  fishing. 
He  was  a member  of  the  Chippewa 
County  Medical  Society  and  the 
SMS.  He  is  survived  by  four  chil- 
dren: Anthony,  of  Florida;  Kathleen 
Furtado,  of  Chippewa  Falls;  Mary 
Machler,  of  Chippewa  Falls;  Chris- 
tine Steiner,  of  Washington;  11 
grandchildren;  and  one  great 
granddaughter. 
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Just  because  something  is  old  doesn’t 
mean  it  isn’t  valuable. 


I can  relate  to  that.  Maybe  that’s  why  I’m  never  in  a rush  with  these  old 
guys.  Sanding  out  a dent  here  and  there,  restoring  the  gears. ..soon  I’ll  have  all  the 
time  in  the  world  for  them,  just  like  they  have  for  me.  That’s  the  beauty  of  retirement. 


And  now  that  it’s  almost  here.  I’m  grateful  that  I started  planning  early  — with  U.S. 
Savings  Bonds.  I started  buying  Savings  Bonds  when  I got  my  first  real  job,  through  a 
Payroll  Savings  Plan.  I put  aside  something  every  payday.  And  little  by  little,  it  really 
added  up.  Bonds  are  guaranteed  safe,  too,  and  earn  interest  up  to  30  years. 

In  a few  more  years,  you’ll  find  me  out  here  in  the  workshop  more  and  more, 
fixing  a hinge  or  polishing  a case.  I know  that  there’s  a lot  of  life  left  in  these  old 
guys.  I can  relate  to  that,  too. 


Ask  your  employer  or  banker  about  saving  with 
U.S.  Savings  Bonds.  For  all  the  right  reasons. 


Take 
Stock 

inAmerica 


A public  service  of  this  magazine 
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Classified  ads 


PHYSICIAN.  Men's  specialty  clinic 
needs  physician  for  clinic  M-F,  8-5.  No 
call,  no  hospital,  no  nights,  no  week- 
ends. Primary  care  office  experience 
preferred.  15-20  patients  per  day.  Mil- 
waukee location.  Need  to  be  able  to 
communicate  with  patients  well.  Not 
eligible  for  J-l  Visa.  Mail  CV  to  Recruit- 
ment Dept.,  IMR,  10311  Maple  Drive, 
Overland  Park,  KS  66207,  FAX  (913) 
894-5911  or  call  Chuck  Branson  (913) 
649-2121.  4/96 

CONSIDERING  THE  UPPER  MID- 
WEST? Contact:  Jerry  Hess,  PHYSI- 
CIAN SERVICES,  3600  West  80th 
Street,  Suite  550,  Minneapolis,  MN 
55431,  (612)896-3492,  (612)896-3425 
FAX.  4-6/96 

ESCAPE  FROM  THE  ORDINARY! 

Needed!  General  Surgeon  to  work  in 
our  thriving  rural  family  practice  of  12 
physicians.  Candidate  should  have 
skills  in  C-Section,  Gyn  and 
laparoscopic  surgery.  Excellent  income 
potential.  8 weeks  vacation/CME. 
Only  group  in  county  with  3 referral 
centers  within  1 hour.  We  are  uniquely 
situated  on  1-94  half  way  between 
Madison  and  Twin  Cities.  Excellent  50 
bed  hospital  across  street  from  clinic. 
Great  schools  and  scenic  landscape  - 
including  state  forest.  Recreation  in- 
cludes water  sports,  skiing,  hunting, 
and  fishing.  Cohesive  group  of  caring 


RATES:  70  cents  per  word,  with 
a minimum  charge  of  $30  per  ad. 

BOXED  AD  RATES:  $40  per  col- 
umn inch.  All  ads  must  be  pre- 
paid. 

DEADLINE:  Copy  must  be  re- 
ceived by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701  FAX:608-283-5401 . 

Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or 
toll-free  1-800-362-9080. 


physicians!  Contact  or  send  CV  to  Dr. 
James  Dickman,  Krohn  Clinic,  Ltd.,  610 
West  Adams  St.,  Black  River  Falls,  WI 
54615.  Phone  (715)284-4311.  4-5/96 

MANITOWOC,  WI  - FP,  IM,  OB- 
GYN.  Join  quality  physicians  practic- 
ing in  beautiful  Manitowoc.  Enjoy  life 
in  this  thriving,  lakeshore  community 
of  32, 000  people.  Recreational  activities 
abound  year-round.  Practice  opportu- 
nities exist  in  the  growing  clinics  affili- 
ated with  Holy  Family  Memorial 
Medical  Center.  Excellent  compensa- 
tion, great  benefits.  Contact  Sandra 
Folz,  Director  of  Clinic  Management, 
414-683-8434.  4/96 

WISCONSIN  - Outstanding  Eastern 
Wisconsin  IM  opportunities.  Progres- 
sive and  economically  thriving  com- 
munities. Varied  cultural  and  recre- 
ational opportunities.  Lake  Michigan, 
national  forests,  in-land  lakes  and  a 
Midwest  premiere  resort  area  close  by! 
Family  friendly  call  schedules  and  pro- 
fessional growth  fostered.  Call  Adam 
at  Strelcheck  and  Associates:  (800)243- 
4353.  4/96 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary 
assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

TFN/95 


PPS  for  PSP2* 
Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.  Box  791  • Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


INTERNAL  MEDICINE  opportuni- 
ties in  Iowa,  Minnesota,  North  Da- 
kota, South  Dakota,  Wisconsin.  Per- 
manent and  Locums.  VHA  North  Cen- 
tral, 3600  West  80th  Street,  Suite  550, 
Minneapolis,  MN  55431.  (612)896-3492. 
FAX  (612)896-3425.  3-5/96 

WISCONSIN,  LA  CROSSE. 

Franciscan  Skemp  Healthcare,  part  of 
Mayo  Health  System,  seeks  BE/BC, 
residency-trained  family  practice  phy- 
sician to  join  nine  in  clinic-based  urgent 
care  department  in  La  Crosse.  40,000 
annual  urgent  care  visits.  Location 
doesn't  qualify  for  J-l  visa  status.  An 
integrated  delivery  network,  we  serve 
primary  care  population  base  of 
350,000  and  include  three  hospitals  and 
11  clinics  with  more  than  100  active 
medical  staff  members.  La  Crosse  lo- 
cated in  scenic  Mississippi  River  bluff 
country  with  excellent  fishing,  hunt- 
ing, boating.  Ideal  family-oriented  en- 
vironment. Good  public  and  private 
schools.  Contact  Tim  Skinner,MS,Ed,  or 


South-Central  Wisconsin 
Primary  Care 
Opportunities 


Physicians  Plus  Medical  Group,  a 
multi-specialty  group  of  245+  phy- 
sicians seeks  additional  Primary 
Care  Physicians  for  its  regional 
sites.  Established  and  new  loca- 
tions. Large  call  groups.  Full  lab 
and  x-ray.  Guaranteed  salary  plus 
incentives  with  a full  benefits 
package.  Send  CV  or  call  collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)  252-8580 
FAX:  (608)282-8288 

Physicians 

#Plus 

An  Equal  Opportunity  Employer 
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Physicians  Exchange 

Continued 

Bonnie  Nulf,  Franciscan  Skemp 
Healthcare,  700  West  Avenue  South,  La 
Crosse,  WI  54601-4796,  (800)  269-1986; 
(608)  791-9844;  fax  (608)791-9898. 

3-5/96 

WISCONSIN  OCCUPATIONAL 
MEDICINE  POSITION.  Dean  Medi- 
cal Center,  a 350  physician  multi-spe- 
cialty group  is  actively  recruiting  a 
board  eligible/board  certified  occupa- 
tional medicine  physician  to  join  its 
four  member  department.  This  posi- 
tion would  be  based  at  our  Riverview 
Clinic  in  Janesville,  and  would  also 
provide  coverage  at  our  locations  in 
Madison.  Work  hours  are  8am-5pm 
with  possible  evening  and  Saturday 
hours.  Excellent  communication  and 
marketing  skills  are  required.  This  po- 
sition would  include  practicing  the  full 
gamete  of  occupational  medicine  in- 
cluding toxicology,  medical  surveil- 
lance, injury  care  and  independent 
medical  exams.  Please  contact  Scott 
Lindblom,  Dean  Medical  Center,  1808 
West  Beltline  Highway,  Madison,  WI 
53713  or  call  608-250-1550  or  home  608- 

845- 2390.  3-6/96 

OCONTO  FALLS,  WISCONSIN.  BE/ 

BC  Family  Physician  needed  for  a 
growing  practice  of  five  physicians. 
Clinic  is  based  in  a rural  community 
30  miles  north  of  Green  Bay.  Excellent 
competitive  salary  with  benefits.  Please 
send  CV  or  contact:  Artwich  Clinic,  815 
S.  Main  St.,  Oconto  Falls,  WI  54154. 
Phone:  414-846-3092.  3-5/% 

NORTHEAST,  WISCONSIN.  Look- 
ing for  a BE/BC  Internal  Medicine 
Physician  to  join  a growing  practice  of 
five  physicians.  Clinic  is  based  in  a ru- 
ral community  of  Oconto  Falls,  near 
Green  Bay.  Excellent  competitive  sal- 
ary with  benefits.  Please  send  CV  or 
contact:  Artwich  Clinic,  815  S.  Main  St., 
Oconto  Falls,  WI  54154.  Phone:  414- 

846- 3092.  3-5/96 

NOT  JUST  ANOTHER  RECRUIT- 
MENT AD.  Opportunities  at  North 


Memorial  owned  and  affiliated  clinics 
will  give  you  a shot  of  adrenaline  be- 
cause we  practice  in  a care  manage- 
ment environment  that  FPs,  IMs  and 
OB/GYNs  thrive  on.  Guide  your  pa- 
tients through  their  entire  care  process 
at  one  of  our  25  clinics  in  urban  or  semi- 
rural  Minneapolis  locations.  Interested 
BC/BE  MDs,  call:  (800)275-4790  or  fax 
CV  to  (612)520-1564.  2,4,6,8,10,12 

OCONTO  FALLS,  WISCONSIN.  Ac- 
tively seeking  a General  Surgeon  to  join 
a growing  clinical  practice  of  five  phy- 
sicians. Clinic  is  based  in  a rural  com- 
munity north  of  Green  Bay  affiliated 
with  local  hospitals.  Excellent  competi- 
tive salary  with  benefits.  Please  send 
CV  or  contact:  Artwich  Clinic,  815  S. 
Main  St.,  Oconto  Falls,  WI  54154. 
Phone:  414-846-3092.  3-5/96 

FAMILY  PRACTICE/OB-GYN  to  join 
progressive  14-physician  group  prac- 
tice. Rural  college  town  30  miles  from 
St.  Paul,  MN.  New  clinic  and  new  hos- 
pital. Contact  Robert  B.  Johnson,  MD, 
River  Falls,  WI  54022,  (715)425-6701. 

TFN 

EMERGENCY  MEDICINE:  PART- 
NERSHIPS. Be  a partner  in  your  own 
democratic  partnership  in  family  ori- 
ented communities  close  to  Milwau- 
kee. Low  volume  ED's.  Medical  Direc- 
tor, Full-time  and  Part-time  positions 
available.  Call  414-332-6228  or  send  CV 
to  the  Emergency  Resources  Group, 
509  West  Montclaire  Avenue,  Milwau- 
kee, Wisconsin,  53217.  3-5/96 

NEW  OPENINGS  DAILY!  — FP,  IM, 

OB/GYN,  PED.  We  track  every  com- 
munity in  the  country,  including  over 
2000  rural  locations.  Opportunities  in: 
Appleton,  Green  Bay,  Kenosha,  Madi- 
son, Milwaukee,  Chicago,  Cincinnati, 
Indianapolis,  and  more.  Call  now  for 
details.  The  Curare  Group,  Inc. 
(800)880-2028.  TFN 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 350  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 


practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville,  Milton  and  Delavan, 
Wisconsin.  Janesville,  population 
55,000,  is  a safe,  beautiful,  family  ori- 
ented community  with  excellent 
schools  and  abundant  recreational  ac- 
tivities. Excellent  compensation  and 
benefits  are  provided  with  employ- 
ment leading  to  shareholder  status. 
Send  CV  to  Stan  Gruhn,  MD, 
Riverview  Clinic,  P.O.  Box  551, 
Janesville,  WI  53547,  or  call  (608)755- 
3500.  ll-12/95;l-10/96 


For  Rent 


Commercial  Space 
for  Rent 

1850  Sq.  Ft.  of  prime  office/ 
professional  space  in  the 
Capitol  area.  Bank  type  se- 
curity vault  on  premises;  free 
parking.  Will  remodel  to  suit. 
Available  immediately. 

Hershleder  Building 
524  E.  Washington  Ave. 
Madison,  WI  53703 
(608)  257-2133 
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But,  don’t  feel  sorry  for  us.  One  client 
is  all  we  need.  Were  SMS  Insurance 
Sendees,  the  state’s  only  Wisconsin- 
based,  physician-owned  insurance  firm. 
And  our  only  client  is  Wisconsin’s 
medical  community. 

Like  many  of  you,  SMS  Insurance 
Sendees  is  a specialist.  We  provide 
comprehensive  insurance  coverage  to 
Wisconsin  physicians,  clinics,  hospitals, 
related  health  care  providers,  their 
employees  and  families.  And  that’s  all. 

When  you  only  have  one  client,  you  get  to 
know  that  client  very  well.  Which  is  why 


SMS  Insurance  Services  best  understands 
the  Wisconsin  medical  community’s 
insurance  needs.  We  are  Wisconsin’s 
leading  medical  professional  liability 
insurer.  And  we  offer  the  most  compre- 
hensive range  of  personal,  group,  and 
corporate  insurance  programs  available. 
All  tailored  to  the  unique  requirements 
of  our  client. 

If  you  want  to  do  business  with  the 
insurance  firm  that  knows  you  best,  come 
to  SMS  Insurance  Sendees.  Remember, 
we  have  only  one  client,  and  that  client  is 

You. 


Wisconsin  based  - physician  owned  - exclusively  sen  ing  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 


Excellent  Job,  Team. 


The  PIC  Team  worked  and  worked  and  worked 
to  earn  the  prestigious  A.M.  Best  A-  Excellent  rating. 
And  now?  Back  to  work. 


Pick  PIC  for  top-grade  professional  liability  insurance. 

Along  with  the  endorsement  of  more  than  37%  of  the  state’s 
physicians,  plus  hospitals  and  dentists,  PIC  Wisconsin 
has  earned  a prestigious  A-  Excellent  rating  from  A.M.  Best, 
the  national  watchdog  for  strength  in  the  insurance  industry. 
Maintaining  our  strong  financial  base,  reflected  by  Best's 


rating,  is  paramount  to  protecting  the  interests  of  our  clients.  C 
financial  strength  continues  providing  stable,  competitive  rate 
perceptive  risk  management  and  tough  legal  aid.  All  that  yr 
need  to  make  the  grade. 


(608)831-8331  ‘(800)279-8331 
Tomorrow's  Insurance  Solutions  Today. 


PIC 

WISCONSIN 


© 1996  PIC  Wisconsin 


Firearm  Injuries  • Domestic  Violence  • Motor  Vehicle  Injuries 


******3  digit  191 

SERIALS  LIBRARY 
COLLEGE  OF  PHYS . OF  PHIL. 

19  SOUTH  22ND  STREET 
PHILADELPHIA  PA  19103-3001 


We  Treat  Groups. . .Like  People 


When  you’re  part  of  a large  insurance  group,  service  can  become 
pretty  impersonal.  You  can  lose  your  identity.  And  end  up  feeling 
like  part  of  the  herd. 

At  SMS  Insurance  Services,  we  treat  groups  and  their  members 
like  people.  As  individuals.  We  can  do  this  because  we  specialize 
in  serving  one  very  special  group  . . . the  7000-plus  State  Medical 
Society  physician-members,  their  families,  and  employees.  So  we 
can  focus  all  our  attention  on  you.  And  you  alone. 


SMS  Insurance  Services  offers  one  of  the  most  comprehensive 
group  insurance  programs  around.  Group  coverage  includes 
programs  for  liability,  health,  life,  dental,  disability,  property, 
and  even  retirement.  For  your  practice,  clinic,  or  hospital.  At 
extremely  competitive  group  rates. 

With  SMS  Insurance  Services  you  get  all  the  benefits  of  group 
participation  . . . without  feeling  like  you’re  part  of  the  herd. 
For  more  information  about  SMS  Insurance  Services  group 
insurance  programs,  contact: 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  257-6781  • (800)  545-0631  • PAX  (608)  283-5402 


Wisconsin  Medical  Journal 

The  Wisconsin  Medical  Journal  (ISSN  0043-6542)  is  the  official  publication  of  the  State  Medical  Society  of  Wisconsin  and  is  devoted  to  the 
interests  of  the  medical  profession  and  health  care  in  Wisconsin.  The  communications  director  and  managing  editor  are  responsible  for 
overseeing  the  production,  business  operation  and  contents  of  the  Journal.  The  editorial  board,  chaired  by  the  medical  editor,  solicits  and 
peer  reviews  all  scientific  articles;  it  does  not  screen  public  health,  socioeconomic  or  organizational  articles.  Although  letters  to  the  editor  are 
reviewed  by  the  medical  editor,  all  signed  expressions  of  opinion  belong  to  the  author(s)  for  which  neither  the  WMJ  nor  the  SMS  take 
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President's  page 
The  year  ahead: 

A fight  for  ethics  in  medicine  and  patients'  rights 


AS  MY  PRESIDENTIAL  YEAR  be- 
gins, some  new  problems 
are  rearing  their  heads  as  we  phy- 
sicians try  to  bring  the  best  in  medi- 
cal care  to  our  patients.  Four  issues 
in  particular,  I feel,  will  generate 
enormous  conflict  and  discussion 
this  coming  year  and  as  a result, 
deserve  our  attention: 

1.  Physician-assisted  suicide  — 

Two  years  ago,  a Wisconsin  leg- 
islator introduced  the  first  bill  in 
our  state  proposing  the  legaliza- 
tion of  assisted  suicide.  Nation- 
ally, the  poster-boy  for  the 
movement  is  Dr.  Jack 
Kevorkian,  a retired  pathologist 
who  has  proposed  radical  medi- 
cal experiments  on  prison  in- 
mates in  this  country.  Ethical 
issues  aside,  the  problems  inher- 
ent in  this  issue  are  exemplified 
by  the  case  of  one  of  Kevorkian's 
recent  subjects  who  claimed  to 
be  suffering  intractable  pain 
from  pelvic  cancer,  was 
euthanized,  and  then  at  autopsy 
was  found  to  be  free  of  disease. 

We  physicians  must  look  at 
ourselves  and  our  patients  in 
dealing  with  the  terminally-ill 
and  our  provision  of  comfort 
care  to  those  dealing  with  pain. 
It  is  regrettable  that  hospice  is 
still  a stepchild  in  medical  care 
and  is  not  being  utilized  as 


widely  as  it  should  be.  Patient- 
controlled  analgesia,  morphine 
drips,  and  other  means  of  pain 
alleviation  are  available  but 
need  to  be  more  widely  and  lib- 
erally used.  We  now  have  solu- 
tions to  many  of  the  problems 
of  pain  control  and  care  for  the 
terminally  ill  and  chronic  pain- 
ridden  patients.  It  is  up  to  us  to 
make  them  more  widely  avail- 
able and  more  fully  utilized. 

2.  Government  intervention  in 
medical  care  --  Making  physi- 
cians enforce  the  law  makes 
physicians  agents  of  the  state. 
The  interests  of  the  state  will  not 
always  be  concordant  with  the 
best  interests  of  an  individual 
patient,  and  it  is  in  the  indi- 
vidual patient's  best  interests 
that  we  physicians  put  first,  as 
the  basic  principle,  the  doctor- 
patient  relationship. 

For  example,  in  Wisconsin, 
the  State  Medical  Society  has  al- 
ways maintained  a neutral  po- 
sition on  abortion,  stating  that 
it  is  a legal  and  safe  medical  pro- 
cedure, and  is  a decision  to  be 
made  between  the  patient  and 
her  physician.  The  "Woman's 
Right  to  Know  Bill",  Assembly 
Bill  441,  recently  passed  both 
Houses  of  the  Wisconsin  legis- 
lature. It  broadens  to  an  enor- 


Richard  H.  Ulmer,  MD 


mous  extent  the  number  of  phy- 
sicians who  are  required  to  pro- 
vide warnings  about  the  poten- 
tial hazards  of  abortion  even  if 
the  issue  comes  up  only  in  a ca- 
sual conversation  between  pa- 
tient and  physician.  The  penal- 
ties for  failing  to  provide  these 
warnings  include  fines  extend- 
ing to  $10,000.  For  the  first  time, 
the  state  of  Wisconsin  has  deter- 
mined in  a medical  situation 
what  the  specific  risks  of  a pro- 
cedure are  and  which  ones  need 
to  be  discussed  with  our  pa- 
tients and  has  broadened  to  an 

Continued  on  next  page 
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unrealistic  degree  the  physi- 
cians who  are  responsible  for 
providing  information  about  a 
procedure. 

3.  For-profit  managed  care  opera- 
tions --  The  unconscionable 
profits  being  taken  from  the 
health  care  system  by  some  for- 
profit  managed  care  organiza- 
tions, is  an  ethical  issue,  not  a 
fiscal  one.  When  almost  30%  of 
the  medical  insurance  premium 
dollar  is  taken  out  of  the  system 
and  used  for  administrative 
costs  of  15-20%,  some  of  which 
goes  to  obscenely  high  salaries 
and  bonuses  for  CEOs,  and  a 10- 
12%  return  to  shareholders, 
there  is  left  only  70-80%  of  the 
health  care  premium  dollar  to  be 
expended  on  medical  care. 
(Compare  this  to  the  typical  not- 
for-profit  HMO,  which  spends 
about  92%  of  each  premium  dol- 
lar on  direct  health  care.)  Also, 
the  10-12%  of  the  health  care 
premium  dollar  paid  to  share- 
holders of  the  for-profits  is  lost 
to  the  community  and  to  the 
health  care  system. 

Considering  what  is  needed 
in  disease  prevention,  improved 
access,  and  public  health  educa- 
tion, are  there  not  better  uses  for 
this  portion  of  the  health  care 
premium  dollar?  If  care  is  to  be 
managed,  let  it  be  done  with  the 
goal  of  improving  health  care 
outcomes.  It  should  not  be  the 
goal  of  a managed  care  system 
to  hold  down  the  cost  of  care  so 
that  a larger  profit  can  be  re- 
turned to  the  shareholder.  This 
places  the  welfare  of  the  indi- 
vidual patient  and  the  public 
welfare  in  a remote  second 
place.  It  tramples  upon  the  pub- 
lic interest. 

4.  Lack  of  health  care  insurance 
availability  --  It  is  estimated  that 
43  million  of  our  fellow  citizens 


are  without  health  care  insurance, 
many  of  whom  cannot  get  insur- 
ance at  affordable  rates  because 
they  have  committed  the  un- 
speakable crime  of  being  sick.  I 
strongly  believe  that  everyone 
who  needs  health  care  should  be 
able  to  receive  it.  I reaffirm  the 
basic  principle  of  medical  prac- 
tice, "primum  non  nocere"  - first 
of  all  do  no  harm,  and  I believe 
that  for  us  to  be  silent  on  this  is- 
sue when  we  should  speak  out 
about  it  is  to  do  harm. 

On  this  issue,  I believe  Wiscon- 
sin is  in  the  vanguard.  In  1994,  our 
SMS  formulated  a local  plan 
called  Wisconsin  Care.  More  re- 
cently, our  physicians  and  execu- 
tive staff  have  lobbied  state  rep- 
resentatives to  support  the  bi-par- 
tisan Kennedy-Kassebaum  bill, 
which  will  go  a long  way  to  mak- 
ing health  care  insurance  avail- 
able at  reasonable  rates  for  people 
who  have  pre-existing  health  con- 
ditions. It  also  provides  that 
health  insurance  will  be  portable 
when  a person  leaves  a job  as 
seems  to  happen  so  very  fre- 
quently in  this  era  of  corporate 
downsizing.  Let  us  continue 
working  to  promote  passage  of  a 
bill  that  contains  these  two  pro- 
visions of  portability  and  cover- 
age despite  pre-existing  condi- 
tions. 

I will  be  discussing  these  issues 
over  the  course  of  my  year  as  Soci- 
ety President.  We  could  think  of  it 
as  a Wisconsin  Patient  Bill  of 
Health  Care  Rights.  Its  tenets  would 
be: 

. Every  Wisconsin  patient  has  a right 
of  access  to  cost-effective,  high-qual- 
ity preventive  and  primary  health 
care. 

• Every  Wisconsin  patient  has  the 
right  to  be  insured  at  reasonable  rates 
regardless  of  pre-existing  conditions. 


• Every  Wisconsin  patient  has  the 
right  to  portability  of  health  care 
insurance. 

• Every  Wisconsin  patient  has  the 
right  to  discuss  with  his  or  her 
physician  all  viable  options  for 
treatment  free  of  the  restrictions 
of  insurance-industry  imposed 
gag  clauses  and  unfettered  by  the 
inappropriate  intrusion  into 
medical  care  by  the  state. 

This  is  a tall  order.  But  they  are 
goals  that  are  worthy  of  us  and 
our  noble  profession.  For  it  is 
when  we  act  as  advocates  for  our 
patients  that  we  most  completely 
fulfill  the  duties  and  obligations 
and  privileges  that  we  assumed 
when  we  became  physicians. 

***** 

And  finally,  I would  be  remiss 
if  after  six  years  as  Board  chair 
and  one  as  president-elect,  I did 
not  acknowledge  the  fine  work  of 
our  Society  staff.  What  we  know 
of  the  staff  generally  comes  from 
what  we  see:  the  annual  meet- 
ing, commission  and  Board  meet- 
ings, those  times  when  we  come 
together  to  discuss  issues  and  es- 
tablish policy. 

From  the  attorneys  who  re- 
view our  contracts,  to  the  train- 
ing specialists  who  educate  our 
staffs,  the  accountants  who  keep 
the  books,  the  policy  analysts 
who  staff  commissions,  the  com- 
municators who  tell  of  our  suc- 
cesses, to  Mr.  Adams,  Mr.  Paxton, 
and  Mr.  Johnson,  it  is  a group  of 
very  able  and  dedicated  people 
that  we  are  extremely  fortunate 
to  have  and  whose  commitment 
we  value  highly.  I look  forward 
to  working  with  them  to  carry  out 
the  programs  of  the  State  Medi- 
cal Society  this  year.*:* 
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EVP  report:  The  view  from  here 
Moving  on 


On  April  8,  1996,  Thomas  L. 

Adams,  CAE,  announced  that 
he  would  be  resigning  as  EVP  of  the 
State  Medical  Society  of  Wisconsin 
effective  July  31, 1 996.  He  will  be  join- 
ing the  Denver-based  Medical  Group 
Management  Association  as  their 
EVP/CEO.  The  following  is  the  offi- 
cial letter  of  resignation  he  sent  to  Dr. 
Raymond  C.  Zastrow,  SMS  Chairman 
of  the  Board. 

Dear  Doctor  Zastrow: 

This  letter  will  serve  as  official  no- 
tification to  you  and  the  Board  of 
Directors  of  my  resignation  as  Ex- 
ecutive Vice  President  of  the  State 
Medical  Society  of  Wisconsin  ef- 
fective July  31,  1996.  I have  ac- 
cepted the  position  of  Executive 
Vice  President  of  the  Medical 
Group  Management  Association 
(MGMA)  in  Denver,  Colorado  and 
Washington,  DC. 

The  State  Medical  Society  has 
had  an  incredibly  successful  ten 
years.  It  is  recognized  as  one  of  the 
preeminent  medical  associations  in 
the  United  States.  I leave  you  with 
nearly  an  80%  membership  pen- 
etration, some  of  the  strongest  tort 
reform  laws  in  the  nation  and 
greatly  enhanced  cash  reserves. 
Current  programs  to  deal  with 
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managed  care,  reform  of  the  Med- 
icaid system,  and  the  Medical  Out- 
comes Research  Project  position 
the  Society  to  be  at  the  forefront  of 
change  for  the  foreseeable  future. 
New  communications  tools  such  as 
the  web  page  and  video 
conferencing  ensure  the  ability  to 
convey  to  the  membership  that 
they  get  good  value  for  their  mem- 
bership dollar. 

I also  leave  you  with  a very  spe- 
cial relationship  between  the  phy- 
sician leadership  and  your  out- 
standing staff.  While  we  had  a lot 
of  successes  in  the  past  ten  years, 
it  was  not  my  success  or  the 
president's  success,  it  was  the  suc- 
cess of  a working  collegial  partner- 
ship between  the  physician  lead- 
ership and  the  staff.  It  is  a very 
special  relationship,  unique  among 
associations.  That  partnership  and 
the  willingness  to  take  risks,  such 
as  you  did  with  Partnercare  and 
Wisconsin  Care,  have  been  what 
historically  has  set  SMS  apart  from 
other  health  care  organizations.  I 
know  that  you  will  continue  those 
traditions  and  continue  to  thrive. 

Having  said  all  of  that,  I know 
in  my  heart  that  there  will  be  no 
better  time  for  me  to  seek  new  chal- 
lenges, to  move  to  the  national 


Thomas  L.  Adams,  CAE 


stage,  than  now.  Diane,  Ashley  and 
I will  carry  with  us  to  Denver  many 
wonderful  friendships  and  many 
great  memories.  It  was  a privilege 
for  me  to  be  your  staff  leader  for 
these  past  ten  years. 

I look  forward  to  working  with 
you  and  the  new  Executive  Vice 
President  to  ensure  a successful 
transition. 

Sincerely, 

Thomas  L.  Adams,  CAE 
Executive  Vice  President 
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GENE  TESTING  by  CELTEK 

Celtek  Corporation  is  a Molecular  Diagnostic  Service  for  Wisconsin  physicians  and 
their  patients.  Determination  of  a pathogenic  DNA  mutation  provides  a definitive 
diagnosis  and  quickly  determines  the  medical  implications  for  the  patient  and  family 
members.  Celtek  provides  a comprehensive  source  for  molecular  diagnostic  services 
with  expertise  in  a broad  range  of  genetic  disorders  due  to  DNA  mutations. 


Gene  Testing  is  becoming  the  diagnostic  method  of  choice  for  an  increasing  number 
of  disorders.  Comparatively,  the  traditional  laboratory  methods  are  often  incomplete, 
indirect,  or  preliminary,  as  well  as  more  costly.  A diagnosis  based  on  Gene  Testing 
can  also  avoid  procedures  that  are  invasive  or  painful,  time  consuming,  and  less 
accurate.  In  most  instances,  Gene  Testing  involves  a conventional  blood  sample  that 
is  easily  shipped.  Reporting  of  results  includes  appropriate  genetic  counseling  for  the 
patient  and  family.  Consider  Gene  Testing  First  for  any  of  these  diseases. 


GENE  TESTING  IS  AVAILABLE  FOR  THE  FOLLOWING  CONDITIONS: 

□ a-  or  P-THALASSAEMIA  □ LEBER  HEREDITARY  OPTIC  NEUROPATHY 

□ ANGELMAN  SYNDROME  □ MACHADO-JOSEPH  DISEASE 

□ APOLIPOPROTEIN  E (APOE)  GENOTYPING  □ MYOTONIC  DYSTROPHY 

□ CONGENITAL  ADRENAL  HYPERPLASIA  □ MCAD  (medium-chain  acyl-coA 

(21 -hydroxylase  deficiency)  dehydrogenase)  DEFICIENCY 

□ CYSTIC  FIBROSIS  □ PRADER-WILLI  SYNDROME 

□ DUCHENNE/BECKER  MUSCULAR  DYSTROPHY  □ RhD  TYPING 

□ FRAGILE  X SYNDROME  □ SEXING 

□ GALACTOSAEMIA  (galactose-1 -phosphate  □ SICKLE  CELL  ANAEMIA 

uridyl  transferase  (GALT)  deficiency)  □ SPINAL  MUSCULAR  ATROPHY 

□ HAEMOGLOBIN  C □ SPINOCEREBELLAR  ATAXIA  TYPE  I 

□ HUNTINGTON  DISEASE  □ SPINOBULBAR  MUSCULAR  ATROPHY 

□ WILLIAMS  SYNDROME 

OTHER  SERVICES  by  Celtek  include:  • DNA  BANKING 

• PATERNITY  TESTING 

• PRENATAL  DNA  TESTING 

PRENATAL  Gene  Testing  is  available  for  many  of  the  disorders  listed. 

Please  contact  Celtek  for  a Gene  Testing  Resource  kit  and  a catalogue  of  current  tests. 


Office:  800-988-3559 
Laboratory:  414-475-7984 
FAX:  414-475-7220 
E-mail:  genetest@aol.com 
WWW:http://www. axisnet.net/celtek 


CELTEK  CORPORATION 

2323  North  Mayfair  Road, 
Milwaukee,  Wl  53226-1504 


Providers  of  Genetic  Information 
to  Physicians  in  Clinical  Practice 


'All  testing  using  the  polymerase  chain  reaction  is  performed  pursuant  to  a license  agreement  with  Roche  Molecular  Systems,  Inc. 
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Guest  editorial 

Firearms  injury  reporting  system  needed 


James  E.  Doyle,  Attorney  General,  State  of  Wisconsin 


Firearms  are  second  only  to 
motor  vehicles  as  the  cause  of 
injury  deaths  in  this  country.  In 
some  areas,  such  as  Milwaukee 
County,  firearms  deaths  now  ex- 
ceed those  caused  by  vehicle 
crashes.  Given  the  scope  of  this 
problem,  it  is  no  longer  realistic  to 
rely  on  the  criminal  justice  system 
alone  for  a solution.  People  who 
commit  violent  crimes  must  go  to 
prison.  However,  we  must  also 
look  beyond  the  current  system  of 
arrest,  prosecution  and  imprison- 
ment if  we  want  to  protect  our  chil- 
dren. 

The  police  cannot  keep  a child 
from  accidently  shooting  a play- 
mate. They  cannot  prevent  a 
youngster  from  settling  a play- 
ground fight  with  a .25  caliber 
handgun.  There  is  no  good  law 
enforcement  solution  to  teenage 
suicides  committed  with  firearms 
found  in  the  home.  The  police  can- 
not stop  a child  from  being  shot 
and  killed  after  being  mistaken  for 
a burglar.  With  such  easy  access  to 
guns,  there  is  little  law  enforcement 
officers  can  do  to  prevent  a domes- 
tic dispute  from  ending  in  tragedy. 

We  must  try  to  find  a more  ef- 
fective approach.  Over  the  past  30 


Attorney  General  James  Doyle  has 
been  Wisconsin's  chief  law  enforce- 
ment officer  since  1991.  He  was  first 
elected  Attorney  General  in  1990  and 
re-elected  to  a second  four-year  term 
in  1994.  His  office  has  established  a hot 
line  to  provide  criminal  background 
checks  on  handgun  purchasers,  which 
has  prevented  more  than  900  illegal 
handgun  sales  to  felons. 


years  the  number  of  motor  vehicle 
deaths  in  this  country  has  de- 
creased dramatically.  This  is  be- 
cause there  has  been  a real  effort 
to  make  highways  and  vehicles 
safer.  Tougher  drunk  driving  laws, 
and  increased  enforcement  of  those 
laws,  have  played  a major  role  in 
improved  highway  safety.  Better 
highway  engineering,  the  in- 
creased use  of  seat  belts  and  the  21- 
year-old  drinking  age  have  also 
played  a part. 

The  most  important  factor,  how- 
ever, may  have  been  the  availabil- 
ity of  information.  Statistics  com- 
piled by  the  Fatal  Accident  Report- 
ing System  have  allowed  for  both 
a more  informed  public  debate  and 
better  public  policy.  We  need  to 
develop  the  same  kind  of  data  for 
gun  deaths  if  we  are  ever  to  move 
beyond  the  endless  empty  rheto- 
ric that  now  characterizes  the  de- 
bate over  the  regulation  of  fire- 
arms. 

In  order  to  advance  this  idea,  the 
Wisconsin  Department  of  Justice 
developed  a research  project  to 
identify  the  specific  types  of  fire- 
arms being  used  in  homicides  in 
Milwaukee  County.  The  study 
found  that  handguns  with  a barrel 
length  of  less  than  four  inches  were 
overwhelmingly  the  weapons  of 
choice.  This  information  was  then 
used  to  draft  legislation  that  would 
have  better  regulated  the  sale  of 
those  specific  weapons.  It  also 
changed  the  fundamental  nature  of 
the  debate.  The  issue  was  no  longer 
about  all  guns,  but  just  about  a spe- 
cific type  of  gun  that  was  proven 
to  be  dangerous. 

I strongly  support  the  efforts  to 


James  E.  Doyle,  Attorney  General 


develop  a firearms  injury  reporting 
system  that  will  provide  the  data 
necessary  to  support  not  only  new 
legislation  but  also  safer  products. 
The  use  of  built-in  trigger  locks  and 
personal  identification  sensors  on 
firearms  may  also  be  an  effective 
way  to  curb  accidental  shootings 
and  teenage  suicides. 

This  kind  of  approach  is  consis- 
tent with  the  current  law  enforce- 
ment commitment  to  problem-ori- 
ented community-based  policing. 
Police  chiefs  across  Wisconsin  are 
looking  for  proactive  ways  to  solve 
problems  rather  than  simply  rely- 
ing on  the  traditional  reactive 
methods  of  investigation  and  ar- 
rest. 

As  the  state's  chief  law  enforce- 
ment officer,  I look  forward  to  con- 
tinuing to  work  with  the  public 
health  community  in  reducing  the 
number  of  firearms  injuries  and 
deaths  in  Wisconsin. ❖ 
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PROFILE:  Thomas  L.  Adams,  CAE 


Thomas  L.  Adams,  CAE 


Title:  Executive  Vice  President,  State  Medical  Society  of  Wisconsin 

Family:  Married  to  Diane  Adams,  two  children,  Benjamin,  16,  and 
Ashley,  8. 

Bom:  Albemarle,  NC 

College:  Lenoir  Rhyne  College,  Hickory,  NC,  Major:  History 

Job  History:  Staff  Assistant,  Senator  Robert  Morgan  (North  Carolina); 
Chief  of  Staff,  Congressman  Lamar  Gudger  (North  Carolina);  Director 
of  Governmental  Affairs,  North  Carolina  Medical  Society;  and  Director 
of  Washington,  D.C.  office  for  the  American  Society  of  Anesthesiolo- 
gists 


SMS:  Hired  as  Secretary-General  Manager  at  SMS  on  April  1, 1986 


Other  career  possibilities: 

"I  always  thought  I would  go  back  to  Albemarle  (North  Carolina)  and 
run  a radio  station.  I worked  in  radio  in  junior  and  senior  high  school 
and  college.  But  that  opportunity  to  go  back  home  never  really  pre- 
sented itself." 

What  brought  you  to  the  SMS? 

"I  met  Earl  Thayer  (former  SMS  Secretary-General  Manager)  at  an 
AMPAC  reception  and  he  said  he  was  retiring  from  the  SMS  and 
encouraged  me  to  apply  for  the  position.  When  I came  up,  I was  very, 
very  impressed  with  the  search  committee.  Dr.  Darrold  Treffert,  who 
was  chair  of  the  board  at  the  time,  and  I had  some  good  conversations. 
I liked  the  fact  that  the  SMS  was  recognized  in  the  federation  as  being 
one  of  the  leaders  in  medical  societies.  That  it  (SMS)  wasn't  afraid  to 
take  a position  on  an  issue  that  was  on  the  cutting  edge  where  doctors 
were  concerned.  The  SMS  was  also  seen  as  a society,  most  importantly, 
that  viewed  its  relationship  with  the  staff  as  a partnership  rather  than 
an  employer/ employee  relationship.  I liked  that  and  even  today  most 
medical  societies  do  not  work  as  a team  approach.  It's  part  of  what 
makes  us  unique  here." 


What  do  you  like  about  Wisconsin? 

"The  people  are  very  friendly.  A much  more  genuine  friendliness  than 
you  sometimes  see  in  other  parts  of  the  country.  Wisconsin  is  also  very 
accepting  of  new  ideas  and  is  a very  pleasant  place  to  be." 


What  don't  you  like  about  Wisconsin? 

"The  long  winters.  The  first  time  I traveled  to  Wisconsin,  it  was  in 
November.  I awoke  to  a cover  of  white  of  three  inches  of  snow.  That 
scared  me  a little,  but  not  enough  to  keep  me  away." 
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Interview 


Tom  Adams  reflects  on  10  eventful  years 
as  SMS  leader;  sets  blueprint  for  successor 

Cheryl  McCollum,  contributing  editor 


In  the  more  than  150  years  of  the  State  Medical  Society  (SMS)  of  Wis- 
consin, there  have  been  just  four  executive  vice  presidents  who  have 
guided  the  SMS.  While  the  titles  have  changed  over  the  years,  all  four 
have  brought  the  society  through  some  challenging  and  changing 
times. 

It  was  10  years  ago  the  SMS  hired  its  fourth  and  youngest  EVP, 
Thomas  L.  Adams,  CAE.  And  just  last  month,  he  announced  he  is 
leaving  the  SMS  in  August  to  become  the  CEO  of  Denver-based  Medi- 
cal Group  Managers  Association.  The  Wisconsin  Medical  Journal  is 
taking  a look  back  on  how  Mr  Adams'  leadership  has  shaped  the  SMS 
and  what  he  foresees  as  the  future  of  its  nearly  8,500  member  physi- 
cians, its  staff  and  his  successor. 


WMJ:  Tom,  you  have  been  at  the 
helm  of  the  SMS  for  10  years 
now  and  there  have  been  a lot  of 
changes  in  organized  medicine 
during  those  years.  What  do 
you  see  as  the  most  significant 
difference  in  medical  associa- 
tions today  as  compared  to  10 
years  ago? 

ADAMS:  Ten  years  ago,  associa- 
tions were  much  more  reactive. 
Today,  the  SMS  has  moved  to  the 
forefront  of  associations  that  are 
proactive  in  providing  answers  to 
societal  problems.  For  example,  a 
little  more  than  a year  ago. 
Governor  Tommy  Thompson 
came  to  the  SMS  and  asked  us  for 
solutions  on  how  to  improve  the 


quality  and  reduce  the  rising  cost 
of  the  state's  Medical  Assistance 
program.  From  that  request,  we 
formed  the  State  Medical 
Society's  Medical  Assistance  Task 
Force  and  developed  more  than 
12  proposals  that  we  will  give  to 
the  governor  this  month.  Thanks 
to  the  physician-members  of  the 
task  force  and  chair  Dr  Nancy 
Ness,  of  Mauston,  we  now  have  a 
proposal  with  viable  recommen- 
dations to  greatly  improve  the 
state's  Medical  Assistance 
program.  Solutions  range  from 
requesting  an  audit  of  why 
Wisconsin's  MA  spending  is  38% 
higher  than  the  national  average, 
to  recommending  that  special- 
ized medical  vehicle  transporta- 


tion be  provided  to  individuals 
on  provider  prospective  disabil- 
ity assessment  in  place  of  the 
current  retrospective  situational 
recommendations. 

Wisconsin  Care  is  another 
example  of  where  we  stepped 
forward  with  a comprehensive 
health  care  reform  plan  that 
simultaneously  addresses  issues 
of  access,  quality  and  cost.  In  fact, 
the  SMS  Wisconsin  Care  Task 
Force  chaired  by  Dr  Ken  Viste 
developed  Wisconsin  Care  in 
1993,  even  before  President 
Clinton  proposed  his  and  the  first 
lady's  health  care  reform  plan. 
Proposals  involving  insurance 
market  reforms,  allied  health  care 
providers,  administrative  simpli- 
fication are  all  elements  of 
Wisconsin  Care. 

While  Wisconsin  has  not  had 
as  many  growing  pains  as  other 
states  with  the  increase  in  man- 
aged care  entities,  issues  pitting 
the  medical  society  against  some 
managed  care  groups  here  have 
certainly  increased.  It  has  been 
and  will  continue  to  be  a chal- 
lenge for  us  to  work  out  issues 
such  as  the  Patient  Protection 
Act. 

Our  members  have  asked  us  to 
do  more  to  shape  our  environ- 
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Darold  A.  Treffert,  MD 
SMS  Board  Chair  1980-1987 

March  1986  was 
an  important 
month  for  SMS. 
Two  hundred 
physicians 
marched  on  the 
Capitol  in  sup- 
port of  a mal- 
practice reform 
bill.  PlC-Wiscon- 
sin  was  being 
proposed  as  a physician  owned /spon- 
sored professional  liability  company. 
Tommy  Thompson  was  a candidate  for 
governor.  A Young  Physician's  Section 
was  being  contemplated.  I still  did  not 
own  a tie.  And  Tom  Adams  was  pre- 
sented on  the  first  of  that  month  to  the 
board  of  directors  as  the  search 
committee's  selection  to  succeed  Earl 
Thayer. 

While  those  were  all  important  hap- 
penings, clearly  the  most  pivotal  for 
SMS  for  the  next  decade,  was  the 
change  in  the  "leader  of  the  band"  from 
Earl,  an  esteemed  and  able  veteran,  to 
Tom,  the  promising  young  man  with 
the  pleasant  southern  accent.  The 
board  chose  well.  Tom  Adams  was  an 
excellent  choice  just  as  the  search  com- 
mittee and  board  had  hoped.  1 have 
watched  with  interest,  and  satisfaction, 
these  past  ten  years  to  see  Tom  shep- 
herd SMS  along,  skillfully,  in  hazard- 
ous times  with  a mixture  of  apprecia- 
tion for  the  several  important  missions 
of  SMS  - not  just  representing  physi- 
cians but  representing  patients,  their 
families  and  public  health  interests  as 
well  in  the  mosaic  of  all  that  is  impor- 
tant to  the  health  of  the  citizens  of  Wis- 
consin. 

A good  physician  listens  to  the  pa- 
tient, for  from  that  comes  not  only  the 
diagnosis,  but  also  the  remedy.  The 
same  is  true  for  an  executive  who 
needs  to  listen  to  the  members  as  well 
as  anyone  concerned,  and  then  be  will- 
ing to  re-arrange  the  sidewalks  of  that 
organization  from  time  to  time.  Tom 
did  all  of  that,  and  he  did  it  well.  He 
was  a good  listener,  and  good  archi- 
tect. We  were  fortunate  to  have  him 
with  SMS  for  ten  years  and  I wish  him 
well  in  his  next  task.  I don't  envy  the 
task  of  the  new  search  committee  to  re- 
place him.  It  will  be  difficult. 


ment  instead  of  react  to  it  and  I'm 
pleased  to  say  we've  done  and 
will  continue  to  do  just  that. 

WMJ:  Today,  what  do  you  see  as 
the  medical  society's  number 
one  priority? 

ADAMS:  Medical  societies  have 
to  reaffirm  their  mission  as 
individual  membership  organiza- 
tions. We  need  to  educate  society 
that  we  are  not  only  interested  in 
the  education  and  financial 
welfare  of  our  members,  but 
physicians  are  first  and  foremost 
advocates  for  their  patients. 
Patient  advocacy  is  needed 
whether  the  patients  are  with  a 
managed  care  group,  a state  or 
federal  government-run  program 
or  an  insurance  company. 

Whether  by  printing  and 
distributing  thousands  of  bro- 
chures, such  as 
SMS  did  to 
educate  lower- 
income  patients 
on  the  recent 
expansion  for 
eligibility  stan- 
dards with  the 
state's  Healthy 
Start  program,  or 
information 
programs  for  our 
members  on  managed  care,  a 
medical  society  must  help  its 
members  advocate  for  their 
patients. 

The  strength  of  Wisconsin's 
health  care  system  is  that  it's  a 
physician-driven  system.  In  this 
state  I believe  physicians  are 
making  decisions  in  the  best 
interest  of  their  patients,  instead 
of  in  the  best  interest  of  a corpo- 
ration. Wisconsin  is  unique, 
because  there  are  probably  only 
two  or  three  states  who  predomi- 
nately work  that  way. 

WMJ:  Today,  where  would  you 
like  to  see  improvements  with 
the  SMS? 


ADAMS:  Unfortunately,  physi- 
cians still  do  not  participate 
politically  the  way  they  should. 
Yes,  we  have  several  members 
that  are  quite  politically  involved, 
including  2 in  the  legislature,  but 
I often  hear  from  legislators  that 
they  rarely  hear  from  their 
physician  constituents.  This 
needs  to  change.  Unfortunately, 
for  the  most  part,  physicians  do 
not  contribute  to  political  candi- 
dates, they  do  not  volunteer  their 
time  for  political  campaigns  and 
they  do  not  get  involved  in  the 
political  process.  While  it  is  better 
now  than  it  was  10  to  15  years 
ago,  there  is  still  a lot  of  room  for 
growth.  As  staff  of  the  medical 
society,  we  need  to  continue  to 
educate  our  members  on  the 
importance  of  political  involve- 
ment. 


WMJ:  While  reducing  health 
care  costs  has  been  the  hot 
button  for  the  1990s.  How  can 
the  medical  society  reduce 
health  care  costs  and  educate  the 
public  on  how  to  do  the  same? 

ADAMS:  This  is  where  the  State 
Medical  Society's  Medical 
Outcomes  Research  Project  is  a 
good  example  of  how  we  are 
beginning  to  address  not  only  the 
cost  of  health  care  but  the  quality 
of  health  care  too.  The  project 
began  in  1995  with  the  idea  of 
providing  physicians  and  their 
patients  with  meaningful  infor- 
mation to  improve  medical 
quality.  The  key  to  the  project  is 
patients,  who  will  directly  be 


“We  need  to  teach  patients 
how  to  access  managed  care 
systems  and  how  to  be 
better-informed  consumers.  ” 
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involved  in  assessing  their 
quality  of  life  and  contributing  to 
informed  medical  decision 
making.  The  project  provides 
physicians  with  the  information 
they  need  to  know  so  they  can 
learn  how  their  patients  respond 
to  various  medical  treatments.  It 
will  become  an  excellent  avenue 
to  educate  our  members  as  to 
their  utilization  of  the  system. 

The  medical  society  will  take  a 
leadership  position  in  this  area  of 
outcomes  research. 

In  regards  to  the  public,  I 
mentioned  earlier  our  role  as 
patient  advocates.  As  such,  we 
recognize  the  need  for  patients  to 
learn  to  ask  more  questions  of 
their  physicians.  If  they  are  in  a 
managed  care  system,  the  public 
has  got  to  learn  how  to  use  the 
system  and  how  to  access  it 
appropriately.  As  a medical 
society  we  need  to  teach  patients 
how  to  access  the  system  and 
how  to  be  better-informed  health 
care  consumers.  Brochures  and 
educational  programs  are  two 
avenues  we  are  pursuing  to 
accomplish  this  goal. 

WMJ:  Over  the  years,  what  have 
you  found  to  be  the  most 
enjoyable  aspect  of  working  at 
the  SMS? 


ADAMS:  Two  things  that  stand 
out.  We  have  had  outstanding 
volunteer  leaders.  Our  presi- 
dents, our  board  chairs  and  our 
commission  members  have  not 
been  afraid  to  look  to  the  future. 
For  example,  when  the  SMS  put 
forward  the  concept  of 
PartnerCare,  it  was  a novel 
innovation  that  accomplished 
four  major  goals:  1)  It  began  a 
program  that  provided  needed 
medical  services  to  low  income 
elderly;  2)  It  allowed  us  to  defeat 
mandatory  Medicare  assignment 
that  was  pending  in  the  legisla- 
ture on  the  way  to  passage;  3) 
Organizationally,  it  taught  SMS  it 
could  bring  its  then  6,000  mem- 
bers together  to  voluntarily  solve 
a perceived  problem;  and  4)  most 
importantly,  it  reaffirmed  SMS 
position  as  the  preeminent  health 
related  organization  in  Wiscon- 
sin. 

I view  PartnerCare  as  the 
political  cornerstone  that  allowed 
us  our  legislative  and  public 
relations  successes  of  the  past  10 
years. 

In  my  tenure  we  have  had  four 
outstanding  board  chairs,  Darold 
Trefort,  Roger  Von  Heimburg, 
Dick  Ulmer  and  the  current  chair, 
Ray  Zastrow.  These  leaders  have 
not  been  shy  in  pushing  the  SMS 
Board  to  lead.  Both  the  SMS  and  I 
owe  them  a great  deal  for  being 
willing  to  lead,  even  if  it  meant 
taking  the  occasional  unpopular 
position  with  our  members.  You 
cannot  ask  more  than  that  from  a 
leader. 

Secondly,  the  staff,  is  second  to 
none  in  the  federation.  The 
collegial  relationship  that  exists 
among  staff  and  our  members  is 
what  has  made  us  one  of  the  best 
medical  societies  in  the  country. 
It's  not  just  the  physicians  or  not 
just  the  staff,  it's  working  to- 
gether that  constitutes  this  great 
medical  society.  My  two  deputy 
EVPs,  Bernie  Maroney  and  Jim 


Roger  L.  vonHeimburg,  MD 
SMS  Board  Chair  1987-1989 

As  part  of  the 
search  commit- 
tee that  chose 
Tom,  I look  back 
with  great  satis- 
faction at  our 
success.  I recall 
the  changeover 
when  both  the 
board  chairman 
and  the  general  manager  were  replaced 
in  one  fell  swoop  in  1987.  There  were 
those.  I'm  sure,  who  thought  that  there 
were  some  serious  clouds  over  the  fu- 
ture of  the  medical  society.  However, 
in  1987,  Tom  had  been  with  us  for  a 
year,  so  he  already  knew  most  of  the 
ropes.  And  I had  been  the  vice  chair- 
man of  the  board  for  3 years. 

There  is  a very  close  relationship 
between  the  board  chairman  and  the 
general  manager.  When  we  began  to- 
gether in  1987,  there  were  almost  daily 
phone  calls  to  discuss  our  challenges. 
During  that  first  year,  I believe  I talked 
to  Tom  more  than  to  my  wife.  I am  sure 
that  we  were  learning  from  each  other, 
but  I had  a whole  lot  more  to  learn  than 
he  did. 

1 marvelled  at  his  ability  to  be  on 
top  of  the  myriad  details  necessary  in 
running  the  society.  Organization  was 
his  strong  point.  And  he  has  the  re- 
markable ability  to  look  into  the  future 
and  discern  activities  that  the  board 
should  consider.  He  understands  phy- 
sicians very  well,  but  not  all  the  time.  I 
remember  one  press  conference  where 
a reporter  asked  me  how  much  time  in 
a week  I personally  needed  to  spend 
on  the  phone  with  managed  care  rep- 
resentatives trying  to  get  permission  to 
provide  the  best  medical  care  for  my 
patients.  Many  physicians  had  been 
complaining  about  how  much  time 
they  had  to  spend  on  this.  With  can- 
dor, I estimated  my  time  at  twenty  min- 
utes per  week.  Tom  said  that  I could 
have  knocked  him  over  with  a feather 
with  that  statement.  (My  physician  as- 
sistant was  able  to  handle  most  of  those 
calls.) 
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Richard  H.  Ulmer,  MD 
SMS  Board  Chair  1989-1995 


Tom  Adams 
has  very  good 
organizational 
skills,  as  at- 
tested to  by  his 
re-organiza- 
tion  of  the 
State  Medical 
Society  staff 
into  inter-re- 
lated teams  reporting  either  to  Lee 
Johnson,  Jim  Paxton,  or  to  Tom 
himself.  Also,  he  instituted  the  to- 
tal quality  management  system  for 
the  SMS  staff.  In  making  these 
changes,  he  brought  responsibility 
for  a project's  success  much  closer 
to  the  level  where  the  work  was 
actually  being  performed.  It  gave 
each  staff  member  a greater  role  in 
the  project  and  gave  them  the  abil- 
ity to  make  changes  in  the  work,  if 
such  changes  would  enhance  the 
chances  for  success. 

He  also  has  been  very  skillful  at 
quietly  coaching  me  and  the  other 
chairmen  of  the  Board  as  we 
guided  the  deliberations  of  the 
Board  at  our  meetings.  On  one 
occasion,  he  passed  me  a note  with 
a suggestion  which  I implemented- 
-and  it  resulted  in  a particularly 
felicitous  outcome  to  an  issue 
which  had  been  on  the  verge  of 
becoming  a very  prickly  and  con- 
tentious problem.  I passed  him  a 
note  on  which  I had  written  a mes- 
sage on  both  sides.  On  the  front 
side,  so  he  would  see  it  immedi- 
ately, I wrote  "Attaboy,  Tom."  On 
the  reverse  side  was  written,  "Al- 
ways remember  Tom,  one  'aw 
shucks'  wipes  out  100  'Attaboys.'" 
Tom  chuckled  and  carefully  folded 
the  note  and  put  it  in  his  pocket.  I 
later  saw  it  in  a frame  in  his  office 
and  apparently  he  points  it  out  to 
visitors  and  some  staff  members. 
It  apparently  has  become  one  of  his 
management  principles. 


Paxton,  CAE,  have  had  a lot  to  do 
with  the  society's  success  as  has 
Lee  Johnson,  who  has  served  as 
chief  operating  officer  of  SMS 
Holdings  for  me. 

It's  not  just  the  leadership, 
though,  it's  every  member  of  a 
staff  that  operates  as  a team.  It 
was  not  easy  moving  to  the  team 
concept  of  management.  Some 
people  didn't  fit  with  the  new 
management  style  and  left.  The 
new  people  who  came  on  board 
successfully  blended  with  the 
other  experienced  staff  and  today 
provide  an  enormous  service 
oriented  resource  to  our  mem- 
bers. 

WMJ:  If  you  could  change 
anything  about  the  SMS,  what 
would  it  be? 

ADAMS:  The  political  differences 
among  geographic  areas  in  the 
state.  I would  really  like  to  see 
the  disputes  between  the  rural 
and  urban  areas  eliminated.  The 
bad  thing  about  a 150-year-old 
organization  is  that  it  drags  its 
history,  both  good  and  bad,  with 
it.  History  is  great  to  study  but 
can  hold  you  back  when  you  are 
trying  to  look  forward. 

SMS  is  going  to  have  to  reform 
its  governance  processes  and  its 
membership  classes.  Ten  years 
ago  we  were  an  organization 
with  over  60%  of  its  members  in 
solo  practice.  Today  that  number 
is  18%  and  declining.  We  need  to 
look  at  the  role  of  county  societ- 
ies and  decide  if  they  are  worth 
the  cost  and  effort  to  continue 
and  whether  unified  membership 
between  state  and  county  should 
be  continued. 

All  of  these  are  tough  issues, 
but  each  must  be  successfully 
dealt  with  if  the  society  is  to 
remain  viable  in  the  long  term. 

WMJ:  In  your  10  years,  what  do 
you  feel  is  the  medical  society's 
biggest  accomplishment? 


ADAMS:  Without  a doubt, 
PartnerCare.  It's  a wonderful 
program  that  helps  senior 
citizens  get  the  medical  care  they 
need  that  I am  proud  to  say  was  a 
collaborative  effort  of  the  SMS, 
the  Coalition  of  Wisconsin  Aging 
Groups  and  the  state.  Physicians 


who  participate  in  PartnerCare 
agree  to  accept  the  Medicare- 
approved  amount  for  services 
rendered  to  eligible  senior 
citizens.  The  physician  handles 
Medicare's  paperwork  and 
Medicare  pays  the  physician 
directly. 

The  medical  society,  the  aging 
coalition  and  the  state  all  put 
together  an  excellent  program  for 
needy  seniors.  PartnerCare  has 
now  been  in  existence  for  8 years 
and  saved  hundreds  of  thou- 
sands of  dollars  for  elderly 
patients  who  needed  care. 
PartnerCare  is  but  one  program 
that  makes  me  feel  good  about 
the  organization.  PartnerCare  is 
not  about  money  but  about 
rendering  good,  quality  care  to 
those  in  need.  It  is  what  Dr 
William  Beaumont  meant  when 
he  talked  of  joining  a profession 
"with  healing  on  its  wings." 

WMJ:  Other  accomplishments 
you  are  proud  the  SMS  has 
developed? 

ADAMS:  Wisconsin  Care,  the 
passage  of  tort  reform  and  Child 


272 


Wisconsin  Medical  Journal  • May  1996 


Safe  are  all  programs  the  medical 
society  should  feel  proud  to  have 
developed.  I mentioned  earlier 
our  work  in  developing  Wiscon- 
sin Care  and  to  add  to  that  I think 
the  SMS  should  feel  extremely 
proud  of  itself  to  be  the  first 
medical  society  to  develop  a 
comprehensive  plan  for  health 
care  for  the  uninsured. 

While  we  passed  tort  reform  in 
1987,  unfortunately,  it  was 
whittled  away  by  the  court 
system.  Last  spring  though,  we 
achieved  a goal  we  set  for 
ourselves  10  years  ago  when  we 
passed  several  tort  reform 
proposals  including  a $350,000 
cap  on  non-economic  damages, 
modification  of  the  collateral 
source  rule,  periodic  payments  of 
future  medical  expenses  and 
modification  of  joint  and  several 
liability.  Assembly  Bill  36  is  now 
one  of  the  strongest  tort  reform 
bills  passed  in  the  country.  Not 
only  does  the  bill  save  physicians 
by  reducing  their  Patient  Com- 
pensation Fund  fees  and  levels 


off  their  liability  costs,  it  also 
helps  patients  in  rural  areas  who 
will  have  more  access  to  obstetri- 
cians who  can  now  afford  to 
practice  in  rural  Wisconsin. 

Finally,  Child  Safe  has  had  an 
enormous  impact  on  the  state.  It's 
a program  that  makes  tremen- 
dous sense  and  we  plan  to 
continue  spreading  the  gun 
safety  message  and  the  impor- 
tance of  using  trigger  locks. 


Many  young  lives  can  be  saved 
with  this  program  and  the 
medical  society  should  be  proud 
of  developing  such  an  excellent 
project. 

WMJ:  What  has  been  your 
biggest  disappointment  since 
working  at  SMS? 

ADAMS:  While  92%  of  the 
population  in  Wisconsin  is 
insured,  unfortunately  8%  of  the 
population  is  uninsured.  While 
I'm  not  sure  any  state  would  be 
able  to  insure  100%  of  its  popula- 
tion, I think  if  the  Legislature 
would  have  passed  Wisconsin 
Care  in  its  entirety,  most  people 
would  have  insurance  today.  I'm 
disappointed  the  politicians  in 
the  state  didn't  implement  our 
suggestions  because  I truly 
believe  that  if  insurance  was 
available  for  all,  everyone  would 
be  paying  their  fair  share,  and 
healthcare  costs  would  decrease 
or  slow  for  all. 

In  the  meantime,  we  continue 
to  seek  out  solutions 
for  the  uninsured 
population  such  as 
our  recent  success  in 
restoring  the 
Healthy  Start 
program  in  the 
governor's  W-2 
plan.  The  restora- 
tion of  Healthy  Start 
allows  lower- 
income  working 
families  to  now  be 
able  to  afford  health 
care. 

WMJ:  What  have  been  some  of 
the  big  changes  in  the  health 
care  field  since  you  came  to 
Wisconsin  10  years  ago? 

ADAMS:  The  growth  of  clinic 
networks  and  managed  care. 
When  I came  to  Wisconsin,  Dean 
Clinic  and  Marshfield  both  had 
about  100  physicians.  Today,  both 
clinics  have  grown  to  around  400 


Raymond  C.  Zastrow,  MD 
SMS  Board  Chair  1995  to 
present 

I have  truly  en- 
joyed working 
with  Tom 
Adams.  He  is 
a leader  in  the 
field  of  asso- 
ciation execu- 
tives. I will  not 
only  miss  his 
expertise  in  the 
Board  room,  but  on  the  golf  course 
as  well,  where  his  tenacity  and 
good  humor  were  always  on  dis- 
play. 

For  example,  one  day  Tom  and 
I were  playing  golf  at  a Florida 
jungle  course.  Before  teeing  off  the 
pro  warned  us  to  stay  out  of  the 
jungle  because  of  snakes  and 
"other  critters." 

At  one  point  Tom  had  an  8 iron 
to  the  green.  As  he  hit  it  the  club 
slipped  from  his  hands  and  flew 
into  the  nearby  jungle.  He  asked 
me  to  join  him  to  look  for  it  but  I 
reminded  him  of  the  pro's  admo- 
nition. I also  told  him  that  it  would 
be  a "true  test  of  friendship"  for  me 
to  go  in  there.  So  I didn't. 

He  could  be  heard  rummaging 
around  and  finally  emerged  with 
not  one  but  with  two  clubs,  his  own 
and  someone  else's  8 iron.  He 
looked  at  me  and  stated  "persis- 
tence is  its  own  reward."  I re- 
sponded by  saying,  "Certain  Caro- 
lina 'good  old  boys'  have  need  of 
divine  protection." 


physicians.  And  the  clinic  merg- 
ers will  continue.  When  I started, 
80%  of  our  members  were  not 
affiliated  with  a group,  today 
80%  of  our  members  are  affili- 
ated. That's  quite  a switch  in  just 
10  years.  I know  the  SMS  will 
need  to  continue  to  give  physi- 
cians the  tools  they  need  to 


“ PartnerCare ...  Wisconsin 
Care , the  passage 
of  tort  reform  and 
Child  Safe  are  all 
programs  the  SMS 
should  feel  proud  to  have 
developed.  ” 
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prepare  for  these  affiliations. 
Mergers  and  acquisitions  will 
continue  into  the  foreseeable 
future. 

WMJ:  With  your  strong  political 
background,  who  are  some  of 
the  politicians  in  Wisconsin  you 
admire? 

ADAMS:  Governor  Tommy 
Thompson  is  a remarkable 
human  being.  He  has  totally 
dominated  the  political  life  of  this 
state  for  10  years.  His  relation- 
ship with  SMS  has  warmed 


Subcommittee  of  the  House 
Energy  and  Commerce  Commit- 
tee has  been  crucial  to  our 
success  in  Washington.  His 
understanding  of  medical  issues 
such  as  the  need  for  anti-trust 
relief  for  physicians  to  tort 
reform,  far  exceeds  the  under- 
standing of  most  congressmen. 

He  is  a key  player  on  our 
issues. 

All  of  these  political  leaders 
have  taken  the  time  to  under- 
stand the  medical  society  and  its 
positions. 


“The  growth  of  clinic  networks 
and  managed  care  will 
continue... the  SMS  will  need 
to  give  physicians  the  tools 
to  prepare  for  these  affiliations.  ” 


greatly  over  the  years  and  he  has 
had  an  enormous  impact  on  the 
SMS.  His  willingness  to  appoint 
physicians  to  important  posts,  his 
seeking  our  views  on  issues  and 
incorporating  those  views  into 
his  programs  and  his  support  for 
tort  reform  have  made  him  a key 
player  in  the  life  of  SMS.  I am 
proud  to  think  of  him  as  a friend. 

I also  have  a great  deal  of  respect 
for  State  Assembly  Speaker 
David  Prosser.  Meaningful  tort 
reform  would  have  never  passed 
in  Wisconsin  without  his  per- 
sonal commitment.  I hope  he 
achieves  his  life  long  dream  and 
is  elected  to  Congress  this  fall. 

I am  personally  closest  to  US 
Representative  Scott  Klug  from 
Madison.  He  and  I both  moved  to 
Wisconsin  from  Washington,  DC 
about  the  same  time  and  along 
with  Brandon  Scholtz,  who 
became  his  chief  of  staff,  devel- 
oped a strong  friendship. 

Scott's  work  on  the  Health 


WMJ:  Any 
thoughts  on  the 
recent  sale  of 
the  SMS 
property  west 
of  the  head- 
quarters to  the 
city  of  Madison 
for  a city  park? 

ADAMS:  I 
think  it  was  a 
good  idea  to 
begin  purchasing  those  proper- 
ties in  1955.  Over  the  years,  the 
property  produced  a good  deal  of 
non-dues  income  for  the  society, 
increasing  as  the  number  of 
parcels  purchased  increased. 

With  the  sale  of  the  property  to 
the  city  of  Madison,  we  finally 
have  adequate  reserves  for  the 
first  time  since  we  spun  off  WPS 
from  the  society  in  the  early  70's. 

1 was  pleased  to  see  the  mayor 
push  the  city  council  to  purchase 
this  lakeshore  property  from  the 
SMS.  As  the  city  of  Madison 
grows,  this  new  parkland  will 
become  a great  asset  to  the 
residents  of  this  area  for  future 
generations.  It  would  not  have 
happened  without  the  foresight 
of  the  SMS  leadership  the  past  50 
years. 

WMJ:  Looking  back,  do  you 
want  to  reflect  on  any  of  the 
friendships  you  have  made  over 
the  years? 


ADAMS:  I have  had  a close 
relationship  with  all  four  board 
chairs,  all  of  whom  possess  an 
uncommon  amount  of  intelli- 
gence and  a mastery  of  organiza- 
tional politics.  They  have  kept 
the  society  on  a good  path. 

I particularly  have  the  utmost 
admiration  for  Dick  Ulmer,  who 
served  as  chair  for  5 of  the  past  10 
years.  I eventually  got  to  where  I 
played  "Radar  O'Reilly"  to  his 
"Colonel  Blake."  He  frequently 
took  the  side  of  the  little  guy  at 
board  meetings,  despite  coming 
from  a large  group  practice  and 
was  the  epitome  of  fairness. 

Harry  Zemel,  MD,  is  a sort  of 
unsung  hero  in  his  role  as  finance 
chair  for  the  past  7 years.  He  and 
I shared  a vision  of  high  account- 
ability of  the  SMS  finances  and 
the  need  to  establish  significant 
cash  reserves. 

Dr  JD  Kabler  also  had  a 
significant  impact  on  the  society. 


He  really  had  a wonderful  way 
with  words  that  brought  many 
smiles  to  all  of  us.  Bernie 
Maroney  has  taught  me  a great 
deal  about  Wisconsin  and  Jim 
Paxton  has  been  a solid  rock  to 
bounce  ideas  off  of  and  a capable 
administrator  in  his  own  right. 
And,  Dick  Edwards,  MD,  and 
Jerome  Fons,  MD,  were  both 
there  to  help  form  Physicians 
Insurance  Company  of  Wiscon- 
sin, which  is  another  major 
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success  story  of  my  tenure. 

On  the  national  scene,  in 
addition  to  their  work  for  SMS, 
Tim  Flaherty,  is  rapidly  becoming 
a key  leader  with  the  AMA.  Ray 
Zastrow,  Steve  Webster,  Kermit 
Newcomer,  and  Kim  Scott  have 
provided  key  advice  to  me  and  to 
their  national  medical  specialty 
societies.  Ken  Viste  has  been  my 
"go  to"  man  to  problem  solve, 
chairing  both  the  PartnerCare 
and  Wisconsin  Care  Task  Forces. 
And  lastly,  Kim  Hetsko,  who  not 
only  provided  leadership 
and  advice  to  me,  but  for  __ 
the  past  10  years  had  the 
unenviable  job  of  trying  to 
get  me  to  keep  my  weight 
down  and  remain  healthy. 

All  in  all,  it  is  an  amazing 
list  of  people  who  have 
made  this  medical  society 
what  it  is  today.  This  is  truly 
a very  special  medical 
society. 

WMJ:  Any  advice  for  your  — 
yet-to-be  named  successor  - 
- what  do  you  see  as  the  greatest 
challenge  for  SMS  10  years 
down  the  road? 

ADAMS:  It's  difficult  to  look  a 
year  down  the  road,  much  less 
10,  but  one  thing  the  SMS  is 
moving  forward  with  is  its 
technology.  We've  just  recently 
developed  a Web  Page  on  the 
Internet  and  have  begun  testing 
videoconferencing.  It's  critical 
that  we  now  take  the  medical 
society  to  the  members  more  and 
more.  Our  members  are  far  too 
busy  to  take  the  time  to  drive  to 


Madison.  We  need  to  take  the 
society  to  them  and  learn  how  to 
communicate  better  with  our 
members.  Videoconferencing  is 
where  we  hope  to  begin  that 
process. 

The  SMS  will  also  have  to  help 
physicians  work  through  all  the 
managed  care  changes.  I think 
Marcia  Richards,  MD,  the  current 
SMS  president,  has  done  an 
excellent  job  in  beginning  to  get 
that  message  across  in  accor- 
dance with  the  SMS  strategic 


plan. 

In  the  future,  the  SMS  may 
also  be  smaller  and  more  focused 
with  its  activities.  In  the  years 
ahead,  some  associations  will 
merge  with  others.  The  Wiscon- 
sin Hospital  Association  view 
would  be  to  eventually  have  all 
health  related  associations  evolve 
into  a Wisconsin  Health  Care 
Association.  We  are  no  where 
near  this  today,  but  the  potential 
exists  for  the  future.  SMS  will 
need  to  decide  if  it  would  fit  into 
such  a vision  or  if  it  will  remain 
viable  as  an  individual  member- 


ship organization.  The  only  thing 
that  is  certain  is  that  things  will 
not  stay  the  same.  Change  is 
inevitable,  even  for  150-year-old 
organizations. 

Unfortunately,  I also  think  the 
SMS  will  become  a more  litigious 
medical  society.  So  far,  we  have 
been  successful  in  not  allowing 
the  state  of  Minnesota  to  tax 
Wisconsin  physicians  2%  of  all 
health  care  charges,  we  have 
supported  physicians  on  the 
contractual  obligations  of  hospi- 
tal medical  staff  bylaws  in 
the  Austin  v.  Mercy  in 
Janesville  and  the  anti- 
trust case  from  the 
Marshfield  Clinic.  Yet,  the 
more  we  get  involved  in 
these  type  of  lawsuits,  the 
more  expensive  they  will 
become.  I suspect  our 
members  are  going  to 
increasingly  ask  us  to  get 
involved  in  lawsuits. 

What  I am  getting  at  is 
due  to  limited  resources, 
SMS  must  become  more 
focused  and  consistently  demon- 
strate value  for  every  dues  dollar. 
It  must  take  care  to  nurture  its 
staff  and  provide  resources  to 
keep  existing  staff  on  the  cutting 
edge  and  attract  new  staff  to  the 
society's  team. 

The  SMS  leaders  will  have  to 
constantly  use  the  strategic 
planning  process  to  sift  and 
winnow  through  lots  of  very 
good  ideas.  They  will  need  to  say 
no  to  projects  that  do  not  move 
us  toward  the  implementation  of 
the  plan.<* 


‘ The  SMS  must  become  more 
focused  and  consistently 
demonstrate  value  for  every 
dues  dollar. ..its  leaders  will 
have  to  constantly  use  the 
strategic  planning  process.  ” 
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First  in  a Series 


f V hen  are  Americans  al  their  best?  When  are  we  most  likely  to  find  the  creativity, 
the  new  ideas,  and  the  leadership  we  need  to  advance — as  individuals,  as  businesses,  as 
communities,  and  as  a nation?  America’s  associations  know  when.  It's  when  we  come 
together,  when  we  share  knowledge  and  information,  and  when  together  we  chart  a course 
for  innovation,  excellence,  and  growth. 

Making  things  better  by  association  has  been  a guiding  principle  in  American  culture  and 
commerce  since  Revolutionary  times.  As  a nation,  we  learned  early  on  that  we  could 
achieve  great  things  by  joining  with  others.  By  association. 

How  is  America  making  things  better  by  association  today? 


We’re  creating  knowledge. 


Pushing  at  the  forefront  of  new  technologies,  from  ethanol  powered  busses  to  reduce 
pollution  in  America’s  inner  cities  to  better  laboratory  testing  procedures  to  combat  AIDS 
around  the  world.  Creating  networks  for  sharing  health  care  information  resources. 
Doing  the  research  to  understand  the  role  of  women -owned  business  in  jobs  creation. 


We’re  innovating. 


Creating  training  programs  that  help  workers  shift  from  declining  industries  to  growing 
ones.  Helping  communities  create  and  sustain  positive  business  climate.  Developing 
model  financing  strategies  to  maintain  affordable  housing  stock. 


We’re  learning. 


Helping  workers  gain  and  apply  new  technical  skills  that  they  need  to  be  competitive  in  the 
digital  age.  Certifying  and  re-certifying  professionals — from  architects  to  engineers  to 
nurses — as  knowledge  advances.  Creating  the  public  education  programs  that  make 
everyone  smarter  about  the  health  and  lifestyle  changes  that  can  mean  longer,  better  lives. 


We’re  defining  standards  for  excellence. 


Setting  the  bar  high,  for  everything  from  standards  for  teaching  mathematics  in 
elementary  and  secondary  school  to  standards  for  bursting  strength  in  packages.  And 
taking  on  the  tough  ones:  creating  standards  for  ethical  performance  in  medicine,  as 
technology  makes  knowing  what's  right  harder  and  harder. 


And  we’re  helping  people  and  communities  grow. 


Sharing  best  practices  across  communities  and  professions,  in  everything  from  marketing 
and  customer  service  to  building  diversity  in  the  workforce.  Providing  opportunities  for 
community  service.  Creating  forums,  in  communities  and  industries,  for  training  the  next 
generation  of  talented  young  leaders. 

i%’ ...... 

Associations  Advance  America 


Advancing  America. 
Creating  knowledge. 
Innovating. 

Learning. 

Ensuring  excellence. 
Bringing  people  together. 
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Focus  on  Injuries 


Firearms  related  injuries 


Scientific 

Wisconsin  firearm  injury  surveillance 
system  development:  A comparison  of 
medical  examiner  /coroner  data 


Traci  A.  Tymus,  MS,  Mallory  E.  O'Brien,  MS,  and  Stephen  W.  Hargarten,  MD,  MPH,  Milwaukee 


Wisconsin  firearm  deaths 
have  averaged  500  per 
year  for  the  past  several  years.1-2  In 
1994,  statistics  reported  a total  of 
517  firearm  fatalities.  Other  than 
death  certificates  issued  for  the  de- 
ceased, there  currently  is  no  state- 
wide systematic  surveillance  sys- 
tem that  tracks  these  deaths.  Stud- 
ies and  editorials  have  called  for 
and  demonstrated  the  feasibility  of 
a reporting  system  for  firearm 
deaths  similar  to  the  Fatal  Accident 
Reporting  System  for  motor  ve- 
hicle crash  deaths.34-5'6'7  Adequate 
and  complete  information  describ- 
ing the  victim  (host),  environmen- 
tal characteristics  and  firearm 
(agent/ vehicle)  is  crucial  for  a ra- 
tional public  health  policy. 

In  1994  the  Centers  for  Disease 


Tymus  is  the  Project  Coordinator, 
O'Brien  is  a Research  Scientist,  and 
Hargarten  is  Acting  Chair  of  the  De- 
partment of  Emergency  Medicine, 
Medical  College  of  Wisconsin.  Reprint 
requests  to  Traci  Tymus,  Department 
of  Emergency  Medicine,  Medical  Col- 
lege of  Wisconsin,  9200  W.  Wisconsin 
Ave.,  FMLH-East,  Milwaukee,  WI 
53226. 
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Control  and  Prevention  awarded 
the  Wisconsin  Division  of  Health 
one  of  seven  grants  to  establish 
statewide  firearm-related  Injury 
surveillance  systems.  In  collabo- 
ration with  the  Medical  College  of 
Wisconsin  Department  of  Emer- 
gency Medicine,  the  Southeastern 


Wisconsin  Firearm  Injury  Surveil- 
lance System  was  established  in 
1995.  The  system's  first  task  was  to 
utilize  medical  examiner-  and  coro- 
ner-reported data  to  analyze  fire- 
arm deaths  from  eight  participat- 
ing Southeastern  Wisconsin  coun- 
ties for  1994. 


Table  1 - Southeastern  Wisconsin  counties  resident  population  - 1994  esti- 
mate 


County 

Resident 

Medical  Examiner 

Designation 

Population 

or  Coroner 

County  A 

metropolitan 

135,050 

Medical  Examiner 

County  B 

metropolitan 

76,150 

Coroner 

County  C 

metropolitan 

181,330 

Medical  Examiner 

County  D 

metropolitan 

107,650 

Coroner 

County  E 

nonmetropolitan 

79,540 

Coroner 

County  F 

metropolitan 

106,270 

Coroner 

County  G 

metropolitan 

325,870 

Medical  Examiner 

County  H 

metropolitan 

969,600 

Medical  Examiner 

Total  All 

Southeastern 

Counties 

- 

1,981,460 

- 

* Designation  - Twenty  metropolitan  counties  were  designated  in  Wisconsin  in  1993. 
Counties  are  designated  as  metropolitan  because  they  either  1)  have  a central  city  of 
at  least  50,000  people,  or  2)  are  adjacent  to  and  economically  linked  to  a "central  city" 
county.  All  other  counties  are  designated  as  nonmetropolitan.  Wisconsin  Division  of 
Health,  Bureau  of  Public  Health,  Chronic  Disease  Prevention  & Health  Promotion  Section. 
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Table  2 - Percentage  of  toxicology  reports  available  for  firearm  fatalities  in 
Southeastern  Wisconsin  counties,  1994. 


County  total  number 
(Homicides)  and  Homicides 

Suicides 

Total  for  homicides 
and  suicides 

(Suicides) 

% (n) 

% (n) 

% (n) 

County  A 
(1)  (6) 

100%  (1) 

83%  (5) 

86%  (6) 

County  B 
(0)(2) 

0%  (0) 

50%  (1) 

50%  (1) 

County  C 
(17)  (13) 

88%  (15) 

59%  (10) 

50%  (15) 

County  D 
(0)  (8) 

0%  (0) 

25%  (2) 

25%  (2) 

County  E 
(0)  (7) 

0%  (0) 

57%  (4) 

57%  (4) 

County  F 
(0)  (8) 

0%  (0) 

75%  (6) 

75%  (6) 

County  G 
(2)  (15) 

100%  (2) 

100%  (15) 

100%  (17) 

County  F 
(106)  (54) 

100%  (106) 

100%  (54) 

100%  (160) 

Total  for  All 
Southeastern 
Counties 
(126)  (113) 

98%  (124) 

86%  (97) 

92%  (221) 

* Figures  represent  homicides  and  suicides  only.  These  figures  are  based  on 
availablity  of  toxicology  reports  in  files  on  the  date  of  review. 

Five  unintentional  (accidental)  firearm  fatalities  occurred  in  four  different 
southeastern  counties.  Toxicology  reports  were  available  for  three  of  these  cases. 


Background 

The  eight  participating  counties — 
Kenosha,  Milwaukee,  Ozaukee, 
Racine,  Sheboygan,  Walworth, 
Washington  and  Waukesha — ac- 
count for  39%  of  the  state's  popu- 
lation (see  Table  l).1  Seven  coun- 
ties are  designated  metropolitan 
and  one  non-metropolitan.9  Four 
of  the  eight  counties  employ  an  ap- 
pointed full-time  medical  exam- 
iner. Four  counties  elect  part-time 
coroners  who  are  salaried  or  paid 
on  a per-call  basis. 

Under  state  statute  979.01, 
deaths  are  reportable  to  the  medi- 
cal examiner's  or  coroner's  office 
of  the  county  wherein  the  injury 
took  place.  The  coroner  or  medical 
examiner  is  responsible  for  medi- 
cal/legal death  investigations  in 
his/her  county.10  County  offices 
differ  in  methodology  for  admin- 
istering the  office,  payment  of  ser- 
vices, interaction  with  law  enforce- 
ment individuals,  and  other  de- 
tails.10 

Methods 

Researchers  reviewed  all  firearm- 
related  deaths  occurring  in  1994 
under  the  jurisdiction  of  the  eight 
medical  examiners/coroners  of- 
fices. We  visited  each  county  of- 
fice to  demonstrate  use  of  the  data 
abstraction  tool  (Case  Report 
Form),  discuss  file  content  and  ac- 
cess issues,  and  evaluate  the  avail- 
ability of  pertinent  information. 

Records  from  these  offices  were 
used  to  complete  32  data  elements 
on  a Case  Report  Form:  victim's 
case  number,  type  of  death  (homi- 
cide, suicide,  unintended,  or  unde- 
termined), sex,  date  of  birth,  age, 
marital  status,  education,  race, 
ethnicity,  occupation,  date,  time 
and  location  of  death,  law  enforce- 
ment agency  involved,  weapon 
type  (ie. semi-automatic  pistol, 
double  barrel  shotgun),  firearm 
specifications  (make,  type,  model, 
caliber,  serial  number),  bullet  re- 
covery, premises,  deaths  associated 
with  incident,  activity  of  decedent, 
entrance  and  exit  wound  locations, 


cause  of  death,  alcohol  and  drug 
use,  and  description  of  circum- 
stances. 

For  study  purposes,  death  rates 
are  presented  as  rate  per  100,000. 

Results 

In  1994,  a total  of  517  firearm  fa- 
talities were  reported  in  the  state.1 
Of  these,  245  occurred  in  the  south- 
eastern region  (see  Table  2).  Fifty- 
one  percent  (n=126)  were  classified 
as  homicides,  46%  (n=113)  were 
classified  as  suicides,  2%  (n=5) 
were  classified  as  unintentional 
firearm  deaths,  and  0.4%  (n=l) 
were  classified  as  undetermined. 

Firearm  fatality  rates.  The  southeast- 
ern Wisconsin  firearm  fatality  rate 
was  12.4.  Rates  ranged  from  a low 
of  3.9  to  a high  of  16.8  per  100,000. 


Four  counties  did  not  report  any 
homicides  in  1994.  Fatality  rates 
for  those  counties  reporting  homi- 
cides, ranged  from  0.6  to  10.9. 
Ninety-eight  percent  (n=123)  of  the 
homicides  occurred  in  two  coun- 
ties. Suicide  rates  between  coun- 
ties ranged  from  2.6  to  8.8  with  a 
mean  of  6.8.  All  counties  reported 
firearm  suicides. 

Victim  (host).  Toxicology  reporting 
percentages  ranged  from  25%  to 
100%  (see  Table  3).  Toxicology 
screening  results  were  available  in 
98%  of  homicides  (ranged  from 
88%  to  100%  between  counties) 
and  in  97  (86%)  of  the  113  suicides 
(ranged  from  25%  to  100%  between 
counties). 

In  50%  (n=57)  of  the  113  suicide 
cases  1 or  more  factors  (physical  ill- 
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ness,  mental  health /psychiatric  ill- 
ness, history  or  present  use  of  al- 
cohol and  drugs)  were  indicated  as 
suicidal  contributors. 

Firearm  (agent/vehicle).  Weapon 
type  reporting  varied  by  county 
and  by  type  of  death.  The  weapon 
type  (handgun,  shotgun,  rifle,  un- 
known) was  reported  in  all  [100% 
(n=245)]  fatalities.  Of  the  126  ho- 
micide cases,  116  (92%)  were  iden- 
tified as  handguns,  eight  (6%)  as 
unknown  weapons,  one  (.8%)  as  a 
shotgun,  and  one  (.8%)  a rifle.  Of 
the  113  suicide  cases,  71  (63%)  were 
identified  as  handguns,  22  (19%)  as 
shotguns,  16  (14%)  as  rifles,  and  4 
(4%)  as  unknown. 

Specific  firearm  type  (ie.  semi- 
automatic pistol,  double  barrel 
shotgun)  was  collected  in  44% 
(23%-100%)  of  the  cases.  Specific 
weapon  type  reporting  averages 
between  counties  differed  for  ho- 


micides, (ave.  16%  [18%-  29%])  and 
suicides,  (average  58%  [17%- 
100%])  Caliber  was  the  most  com- 
monly reported  weapon  character- 
istic followed  by  type,  make,  serial 
number,  and  model  (see  Tables  4- 
6). 

Environment.  Place  of  injury  was 
reported  in  100%  (n=245)  of  cases. 
Residence  of  victim,  family  mem- 
ber or  friend  (37%)  and  roadway 
or  street  (35%)  were  the  locations 
most  often  indicated  in  homicides. 
Residence  of  victim,  family  mem- 
ber or  friend  (75%),  was  the  place 
of  injury  most  often  indicated  in 
suicides. 

Of  the  32  data  elements  ab- 
stracted from  the  245  case  files,  the 
lowest  reported  were  time  the 
body  was  found  (30%)  and  educa- 
tion (90%). 

Files  varied  in  composition, 
with  the  investigative  scene  report 


Table  3 - Reporting  of  Weapon  Characteristics  for  Firearm  Fatalities 
Southeastern  Wisconsin  Counties,  1994 


County 
(total  number 
firearm 

Make 

fatalities) 

% (n) 

County  A 
(7) 

0%  (0) 

County  B 

(3) 

33%  (1) 

County  C 
(30) 

20%  (6) 

County  D 
(9) 

0%  (0) 

County  E 
(7) 

71%  (5) 

County  F 
(9) 

67%  (6) 

County  G 
(17) 

30%  (5) 

County  H 
(163) 

47%  (77) 

Total  for  All 
Southeastern 
Counties 
(245) 

41%  (100) 

Type 

Caliber 

% (n) 

% (n) 

29%  (2) 

86%  (6) 

100%  (3) 

100%  (3) 

23%  (11) 

53%  (16) 

33%  (3) 

78%  (7) 

57%  (4) 

100%  (7) 

56%  (5) 

67%  (6) 

41%  (7) 

65%  (11) 

44%  (72) 

99%  (161) 

44%  (107)  89%  (217) 


Model 
% (n) 

Serial 
Number 
% (n) 

0%  (0) 

0%  (0) 

33%  (1) 

33%  (1) 

13%  (4) 

7%  (2) 

0%  (0) 

0%  (0) 

14%  (1) 

43%  (3) 

44%  (4) 

56%  (5) 

18%  (3) 

12%  (2) 

31%  (51) 

42%  (68) 

26%  (64) 

33%  (81) 

* These  figures  include  weapons  recovered  in  five  unintentional  and  one  undeter- 
mined firearm  death. 


as  the  most  consistent  available 
document.  The  availability  of 
scene  and/or  autopsy  photos,  law 
enforcement  reports,  suicide  notes, 
911  and  paramedic  reports,  unoffi- 
cial copies  of  death  certificates,  and 
other  miscellaneous  documents 
varied  among  the  eight  counties. 

Comments 

Effective  surveillance  will  depend 
on  comparable  and  consistent  in- 
formation. We  found  considerable 
consistency  among  medical  exam- 
iner/coroner file  contents,  but 
some  dissimilarity  among  the  eight 
counties.  There  were  three  main 
reporting  differences: 

Victim  (host).  While  toxicology  re- 
ports generally  were  available  for 
firearm  deaths  overall  (90%)  and 
for  homicides  (98%),  the  range  for 
suicides  varied  considerably  (25%- 
100%)  between  counties.  There  is 
considerable  difference  in  investi- 
gative methods,  tests  and  report- 
ing regarding  victim  toxicology  be- 
tween counties  and  within  coun- 
ties . Counties  with  smaller  popu- 
lations appear  to  have  a larger  per- 
centage of  cases  where  there  are 
obvious  indications  of  suicide  (ie. 
note,  previous  threats  or  attempts 
to  take  ones  life,  a witness). 

Victim  toxicology  reports  (alco- 
hol and  other  drug  use)  may  be 
influenced  by  individual  investiga- 
tive protocol  and  county  adminis- 
trative issues.  Toxicology  screen- 
ings typically  are  done  in  conjunc- 
tion with  autopsies.  Blood  sample 
analysis  fees  are  less  expensive 
than  autopsy  costs,  yet  analysis 
were  not  routinely  performed  on 
nonautopsied  cases.  In  some  cases 
the  body's  condition  (e.g.,  decom- 
position, skeletonalization,  etc.) 
limits  the  scope  of  postmortem  ex- 
aminations, and/or  toxicological 
and  microscopic  studies.11  These 
factors  appear  to  affect  the  varying 
percentages  of  toxicology  reports 
available  for  firearm  fatalities,  es- 
pecially for  suicides. 
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Firearm  (agent/vehicle).  We  found 
that  weapon  characteristic  report- 
ing varied  in  Southeastern  Wiscon- 
sin. In  two  counties  make,  model, 
and  serial  number  were  not  indi- 
cated for  any  firearm  involved  in 
their  1994  investigations.  If  County 
H is  excluded,  only  12%  of  the 
deaths  had  complete  information 
on  the  firerm's  make,  type,  caliber, 
model  and  serial  number  . Firearm 
data  availability  and  completeness 
varied  not  only  between  counties 
but  also  between  firearm  homi- 
cides and  suicides  (see  Table  5-6). 

Firearm  characteristic  data  from 
medical  examiners /coroners  may 
be  inconsistent  because  there  are 
limited  requirements  for  what  cur- 
rently is  voluntary  weapon  report- 
ing. Wisconsin  medical  examin- 
ers/coroners aren't  mandated  to 
specify  the  type  of  gun  involved  in 
deaths.  Since  1974  they've  been  re- 
quested to  indicate  weapon  type 
(handgun,  shotgun,  rifle)  or  specify 
other  or  unknown  on  the  original 
death  certificate  (Line  47:  If  Injury, 
describe  how  injury  occurred.). 

Death  certificates  submitted  to 
the  Wisconsin  Center  for  Health 
Statistics,  without  the  type  of  gun 
indicated,  are  queried  back  to  the 
medical  examiner/coroner  who 
signed  the  death  certificate.  The 
query  form,  titled  Cause  of  Death 
Inquiry,  asks:  Special  studies  are 
being  made  on  gun-related  deaths. 
Please  circle  type  of  gun  involved: 
handgun,  shotgun,  rifle,  unknown 
(please  specify). 

The  quality  and  quantity  of 
documented  weapon  characteris- 
tics may  depend  on  the 
investigator's  personal  knowledge 
and  interests  in  firearms  and  the 
degree  of  formal  training.  At  this 
time,  death  investigators  are  not  re- 
quired to  participate  in  any  formal 
firearm  training.  Individuals  who 
have  been  educated  about  or  ex- 
posed to  firearm  identification  may 
report  more  complete  characteris- 
tics and  note  much  more  detailed 
information  (i.e.  barrel  length, 
safety  features,  magazine  type. 


Table  4 - Reporting  of  weapon  characteristics  for  firearm  homicides  South- 

eastern  Wisconsin  Counties,  1994 
County 

(total  number  Make  Type 

Caliber 

Serial 

Model  Number 

homicides) 

% (n) 

% (n) 

% (n) 

% (n)  % (n) 

County  A 
(1) 

0%  (0) 

0%  (0) 

0%  (0) 

0%  (0)  0%  (0) 

County  B 
(0) 

sf 

st- 

sf 

sf  sf- 

County  C 
(17) 

6%  (1) 

18%  (3) 

18%  (3) 

12%  (2)  0%  (0) 

County  D 
(0) 

at- 

sf 

sf 

sf  Sf 

County  E 
(0) 

st- 

si- 

sf 

Sf  Sf 

County  F 
(0) 

Si- 

St- 

Sf 

Sf  Sf 

County  G 
(2) 

0%  (0) 

0%  (0) 

0%  (0) 

0%  (0)  0%  (0) 

County  H 
(106) 

29%  (31) 

29%  (31) 

100%  (106) 

27%  (29)  29%  (31) 

Total  for  All 
Southeastern 
Counties 
(126) 

25%  (32) 

27%  (34) 

87%  (109) 

25%  (31)  25%  (31) 

* Firearm  homicides  were  not  reported  for  this  county  in  1994. 

Table  5 - Reporting  of  weapon  characteristics  for  firearm  suicides  South- 

eastern  Wisconsin  counties,  1994 
County 

(Total  Number  Make  Type 

Caliber 

Model 

Serial 

Number 

Suicides) 

% (n) 

% (n) 

% (n) 

% (n) 

% (n) 

County  A 
(6) 

0%  (0) 

17%  (2) 

67%  (4) 

0%  (0) 

0%  (0) 

County  B 
(2) 

0%  (0) 

100%  (2) 

100%  (2) 

0%  (0) 

0%  (0) 

County  C 
(13) 

31%  (4) 

62%  (8) 

77%  (10) 

15%  (2) 

15%  (2) 

County  D 
(8) 

0%  (0) 

38%  (3) 

88%  (7) 

0%  (0) 

0%  (0) 

County  E 
(7) 

71%  (5) 

57%  (4) 

100%  (7) 

29%  (2) 

43%  (3) 

County  F 
(8) 

75%  (6) 

75%  (6) 

88%  (7) 

50%  (4) 

63%  (5) 

County  G 
(15) 

33%  (5) 

47%  (7) 

67%  (10) 

20%  (3) 

13%  (2) 

County  H 
(59) 

76%  (45) 

69%  (41) 

92%  (54) 

39%  (23) 

64%  (38) 

Total  for  All 
Southeastern 
Counties 
(113) 

58%  (65) 

64%  (72) 

89%  (101) 

30%  (34) 

44%  (50) 
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Firearm  injury  surveillance  at  the  medical 
examiner /coroner  level  in  eight  southeastern 
Wisconsin  counties 

Objectives:  To  determine  demographic  and  firearm  information 
availability  and  extent  at  medical  examiner/coroner  offices  for 
all  firearm  deaths. 

Design:  Review  of  medical  examiner/coroner  records  for  all  fire- 
arm homicides,  suicides,  unintentional,  and  undetermined. 

Setting:  Eight  southeastern  Wisconsin  counties  (Kenosha,  Milwau- 
kee, Ozaukee,  Racine,  Sheboygan,  Walworth,  Washington,  and 
Waukesha),  from  January  1 - December  31, 1994. 

Main  outcome  measures:  Source  of  data;  means  of  death;  host 
demographic  characteristics;  firearm  make,  model,  caliber,  and 
serial  number;  circumstances. 

Results:  There  were  245  firearm  deaths  in  the  eight  counties  dur- 
ing 1994:  126  homicides,  113  suicides,  5 unintended,  and  1 unde- 
termined. Toxicology  reports  were  available  for  90%  of  the  245 
firearm  deaths,  for  98%  (n=126)  of  firearm  homicides  (range  of 
88%  to  100%  between  the  eight  counties)  and  88%  (n=99)  of  113 
firearm  suicides  (range  from  0 to  100%  between  counties). 

Information  on  firearm  make  was  available  in  32  (25%)  of  the 
126  homicide  cases,  firearm  type  in  34  (27%)  cases,  caliber/ gauge 
in  109  (87%)  cases,  model  in  31  (25%)  cases,  and  serial  number  in 
31  (25%)  cases,  with  reporting  percentages  between  counties  rang- 
ing from  0 to  100%. 

In  suicide  cases,  firearm  make  was  available  in  65  (58%)  of  the 
113  cases,  type  in  72  (64%)  cases,  caliber/gauge  in  101  (89%)  cases, 
model  in  34  (30%)  cases,  and  serial  number  in  50  (49%)  cases,  with 
reporting  percentages  between  counties  ranging  from  0 to  100%. 

Information  on  premises  of  death  was  available  in  100%  of  fire- 
arm deaths.  Residence  of  victim,  family  member,  or  friend  was 
reported  in  37%  (n=47)  of  firearm  homicides  and  78%  (n=88)  of 
firearm  suicides.  Information  on  factors  contributing  to  suicide 
was  available  for  half  of  the  firearm  suicides. 

Conclusions:  Variation  in  firearm  death  reports  and  available  in- 
formation exists  between  county  medical  examiners/coroners. 
Consistent  reporting  may  improve  regional  surveillance  devel- 
opment in  order  to  develop  rational  strategies  to  reduce  firearm 
deaths  and  injuries.  Recognition  of  the  multidisciplinary  require- 
ments of  sound  death  investigation  is  important  to  insure  a com- 
plete firearms  death  information  system. 


etc.)  about  the  weapon. 

Law  enforcement  personnel  ap- 
pear to  inventory  suicide  weapons 
routinely.  In  homicides,  uninten- 
tional, and  undetermined  firearm 
deaths  the  law  enforcement  agency 
typically  sends  the  weapon  to  the 
Wisconsin  Crime  Laboratory  for 
examination.  In  most  cases,  an  in- 
ventory or  evidence  report  detail- 
ing firearm  characteristics  becomes 
part  of  the  law  enforcement  case 
file.  Sharing  weapon  details  with 
the  medical  examiner/coroner  is 
not  automatic  or  routine.  In  some 
counties  the  death  investigator's 
role — whether  medical  examiner, 
coroner  or  law  enforcement  per- 
sonnel— is  quite  distinct  when 
working  the  scene  of  a firearm 
death.  In  other  counties,  law  en- 
forcement personnel  document 
weapon  characteristics  and  the 
medical  examiner/ coroner's  office 
can  obtain  a copy  of  that  report  (or 
pertinent  pieces  of  it)  via  request. 
Still  other  counties  acknowledge  a 
very  open  relationship  in  which  the 
investigating  law  enforcement 
agency,  especially  in  suicide  cases, 
automatically  provides  a copy  of 
their  report  to  the  medical  exam- 
iner/coroner's office. 

Environment.  We  found  that  fire- 
arm fatality  case  files  consistently 
had  an  investigative  scene  report. 
While  each  county  has  a unique 
report  format,  there  was  at  least 
one  page  detailing  date,  times,  in- 
vestigating agencies,  and  victim 
demographics.  This  report  was 
the  source  of  consistent  documen- 
tation among  all  counties.  In  addi- 
tion, reports  often  included  narra- 
tives about  the  scene  and  incident 
and  statements  made  by  witnesses 
or  family  members.  When  avail- 
able, these  case  narratives  pro- 
vided valuable  insight  about  the 
victim's  physical  and  psychologi- 
cal condition  or  social  situation 
prior  to  death. 

Conclusions 

We've  identified  several  issues  con- 


tributing to  the  variation  in  avail- 
able data.  These  findings  can  be 
used  to  plan  appropriate  strategies 
to  acquire  more  complete  and  com- 
parable data. 

Death  investigations  are  multi- 


disciplinary involving  medical  ex- 
aminers/coroners and  law  en- 
forcement personnel.  When  inves- 
tigating a firearm  death  these  of- 
ficers and  agencies  may  have  lim- 
ited available  data.  Lor  surveil- 
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lance  to  be  effective  we  advocate 
that  death  investigation  training 
should  he  conducted  with  medical 
direction  and  close  collaboration 
with  law  enforcement  to  maximize 
data  collection.  Training  for  spe- 
cific firearm  characteristics  (the 
agent/vehicle  component  of  sur- 
veillance) is  crucial  so  that  com- 
plete information  on  these  deaths 
is  available. 

It  s imperative  that  personnel  in- 
vestigating suicides  be  knowledge- 
able about  firearm  specifications 
because  this  may  be  the  final 
weapon  information  available. 
Suicide  weapons  are  rarely  exam- 
ined by  the  State  Crime  Laboratory, 
an  agency  which  provides  detailed 
reports  on  each  firearm  submitted. 

The  Wisconsin  Medical  Exam- 
iner/ Coroner  Association,  Inc.  cur- 
rently is  piloting  a training  pro- 
gram for  death  investigators.  Ba- 
sic competency  standards  for  fire- 
arm identification  should  be  made 
part  of  the  program.  Law  enforce- 
ment personnel,  while  already 
versed  in  handling  firearms,  also 
could  benefit  from  firearm  identi- 
fication instruction  to  emphasize 
the  importance  of  complete 
weapon  information. 

This  report  supports  the  feasi- 
bility of  obtaining  comparable  vic- 
tim, circumstance  and  firearm  data 
for  firearm  fatalities  from  medical 
examiner/corner  offices  in  south- 
eastern Wisconsin.  Firearm  death 
investigations  by  medical  examin- 
ers/coroners are  important  and 
provide  crucial  information  for  in- 
dividual cases  and,  when  linked, 
for  regional  and  statewide  popu- 
lations. 

Death  investigations  by  medical 
examination/coroners,  law  en- 
forcement officials  and  others  are 
a multidisciplinary  activity.  Data 
linkage  between  these  agencies  is 
needed  to  establish  a complete  in- 
formation system  in  Wisconsin  for 
firearm  deaths  and  injuries. 
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specialties  to  practice  in  this  beau- 
tiful Michigan  Gold  Coast  commu- 
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Practice  includes: 

• State-of-the-art  technology  at 
95-bed  West  Shore  Hospital 

• Competitive  salary  with 
comprehensive  benefits 

• Highly  supportive  physicians  & 
patient  base 

• 27,195  person  draw  area 

Manistee,  MI,  offers  an  excellent 
quality  of  life  with  its  peaceful  sur- 
roundings, renown  cultural  events 
and  high-quality  schools.  The  his- 
torically renovated  downtown  and 
gorgeous  lake  front  create  a unique 
atmosphere  in  which  to  live  and 
work.  For  more  information: 

Call  Marie  Noeth  at  800-438-3745  or 
fax  your  CV  to  309-685-2574. 


282 


Wisconsin  Medical  Journal  • May  1996 


Scientific 

Increasing  use  of  firearms  in  completed  suicides 
in  Wisconsin,  1979-1994 


John  Fox,  MD,  Leah  Stahlsmith,  MS,  Ray  Nashold,  PhD  and  Patrick  Remington,  MD,  MPH,  Madison 


Based  on  a review  of  Wisconsin  suicide  methods  and  rates  from  1979  to 
1994,  firearms  have  eclipsed  all  other  methods  combined  as  the  most 
common  method  of  suicide.  Between  1981  and  1992,  the  number  of 
firearm  suicides  increased  from  48%  to  57%.  While  the  overall  suicide 
rate  has  remained  unchanged  in  the  last  16  years,  the  firearm  suicide 
rate  has  increased  17%  in  all  sexes,  races  and  ages.  For  persons  at 
known  risk  for  suicide,  removal  of  firearms  and  other  lethal  means 
from  the  home  is  recommended.  Since  many  persons  who  commit 
suicide  have  not  been  identified  as  at  risk,  families  should  consider  the 
potential  risks  and  benefits  of  having  a firearm  in  the  home.  Wzs  Med  ] 
1996,95(5):283-285. 


Firearm-related  deaths  re- 
cently have  received  increas- 
ing attention  as  a public  health 
problem.  Much  of  this  attention 
has  focused  on  the  epidemic  of 
firearm-related  homicides  affecting 
primarily  young,  black  men.  Re- 
search shows,  however,  that  more 
than  2/3  (68%)  of  the  annual  fire- 
arm-related deaths  in  Wisconsin 
are  suicides. 1 This  article  describes 
firearm  and  non-firearm-related 
suicide  trends  in  Wisconsin  from 
1979-1994  and  discusses  preven- 
tion measures  for  firearm  suicides. 

Methods 

The  Wisconsin  Center  for  Health 
Statistics  provided  mortality  data 
for  the  period  1979  through  1994 
by  cause  of  death  (suicide  ICD-9 
950-959),  method,  race,  and  sex  for 


Dr  Fox  and  Stahlsmith  are  epidemiolo- 
gists in  the  Chronic  Disease  Section, 
Bureau  of  Public  Health;  Dr  Nashold 
is  the  Director  of  the  Center  for  Health 
Statistics;  and  Dr  Remington  is  the 
State  Chronic  Disease  Epidemiologist, 
Wisconsin  Division  of  Health.  Reprint 
requests  to  Patrick  Remington,  MD, 
1414  E.  Washington  Ave.,  Rm.  251, 
Madison,  WI  53703.  Copyright  1996 
State  Medical  Society  of  Wisconsin. 
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Wisconsin  residents  age  15  and 
older.  The  U.S.  Census  Bureau  pro- 
vided Wisconsin  population  esti- 
mates and  all  rates  are  age-adjusted 
to  the  1990  Wisconsin  population 
unless  otherwise  stated.  Suicide 
incidence  rates  assume  the  state 
population  age  15  and  older  to  be 
at  risk  and  are  based  on  5-year  av- 
erages. Students  t-test  (two-tailed, 
unequal  variance,p<0.05)  was  used 
to  compare  mean  suicide  rates  in 
1979-1983  to  1990-1994. 


Results 

Between  1979  and  1994,  9,409  Wis- 
consin residents  committed  sui- 
cide. During  this  period,  an  aver- 
age 588  suicides  occurred  annually, 
ranging  from  475  in  1983  to  666  in 
1991.  The  use  of  firearms  to  com- 
mit suicide  increased  during  the 
study  period:  48%  of  all  suicides 
were  committed  with  firearms  be- 
tween 1979-  83  compared  to  57% 
between  1990-  94  period  (Table  1). 
Increasing  firearms  use  was  most 
notable  among  whites,  females, 
and  persons  over  45  years  of  age. 

The  firearms  suicide  rate  in- 
creased almost  20%  during  the  last 
16  years,  from  5.9  to  6.9  per  100,000 
(Table  2).  In  the  mid-1980s,  fire- 
arms overtook  all  other  methods 
combined  as  the  leading  cause  of 
suicide  death  (Figure).  Since  1986, 
firearm-related  suicide  rates  have 
increased  slightly,  while  non-fire- 
arm rates  have  shown  a steady 


Table  1.  Annual  suicides  and  percent  committed  with  firearms,  Wisconsin, 
1979-83  and  1990-94 


1979-83' 

1990-94' 

Numbers 

%firearms 

Number 

%firearms 

Total 

568 

48% 

587 

57% 

Gender 

Male 

443 

56% 

535 

57% 

Female 

125 

20 

108 

27 

Race 

White 

550 

48% 

555 

58% 

Black 

10 

50 

18 

50 

Age 

15-24 

133 

57% 

111 

63% 

25-44 

202 

46 

234 

51 

45-64 

146 

41 

130 

58 

65+ 

102 

43 

115 

58 

'Five  year  average 


decline.  The  overall  suicide  rate 
did  not  change  significantly  dur- 
ing the  study  period,  ranging  be- 
tween 12  and  13  per  100,000. 

Firearm-related  suicide  rates 
among  males  rose  13%  (10.7  to  12.7 
per  100,000)  during  the  study  pe- 
riod, while  at  the  same  time  the 
suicide  rate  using  all  other  meth- 
ods combined  fell  12%  (8.4  to  7.5 
per  100,0000,  Table  1).  In  compari- 
son, firearm-related  suicide  rates 
among  females  rose  20%  (1.0  to  1.2 
per  100,000)  and  the  rate  from  all 
other  methods  fell  26%  (4.2  to  3.1 
per  100,000). 

Suicide  rates  and  methods  have 
changed  substantially  for  blacks 
and  whites.  Among  blacks  the  sui- 
cide rate  almost  doubled  between 
1979-83  and  1990-94  (10.8  to  19.4 
per  100,000).  Firearm  and  non-fire- 
arm suicide  rates  increased  by  68% 
and  90%,  respectively.  Blacks  were 
the  only  demographically  identifi- 
able group  during  the  period  to 
demonstrate  an  increase  in  non- 
firearm suicides.  The  overall  sui- 
cide rate  among  whites  remained 
unchanged  (24.7  per  100,000).  The 
trends  by  method,  however,  di- 
verged: firearm  suicide  rates  in- 
creased 18%  (11.9  to  14.1/100,000) 
while  the  rate  from  all  other  meth- 
ods combined  fell  proportionately 
by  18%  (12.9  to  10.6  per  100,000). 

All  age  groups  showed  an  in- 
crease in  firearm  suicide  rates  from 
1979-1994.  The  largest  was  the  30% 
jump  among  those  65  years  of  age 
and  older  (7.7  to  9.9  per  100,000). 
In  comparison,  there  was  a de- 
crease in  non-firearm  suicide  rates 
in  every  age  group.  These  changes 
were  the  most  significant  in  per- 
sons over  45. 

Discussion 

In  the  mid-1980's,  the  use  of  fire- 
arms to  commit  suicide  in  Wiscon- 
sin surpassed  all  other  methods 
combined,  despite  little  change  in 
the  overall  suicide  rate.  Compa- 
rable studies  have  shown  similar 
overall  suicide  rates  and  have 
found  firearms  use  to  be  propor- 
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Figure.  Age-adjusted  suicide  rates  by  method  and  year,  5 year  moving  averages,  Wiscon- 
sin, 1979-1994. 


tional  to  their  availability  in  the 
community.2-3  Longitudinal  stud- 
ies in  Canada  and  Australia  show 
declines  in  firearm  suicide  rates 
and,  more  importantly,  overall  sui- 
cide rates,  with  passage  of  restric- 
tive firearm  possession  legisla- 
tion.4,5 

Several  studies  have  examined 
the  relationship  between  having 
guns  in  the  home  and  firearm-re- 
lated suicide.6'9  After  adjustment 
for  other  risk  factors,  all  conclude 
that  having  a firearm  in  the  home 
increases  the  risk  of  firearm  suicide 
among  occupants.  Its  been  argued 
that  gun  availability  alone  does  not 
affect  suicide  rates,  since  other  ef- 
fective means  to  commit  suicide 
are  readily  available.  While  hang- 
ing and  asphyxiation  by  carbon 
monoxide  are  more  widely  avail- 
able methods  of  suicide  and  carry 
nearly  the  same  fatality  rate  as 
guns,10  in  this  study  and  many  oth- 
ers, the  use  of  firearms  appears  to 
be  the  preferred  method. 

The  physician's  role  in  the  coun- 
seling and  treatment  of  patients  at 
high  risk  for  suicide  is  well-estab- 
lished. However,  despite  the 
abililty  to  identify  these  people,  the 
ability  to  predict  those  in  imminent 


danger  is  limited.11  Suicide  preven- 
tion methods  in  this  population  in- 
clude reducing  access  to  lethal  sui- 
cide means,  including  firearms. 
While  removal  of  a highly  lethal 
means  may  not  prevent  the  suicide 
attempt  by  other  methods,  it  may 
reduce  the  lethality  of  the  at- 
tempt.12 

Recommendations  intended  to 
reduce  firearm  access  have  in- 
cluded firearm  training  and  pro- 
grams to  improve  gun  storage 
practices.  Firearm  training,  how- 
ever, doesn't  necessarily  translate 
into  safe  storage  practices.13  Fur- 
thermore, while  storing  guns 
locked  and  unloaded  reduces  the 
risk  of  their  use,  the  risk  of  having 
a firearm-related  suicide  in  a home 
remains  three-fold  higher  were  no 
guns  in  the  home.8  Therefore,  for 
persons  who  have  attempted  sui- 
cide or  suffer  from  depression  or 
mental  illness,  gun  removal  by 
family  members  has  been  recom- 
mended.14-16 

The  physician's  role  in  suicide 
prevention  among  those  not 
known  to  be  at  risk  is  less  clear. 
Available  evidence  indicates  that 
screening  patients  for  suicide  risk 
isn't  effective  in  reducing  morbid- 
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Table  2.  Firearm  and  non-firearm  suicide  rates,  Wisconsin,  1979-83  and  1990-94 

Firearm  suicide  rates1  All  other  means  combined1 


1979-83 

1990-94 

Change 

1979-83 

1990-94 

Change 

Total 

5.9 

6.9 

+17%* 

6.4 

5.2 

-19%* 

Gender 

Male 

10.7 

12.7 

+13%* 

8.4 

7.5 

-12% 

Female 

1.0 

1.2 

+20%* 

4.2 

3.1 

-26%* 

Race 

White 

11.9 

14.1 

+18%* 

12.9 

10.6 

-18%* 

Black 

5.6 

9.5 

+68%* 

5.2 

9.9 

+90%* 

Age 

15-24 

8.3 

9.9 

+16%* 

6.3 

5.8 

-8% 

25-44 

7.2 

7.6 

+5% 

8.5 

7.2 

-14%* 

45-64 

6.8 

8.1 

+18%* 

9.8 

5.9 

-39%* 

65+ 

7.6 

9.9 

+30%* 

10.0 

7.2 

-28%* 

’Five  year  average 
* P < 0.05 


ity  or  mortality  and  there  is  no  rec- 
ommendation to  screen  patients 
for  suicide  risk.17  Gun  ownership 
nonetheless  remains  a risk  factor 
for  suicide  even  in  this  popula- 
tion.18 Therefore,  gun  owners  need 
to  consider  the  risk  and  benefits  of 
having  a gun  in  the  home. 

In  summary,  firearm-related  sui- 
cide rates  have  increased  signifi- 
cantly during  the  last  16  years  in 
males  and  females,  blacks  and 
whites,  and  in  all  age  groups.  The 
available  evidence  indicates  that 
the  presence  of  a firearm  in  the 
home  may  increase  the  risk  of  fire- 
arm-related suicide.  While  these 
findings  are  controversial,  the  pru- 
dent advice  is  to  remove  firearms 
from  the  homes  of  persons  be- 
lieved to  be  at  risk  for  suicide. 
Since  many  suicide  victims  haven't 
been  identified  as  being  at  risk, 
families  should  consider  the  poten- 
tial risks  and  benefits  of  having  a 
firearm  in  the  home. 
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Firearms  prevalence  and  storage  practices  in 
Wisconsin  households 
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In  1994, 517  Wisconsin  residents 
died  from  firearms,  including 
suicides,  homicides  and  uninten- 
tional fatalities.  The  firearm  mor- 
tality total  included  54  children 
under  age  18.  During  that  same 
period,  555  Wisconsin  residents 
were  hospitalized  with  nonfatal 
firearm  injuries,  including  121  chil- 
dren. These  findings  suggest  that 
firearms  are  a significant  factor  in 
deaths  and  injuries  in  the  state,  and 
underscore  the  importance  of 
safety  measures  associated  with 
their  possession  in  the  home. 

Introduction 

Firearm  deaths  and  injuries  have 
become  a source  of  great  commu- 
nity concern,  both  in  Wisconsin 
and  the  nation.  From  a public 
health  perspective,  the  response 
has  been  to  seek  mechanisms  for 
controlling  risk  in  order  to  reduce 
firearm  injuries.  However,  those 
risks  first  must  be  identified  and 
defined  in  terms  that  foster  their 
control.  While  much  is  written  on 
household  firearm  availability,  the 
opportunity  for  direct  inquiry  is 
rare.  The  1994  Wisconsin  Behav- 
ioral Risk  Factor  Survey  (BRFS) 
provided  an  opportunity  to  inves- 
tigate access  to  firearms. 


Chatterjee  is  the  injury  prevention  con- 
sultant with  the  Wisconsin  Bureau  of 
Public  Health,  Division  of  Health 
(DOH),  Department  of  Health  and  So- 
cial Services  (DHSS).  Imm  is  a research 
analyst  with  the  Wisconsin  Center  for 
Health  Statistics,  DOH,  DHSS.  Reprint 
requests  to  Barbara  Chatterjee,  Bureau 
of  Public  Health,  1414  East  Washing- 
ton Avenue,  Room  167,  Madison,  WI 
53703-3044.  Copyright  1996  State 
Medical  Society  of  Wisconsin. 


Background 

Increases  in  the  number  and  rate 
of  firearm  deaths  have  been  docu- 
mented since  the  mid-1980s,  a pe- 
riod during  which  motor  vehicle 


crashes  the  largest  class  of  injury 
deaths  had  been  declining.1  By 
1992,  firearm  injuries  were  the 
leading  cause  of  injury  deaths  in 
Continued  on  page  289 
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Fig  1 - Type  of  firearm(s)  as  a percentage  of  households  that  keep  firearms,  Wisconsin 
1994. 

Source:  1994  Behavioral  Risk  Factor  Survey,  Wisconsin  Center  for  Health  Statistics. 


not  locked) 


Fig  2 - Precautionary  storage  practices  as  a percentage  of  households  that  keep  firearms, 
Wisconsin  1994 

Source:  1994  Behavioral  Risk  Factor  Survey,  Wisconsin  Center  for  Health  Statistics. 
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Continued  from  page  287 
eight  states  and  the  District  of  Co- 
lumbia.2 If  the  present  trend  con- 
tinues, Wisconsin  will  join  this 
group  around  year  2001. 

Nearly  20%  (517)  of  state  injury 
fatalities  during  1994  were  caused 
by  firearms.  Of  these,  suicides  (339 
deaths)  and  homicides  (139  deaths) 
together  accounted  for  92%  of  the 
firearm  fatalities.  In  contrast,  less 
that  1/3  of  total  injury  fatalities 
(816/2603  deaths  in  1994)  were 
suicides  and  homicides. 

Concurrently  in  1994,  firearm 
injuries  led  to  555  nonfatal  hospi- 
talizations in  Wisconsin.  The  ratio 
of  hospital  discharges  to  deaths 
was  1.1:1  (555/517)  for  firearms; 
in  contrast,  the  ratio  was  31:1  for 
injuries  from  all  causes,  underscor- 
ing the  lethality  of  firearm  trauma. 

Method 

Against  this  background  a special 
series  of  questions  on  firearm  pos- 
session and  storage  was  included 
in  the  1994  BRFS,  a telephone  sur- 
vey of  Wisconsin  household  resi- 
dents 18  years  and  older  that  fo- 
cuses on  health-related  behaviors 
and  attitudes.3  Designed  by  the 
federal  Centers  for  Disease  Control 
and  Prevention,  the  Wisconsin 
BRFS  is  coordinated  in  the  Wiscon- 
sin Department  of  Health  and  So- 
cial Services,  Division  of  Health,  by 
the  Center  for  Health  Statistics.  In 
1994,  1,562  interviews  were  con- 
ducted representing  Wisconsin's 
1,819,000  households. 

Results 

Nearly  half  of  Wisconsin  house- 
holds kept  at  least  one  firearm 

In  1994,  the  Wisconsin  BRFS  found 
that  48%  (approximately  873,000) 
of  Wisconsin's  1,819,000  house- 
holds kept  at  least  1 firearm.  This 
estimate  is  based  on  responses  to 
the  question,  "Are  guns  of  any 
kind  kept  in  your  household?"  and 
is  higher  than  the  national  average 
of  41  %.4  Eighty-one  percent  of  the 


Wisconsin  households  with  fire- 
arms kept  more  than  1 gun. 

In  answer  to  questions  about  the 
types  of  firearms  kept,  42%  of  re- 
spondents reported  at  least  1 hand- 
gun in  the  household,  which  is 
lower  than  the  national  estimate  of 
60%. 5 Long  guns  (rifles/ shotguns) 
only  was  the  largest  individual  cat- 
egory at  56%,  and  handguns  only 
comprised  5%  of  household  fire- 
arm holdings  (Figure  1). 

Over  half  of  respondents  who 
reported  household  firearms  also 
reported  some  degree  of  risk  in 
firearm  storage 

Unintentional  injuries  involving 
firearms  accounted  for  3%  of  Wis- 
consin firearm  deaths,  but  25%  of 
nonfatal  firearm  injury  hospitaliza- 
tions. These  findings  compare 
deaths  during  the  period  1989-1993 
(an  average  of  15.6  unintentional 
firearm  injury  deaths  per  year),  and 
hospitalizations  of  Wisconsin  resi- 
dents in  1994  (137  hospitalizations 
from  unintentional,  nonfatal  fire- 
arm injuries).6 

Given  the  presence  of  firearms 
in  half  of  all  households,  storage 
practices  are  an  important  safety 
factor.  Respondents  who  reported 


keeping  firearms  were  asked  about 
their  firearm  storage  practices. 
They  were  asked  if  the  guns  were 
(a)  stored  locked,  (b)  kept  loaded, 
and  (c)  whether  these  practices 
applied  to  all,  some  or  none  of  the 
firearms  in  the  household.3  Three 
storage  risk  categories  were  con- 
structed to  characterize  house- 
holds with  firearm(s):  (1)  Least 
Risk  refers  to  all  firearms  stored 
locked  and  none  loaded;  (2)  Some 
Risk  refers  to  partial  storage  pre- 
cautions with  each  firearm  (for  ex- 
ample, all  firearms  were  stored 
locked  and  some  loaded,  or  none 
were  loaded  but  neither  were  they 
locked);  and  (3)  Greatest  Risk  re- 
fers to  any  or  all  guns  stored  loaded 
and  not  locked. 

Forty-four  percent  of  Wisconsin 
households  were  categorized  at 
Least  Risk  (Figure  2);  this  is  an  es- 
timated 383,000  households.  Over 
half  of  the  respondents  reported 
Some  Risk;  for  example,  40%  re- 
ported storing  their  gun(s)  un- 
loaded but  not  locked.  Only  3%  of 
households  were  classified  in  the 
Greatest  Risk  group,  indicating  at 
least  one  firearm  in  the  household 
was  kept  loaded  and  not  locked. 
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Fig  3 - Type  offirearm(s)  as  a percentage  of  households  that  keep  firearms,  in  Milwaukee 
city,  other  metropolitan  areas,  and  non-metropolitan  areas,  Wisconsin  1994. 

Source:  1994  Behavioral  Risk  Factor  Survey,  Wisconsin  Center  for  Health  Statistics. 
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GET  ON  THE  INJURY  PREVENTION  BAND  WAGON- 


CHALLENGE  YOUR  CLIENTS  ON  FAMILY  SAFETY 


Continue  the  enthusiasm  raised  in  many  Wisconsin  schools  and  communities 
during  NATIONAL  SAFE  KIDS  WEEK  (May  4 - II).  Use  this  nationally 
distributed  safety  check  list  with  your  clients. 

Also  available  in  Spanish. 

For  additional  information  contact  Barbara  Chatterjee  at  the  Wisconsin  SAFE  KIDS  Coalition  (608)  267-7174 
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Non-metropolitan  households 
were  more  likely  to  have  firearms 

Since  locality  can  influence  both 
life  styles  and  safety  perceptions, 
firearm  presence  was  analyzed  for 
3 areas  of  residence:  households 
in  the  City  of  Milwaukee,  house- 
holds in  Other  Metropolitan  coun- 
ties (excluding  the  City  of  Milwau- 
kee), and  households  in  Non-met- 
ropolitan counties. 

For  the  period  1991-1993,  Mil- 
waukee accounted  for  28%  of  state- 
wide firearm  deaths  and  73%  of 
statewide  firearm  homicides.  Mil- 
waukee also  experienced  a 1994 
rate  of  firearm  injury  hospitaliza- 
tions (6.3  per  100,000  population) 
that  was  almost  5 times  the  state- 
wide rate  (1.3).5 

Despite  these  statistics,  Milwau- 
kee had  the  lowest  estimated  pro- 
portion of  households  with  fire- 
arms, 21%  compared  to  46% 
among  the  Other  Metropolitan 
areas  in  Wisconsin.  Non-metro- 
politan households  were  most 
likely  to  report  keeping  firearms 
(60  %).  All  of  these  differences  were 
statistically  significant. 


Among  households  with  fire- 
arms, those  in  Milwaukee  were  sig- 
nificantly more  likely  to  report  hav- 
ing only  handguns  (33%)  com- 
pared to  Other  Metropolitan 
households  (4%)  and  Non-metro- 
politan households  (3%)  (Figure  3). 
Conversely,  Milwaukee  residents 
were  significantly  less  likely  to  re- 
port having  only  rifles/ shotguns  in 
their  household  (35%  versus  57% 
for  Other  Metropolitan  households 
and  58%  for  Non-metropolitan 
households). 

Although  Milwaukee  had  a 
lower  percentage  of  households 
with  firearms  compared  to  the 
other  areas,  a significantly  higher 
percentage  of  Milwaukee  house- 
holds reported  Greatest  Risk  (stor- 
ing at  least  one  gun  loaded  and  not 
locked)  in  terms  of  gun  storage 
(15%  versus  3%  each  for  Non-met- 
ropolitan and  Other  Metropolitan 
households)(Figure  4).  There  were 
no  significant  differences  between 
geographic  areas  for  percentage  of 
households  reporting  either  Least 
Risk  (all  firearms  locked  and  none 
loaded)  or  Some  Risk. 


Women-only  households 
were  less  likely  to  have  firearms 

In  addition  to  locality  differences, 
household  adult  gender  structure 
also  influenced  the  likelihood  of 
firearm  possession.  BRFS  data 
showed  10%  of  households  with 
only  adult  women  kept  firearms, 
compared  to  45%  and  55%  of 
households  with  only  adult  men 
and  those  with  both  males  and  fe- 
males, respectively.  The  difference 
between  female-only  and  each  of 
the  other  two  household  types  was 
statistically  significant.  (The  gen- 
der of  children  was  not  consid- 
ered.) 

Households  with  children  were 
more  likely  to  report  safe  gun 
storage  than  households  without 
children 

Because  of  the  risk  for  uninten- 
tional injury  or  intentional  misuse, 
the  presence  of  children  in  house- 
holds with  guns  and  associated 
storage  practices  were  analyzed 
separately.  The  data  indicated  that 
households  with  children  were  as 
likely  to  report  having  firearms 
(50%)  as  were  households  with  no 
children  (47%). 

Among  households  with  both 
children  and  firearms,  58%  re- 
ported storing  all  guns  locked  and 
none  loaded  (Least  Risk)  (Figure  5). 
This  is  significantly  higher  than  the 
corresponding  percentage  for 
households  without  children 
(35%).  Forty-one  percent  of  house- 
holds with  children  and  firearms 
took  partial  precautions  in  storage 
(Some  Risk),  while  only  1%  of  these 
households  reported  at  least  one 
gun  kept  loaded  and  not  locked 
(Greatest  Risk).  Among  house- 
holds with  firearms,  the  proportion 
at  Greatest  Risk  was  significantly 
lower  for  those  with  children  (1%) 
than  for  those  without  children 
(5%). 

Findings  suggest  the  importance 
of  public  health  efforts  to  encour- 
age safe  firearm  storage 

Nearly  half  of  respondents  in  the 
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Fig  4 - Precautionary  storage  practices  as  a percentage  of  households  that  keep  firearms, 
in  Mihvaukee  city,  other  metropolitan  areas,  and  non-metropolitan  areas,  Wisconsin  1 994. 
Source:  1994  Behavioral  Risk  Factor  Survey,  Wisconsin  Center  for  Health  Statistics. 
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Fig  5 - Precautionary  storage  practices  as  a percentage  of  households  that  keep  firearms, 
with  children  and  without  children,  Wisconsin  1994. 

Source:  1994  Behavioral  Risk  Factor  Survey,  Wisconsin  Center  for  Flealth  Statistics. 


1994  BRFS  reported  that  firearms 
were  kept  in  their  households,  in- 
dicating how  commonplace  guns 
are  in  Wisconsin  homes.  Since 
more  than  half  (54%)  of  Wisconsin 
households  with  firearms  do  not 
store  the  guns  safely,  the  possibil- 
ity exists  for  unauthorized  access 
by  household  members  and  others. 

Safe  household  firearm  storage 
is  especially  important  when  chil- 
dren are  present.  Although  the 
presence  of  children  did  increase 
the  percentage  of  households  tak- 
ing precautionary  storage  mea- 
sures, 42%  of  households  with  both 
children  and  guns  reported  storing 
some  or  all  firearms  unlocked  and/ 
or  loaded.  This  finding  also  sug- 
gests that  families  may  not  be 
aware  of  the  1992  Wisconsin  law 
(statute  948.55)  which  requires  all 
gun  owners  to  store  their  firearms 
safely  (locked  and  unloaded)  so 
that  no  child  (under  14  years)  can 
have  unauthorized  access  to  them. 

Entire  communities  find  them- 
selves examining  incidents  when 
children  from  preschoolers  to  ado- 
lescents gain  access  to  firearms  and 
cause  serious  or  fatal  injuries  to 
themselves  or  others.  These  are 
also  key  moments  for  raising  the 
awareness  of  gun  owners  regard- 
ing their  legal  responsibilities  for 
the  safe  storage  and  use  of  their 
firearms. 

The  documented  increase  in 
firearm  deaths  at  a time  when  other 
causes  of  injury  (particularly  mo- 
tor vehicle  crashes)  are  responding 
to  prevention  efforts,  compels  re- 
assessment of  existing  programs 
and  policies  and  the  development 
of  new  options.  The  Department  of 
Natural  Resources  hunter  safety 
education  program,  begun  in  1967, 
is  an  example  of  an  early  initiative. 
More  recent  is  the  State  Medical 
Society  of  Wisconsin's  Child  Safe 
trigger-lock  distribution  campaign, 
which  raises  awareness  about  the 
risks  associated  with  firearms 
stored  in  or  near  the  home.  Firearm 


design  modification  (e.g.  load  sta- 
tus indicators  and  trigger  locks),  re- 
evaluation  and  change  of  the  envi- 
ronments where  guns  are  kept  and 
used  to  promote  maximum  safety, 
raising  awareness  of  the  risks  and 
responsibilities  of  firearm  posses- 
sion and  ownership,  and  teaching 
nonviolent  conflict  resolution 
methods  are  among  the  options 
that  each  individual  can  consider 
and  embrace  to  reduce  gun  vio- 
lence in  our  communities. 

Summary 

BRFS  findings  underscore  how 
commonplace  firearms  are  in  Wis- 
consin households.  In  particular, 
non-metropolitan  households  and 
households  with  adult  males 
present  were  identified  as  more 
likely  to  have  firearms.  Greatest 
Risk  in  terms  of  firearm  storage 
practices  was  reported  by  Milwau- 
kee households  and  households 
without  children  to  a larger  extent 
than  other  households.  This  infor- 
mation can  help  health  care  pro- 
viders plan  and  target  preventive 
interventions  for  their  clients. 
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ert Adler,  Eleanor  Cautley,  and 
Faura  Owens  of  the  Wisconsin 
Center  for  Health  Statistics  for  pro- 
viding information  for  this  paper, 
and  Fee  Annest  of  the  Centers  for 
Disease  Control  and  Prevention 
and  Rebecca  Knox  of  the  Center  to 
Prevent  Handgun  Violence  for  as- 
sistance in  locating  current  na- 
tional statistics. 
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Contact  Patrick  Moylan  at  612/993-5986 
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Focus  on  Injuries 


Domestic  Violence 

Scientific 

Partner  violence:  A systematic  approach  to  identification 
and  intervention  in  outpatient  health  care 


Bruce  Ambuel,  PhD,  MS,  L.  Kevin  Hamberger,  PhD,  and  Jean  Lahti,  BS,  Waukesha 


Introduction 

Partner  violence,  assault  by  a 
spouse,  ex-spouse,  intimate  friend 
or  ex-friend,  is  the  most  common 
cause  of  injury  for  women,  and  a 
source  of  significant  morbidity  and 
mortality  due  to  acute  and  chronic 
effects  of  physical  and  psychologi- 
cal injury.  In  a nationwide  random 
survey,  1 in  6 women  reported 
physical  assault  by  a partner  in  the 
past  year.1  Studies  have  found  that 
12%  to  25%  of  women  in  primary 
health  care  settings  report  physi- 
cal assault  by  a partner  in  the  past 
year,23'4  along  with  12%  to  22%  of 
women  visiting  emergency  depart- 
ments,3'6,7 and  4%  to  17%  of  women 
examined  during  pregnancy.8,910 

Women  who  have  experienced 
partner  violence  receive  more  in- 
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patient  and  outpatient  health  care 
for  trauma,  non-trauma  related 
surgical  conditions,  medical  condi- 
tions, nonspecific  conditions,  sui- 
cide attempts,  psychiatric  treat- 
ment, non-trauma  related  medical 
emergencies,  elective  abortions 
and  miscarriages.11,12  This  in- 
creased use  of  resources  continues 
for  years  after  the  partner  violence 
stops.13,14  Because  of  the  impact 
upon  women's  health,  the  Ameri- 
can Medical  Association  (AMA) 
has  recognized  physicians'  ethical 
obligation  to  identify  victims  of 
partner  violence  and  intervene 
appropriately.15,16 

In  this  article  we  describe  a sys- 
tematic protocol  designed  for  out- 
patient clinical  settings  to  guide 
physicians,  nurses  and  other  health 
care  professionals  in  identifying 
and  helping  victims  of  partner  vio- 
lence.17 We  then  review  future  di- 
rections for  clinical  research. 

A sytematic  approach 

Professional  organizations,  includ- 
ing AMA,  have  published  guide- 
lines for  health  care  professionals 
to  use  in  identifying  partner  vio- 
lence. However,  no  studies  have 
evaluated  the  efficacy  of  specific 
clinical  protocols.  In  the  absence  of 
systematic  research,  we  developed 


a series  of  clinical  protocols  by  re- 
viewing the  literature  on  partner 
violence  and  physician  re- 
sponse18,19 and  interviewing  part- 
ner violence  survivors,  experi- 
enced physicians  and  domestic 
violence  experts.  We  then  field- 
tested  protocols  by  training  family 
medicine  residents,  medical  and 
nursing  students,  physicians,  and 
nurses.  Finally,  we  modified  the 
protocols  based  upon  feedback 
from  health  care  students  and  pro- 
fessionals. 

Our  systematic  approach  to 
partner  violence  consists  of  5 clini- 
cal protocols: 

(1)  Screening  for  partner  violence 
in  a general  population  seeking 
health  care; 

(2)  Assessing  patients  who  present 
with  stress-related  signs  and 
symptoms  which  could  be 
caused  or  exacerbated  by  part- 
ner violence  or  other  stressors; 

(3)  Assessing  patients  who  present 
with  signs  and  symptoms 
highly  specific  to  partner  vio- 
lence; 

(4)  Intervening  with  a patient  who 
is  a victim  of  partner  violence; 
and, 

(5)  Intervening  through  the  clinic 
environment. 

There  are  several  general  prin- 
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Table  1.  How  to  identify  and  assess  relationship  violence* 


A.  Screening  for  Current  Partner  Violence 

• Are  you  in  any  relationships  where  you  re  afraid  for  your  personal 
safety?  Where  someone  is  threatening  you  or  hurting  you?  Where 
someone  is  forcing  sexual  contact?  Where  someone  is  trying  to  con- 
trol your  life? 

B.  Screening  for  past  violence 

• Have  you  ever  been  in  a relationship  where  your  partner  frightened 
you,  threatened  you,  hurt  you,  forced  sexual  contact,  or  tried  to  con- 
trol your  life? 

• When  you  were  a child  or  adolescent  did  anyone  ever  physically  hurt 
you,  force  sexual  contact  or  hurt  you  psychologically  {for  example 
by  telling  you  that  you  were  worthless  or  unwanted)? 

• As  an  adult,  have  you  ever  been  a victim  of  a physical  or  sexual  as- 
sault? 

C.  Assessing  general  signs  and  symptoms  of  distress 

• In  my  experience  these  types  of  symptoms  are  sometimes  caused  or 
made  worse  by  stress.  Are  there  any  sources  of  stress  in  your  per- 
sonal life,  family  life  or  at  work? 

• Follow-up  by  screening  for  specific  causes  of  distress:  current  vio- 
lence (A);  past  violence  (B);  depression;  anxiety;  alcohol  and  other 
drug  use;  and  recent  positive  & negative  life  events. 

D.  Assessing  specific  signs  and  symptoms  of  partner  violence 

• Assessing  suggestive  injuries:  In  my  experience,  this  type  of  injury  is 
sometimes  caused  by  other  people's  actions.  Are  you  safe?  Is  anyone 
hurting  you  or  threatening  you?  Follow-up  by  asking  specifically 
about  current  violence  (A). 

• Assessing  suggestive  behavior:  In  my  experience,  this  type  of  behav- 
ior sometimes  suggests  problems  with  safety  in  the  home.  Are  you 
safe?  Follow-up  by  asking  specifically  about  current  violence  (A). 

E.  When  you  suspect  abuse,  but  the  patient  denies  abuse 

• Do  not  confront  or  challenge  the  patient. 

• Express  concern:  I 'm  concerned  about  your  safety  and  would  like  to 
tell  you  about  several  community  resources  you  can  use  if  you  ever 
need  them. 

• Describe  resources,  offer  follow-up  and  document  as  recommended. 

^Reprinted  with  permission.  B Ambuel,  LK  Hamberger  & J Labti,  The  Family 

Peace  Project. 


ciples  to  follow  when  working 
with  patients  who  may  be  victims 
of  partner  violence.  First,  when  dis- 
cussing partner  violence,  always 
talk  with  the  patient  in  private,  and 
assure  confidentiality  to  the  extent 
possible:  "Our  discussion  will  re- 
main confidential.  The  only  excep- 
tion occurs  if  you  tell  me  that  you 
are  going  to  hurt  yourself  or  an- 
other person,  or  if  you  tell  me  that 
your  children  are  being  hurt  by 
someone." 

Second,  maintain  appropriate 
eye  contact  and  listen  with  com- 
passion and  acceptance;  don  t com- 
municate doubt,  and  don  t judge 
or  moralize. 

Third,  empower  the  patient  by 
expressing  concern,  offering  advice 
and  providing  strong  encourage- 
ment, but  don  t take  control  by  act- 
ing on  behalf  of  the  patient  with- 
out her  consent. 

Finally,  attend  to  your  own  per- 
sonal and  professional  needs. 
Working  with  victims  of  violence, 
although  rewarding,  will  be  upset- 
ting and  discouraging  at  times.  In 
addition,  many  physicians  have 
experienced  violence  personally  or 
seen  its  impact  upon  a close  friend 
or  relative.  Exposure  to  violence  of- 
ten leaves  a person  feeling  helpless 
and  isolated.  Be  sure  to  seek  sup- 
port from  your  colleagues  and  ap- 
propriate community  resources. 

Screening  for  partner  violence 

Goal:  The  goal  of  screening  for  do- 
mestic violence  is  to  identify  hid- 
den morbidity  in  the  general  popu- 
lation and  conduct  preventive  edu- 
cation. 

When  to  screen:  Due  to  the  high  in- 
cidence and  prevalence,  screen  for 
partner  violence  in  adolescent 
girls,  adult  women  and  male  ho- 
mosexual patients,  in  the  following 
situations:  annual  or  general  ex- 
ams; adolescent  general  or  sports 
physicals;  initial  new  patient  vis- 
its; special  exams,  e.g.  pre-employ- 
ment physicals  (do  not  report  part- 
ner violence  on  employer  forms 


unless  the  patient  has  specifically 
authorized  this  release),  and  pre- 
marital exams;  first  prenatal  visits 
as  well  as  2 additional  visits  dur- 
ing pregnancy;  periodic  well-child 
exams  (screen  the  mother);  and, 
emergency  department  visits. 

How  to  screm:  "In  my  practice.  I'm 
concerned  about  prevention  and 


safety,  especially  in  the  family.  Are 
you  in  any  relantionships  where 
you  fear  for  your  personal  safety? 
Where  someone  is  threatening  you 
or  hurting  you?  Where  someone  is 
forcing  sexual  contact?  Where 
someone  is  trying  to  control  your 
life?" 

This  series  of  questions  is  inten- 
tionally constructed  to  (1)  explore 
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all  relationships,  not  just  those  with 
a spouse  or  specific  friend;  and  (2) 
uncover  specific  behaviors  and  ex- 
periences that  characterize  partner 
violence,  including  being  afraid, 
feeling  controlled,  physically  in- 
jury and/or  sexual  assault.  These 
questions  specifically  avoid  gen- 
eral, emotionally  loaded  words 
such  as  "abuse"  or  "violence"  be- 
cause people  who  deny  being  a vic- 
tim of  abuse  or  violence  will  ac- 
knowledge specific  abusive  expe- 
riences. 

Assessing  general  signs 
and  symptoms  of  distress 

Goal:  Identify  and  assess  patients 
with  general  signs  and  symptoms 
of  distress  which  may  be  caused  or 
exacerbated  by  various  psycho- 
logical or  social  factors,  including 
partner  violence.20 

When  to  assess:  Signs  and  symp- 
toms often  associated  with  distress 
include  fatigue,  headaches,  ab- 
dominal and  pelvic  pain,  chronic 
pain,  frequent  use  of  pain  medica- 
tion, sexual  dysfunction,  palpita- 
tions, dizziness,  parenthesis,  dys- 
pnea, frequent  vague  complaints, 
gastrointestinal  problems,  drug  or 
alcohol  abuse,  sudden  exacerba- 
tion of  a chronic  illness,  depression, 
anxiety  and  post-traumatic  stress. 

In  addition,  environmental  and 
behavioral  signs  warranting  fur- 
ther assessment  include  missed  ap- 
pointments, patient  or  partner 
drug  or  alcohol  abuse,  limited 
medical  care  access,  lack  of  trans- 
portation, financial  difficulty,  and 
poverty. 

Hozo  to  assess:  Begin  with  a broad 
differential  diagnosis,  including 
partner  violence,  but  also  includ- 
ing depression,  anxiety,  substance 
abuse,  recent  positive  and  negative 
life  events,  and  past  traumatic 
events.  Simultaneously  evaluate 
organ-system  and  psychosocial 
factors  as  causative  or  contributory. 
This  generally  can  be  accom- 
plished by  offering  a stress  and 


coping  framework  as  one  possible 
explanation  for  physical  symp- 
toms: "In  my  experience  these 
types  of  symptoms  are  sometimes 
caused  or  made  worse  by  stress. 
Are  there  any  sources  of  stress  in 
your  personal  life,  family  life  or  at 
work?" 

Follow  this  open-ended  ques- 
tion by  asking  specifically  about 
partner  violence,  depression,  anxi- 
ety, drug  and  alcohol  use,  past  ex- 
posure to  violence  (child  abuse;  as- 
sault; sexual  assault),  and  recent 
major  life  events  that  are  positive 
or  negative.  Assess  partner  vio- 
lence directly  by  using  the  screen- 
ing questions  suggested  earlier. 

Identifying  and  assessing 
specific  signs  and  symptoms  of 
partner  violence 

Goal:  Identify  and  assess  patients 
who  present  with  signs  and  symp- 
toms highly  suggestive  of  partner 
violence. 

When  to  assess:  Assess  for  inten- 
tional injury  when  a patient  pre- 
sents with  a suggestive  injury:  con- 
tusions, abrasions  and  minor  lac- 
erations to  the  head,  neck  and 
torso,  abdominal,  genital  or  anal 
areas;  burns;  fractures;  sprains;  in- 
jury during  pregnancy;  multiple 
sites  of  injury;  repeated  injury;  de- 
lay in  seeking  medical  care;  or  a 
reported  mechanism  of  injury  in- 
consistent with  physical  find- 
ings.21,22 

In  addition  to  evaluating  sug- 
gestive injuries,  assess  for  partner 
violence  when  a patient  describes 
his  or  her  partner  using  phrases 
such  as  jealous,  controlling, 
domineering,  prone  to  anger,  or 
frustrated  with  the  children.  Be 
aware,  too,  when  a patient  s part- 
ner attends  the  patient  s appoint- 
ments, controls  discussion,  makes 
or  cancels  appointments  for  the 
patient,  or  shows  angry,  threaten- 
ing or  aggressive  behavior  toward 
you  or  your  staff. 

A word  of  caution  is  appropri- 
ate here.  Do  not  over-emphasize 


the  role  injury  plays  in  identifying 
victims  of  partner  violence.  Al- 
though the  careful  evaluation  of 
physical  injury  is  important,  many 
battered  women  intentionally 
avoid  health  care  settings  when  in- 
jured. These  women  will  only  be 
identified  through  screening  or  the 
careful  assessment  of  general  signs 
and  symptoms  of  distress. 

How  to  assess:  Assess  possible  in- 
tentional injury  with  a direct  ques- 
tion. ("In  my  experience,  this  type 
of  injury  is  sometimes  caused  by 
other  people  s actions.  Are  you 
safe?")  Assess  behavioral  signs  of 
partner  abuse  with  direct  ques- 
tions. ("In  my  experience,  this  type 
of  behavior  sometimes  suggests 
problems  with  safety  in  the  home. 
Are  you  safe?)  In  either  case,  fol- 
low up  by  asking  directly  about 
current  violence  using  the  screen- 
ing questions.  ("Are  you  in  any  re- 
lationships where.  . . ? ").  Table  1 
summarizes  the  approaches  to 
screening  and  assessment. 

Intervention  with 
victims  of  partner  violence 

Goals:  Intervene  as  a patient  advo- 
cate in  a manner  that  enhances  pa- 
tient safety  and  empowerment. 
The  physician  will  feel  over- 
whelmed if  he  or  she  takes  respon- 
sibility for  preventing  further  vio- 
lence or  assuring  the  patient's 
safety.  Both  goals  only  can  be 
achieved  by  the  patient.  The 
professional's  appropriate  role  is  to 
provide  support,  strongly  encour- 
age the  patient  to  take  steps  to  as- 
sure safety,  and  empower  the  pa- 
tient by  promoting  the  patient's 
own  capacity  to  identify  sources  of 
social  support  and  escape  from  the 
violence. 

Successful  intervention  has  five 
steps  (Table  2). 

(1)  Communicate  belief,  support  & 
confidentiality.  Make  eye  contact 
and  speak  in  a respectful  and 
caring  manner.  Tell  the  patient 
directly:  "You  have  a right  to  be 
safe  and  respected."  "I'm  sorry 
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this  has  happened  to  you." 
"Nobody  deserves  to  be  hit  or 
hurt."  "The  abuse  is  not  your 
fault." 

(2)  Help  the  patient  assess  danger. 
There  are  three  facets  to  danger 
assessment.  First  is  the  patient's 
judgment  of  personal  danger: 
"Do  you  feel  safe  going  home?" 
The  patient  who  doesn't  feel 
safe  going  home  may  wish  to 
enter  a shelter  or  make  other 
emergency  plans. 

Second  is  the  patient's  judg- 
ment about  safety  of  children  in 
the  home:  "Are  your  children 
safe?"  This  question  only 
should  be  asked  after  the  pa- 
tient has  been  informed  about 
child  abuse  reporting  require- 
ments as  discussed  earlier  in 
this  article. 

Third  is  the  presence  of  em- 
pirical danger  markers,  such  as 
increasing  frequency  and  sever- 
ity of  violence;  weapons  used 
or  available;  threats  to  kill; 
forced  or  threatened  sexual 
acts;  life  transitions  such  as 
pregnancy,  separation,  divorce 
or  leaving  home;  drug  and  al- 
cohol abuse;  and  a history  of 
suicide  attempts. 

(3)  Promote  safety  planning  and  so- 
cial support.  Help  the  patient 
begin  building  a safety  and 
support  network.  If  the  patient 
wishes  to  leave  the  relationship 
immediately,  provide  a private 
office  phone  to  contact  a shel- 
ter or  make  other  plans.  If  the 
patient  chooses  to  remain  in  the 
relationship,  a common  deci- 
sion when  violence  is  first  iden- 
tified, provide  information 
about  community  resources 
such  as  emergency  shelters,  re- 
straining orders  and  manda- 
tory arrest  laws.  Offer  tele- 
phone numbers  for  the  closest 
women's  shelters,  legal  advo- 
cacy programs,  mutual  help 
groups  and  crisis  counseling 
programs. 

Help  the  patient  begin  to  for- 
mulate an  emergency  plan  with 


Table  2.  Helping  an  adult  who  is  a victim  of  relationship  violence 
Talk  in  private  and  assure  confidentiality 

• Our  discussion  will  remain  confidential.  The  only  exception  occurs  if  you 

tell  me  that  you  re  going  to  hurt  yourself  or  another  person,  or  if  you  tell 
me  that  your  children  are  being  hurt  by  someone 

Communicate  belief  & support 

• Make  eye  contact. 

• I'm  sorry  this  has  happened. 

• You  have  a right  to  be  safe  and  respected. 

• Nobody  deserves  to  be  hit  or  hurt. 

• The  violence  is  not  your  fault. 

Help  patient  assess  danger 

• Patient's  assessment  of  personal  safety:  Do  you  feel  safe  going  home? 

• Patient's  assessment  of  children's  safety:  Are  your  children  safe?  Only  ask 

after  explaining  limits  to  confidentiality;  report  suspected  child  abuse. 

• Empirical  indices  of  lethality:  Increasing  severity  and  frequency;  weap- 
ons used  or  available;  threats  to  kill;  forced  or  threatened  sexual  acts; 
dangerous  life  transitions  (pregnancy;  separation;  divorce);  drug  and  al- 
cohol abuse;  history  of  violence  or  suicide  attempts. 

Promote  planning  for  safety  & support 

• Offer  information  re:  legal  tools — restraining  orders;  mandatory  arrest; 
police/911 

• Offer  information  re:  community  resources — women's  shelters;  support 

groups;  legal  advocacy 

• Promote  planning 

- If  you  decided  to  leave,  where  could  you  go? 

- Can  you  keep  some  clothes,  money  and  copies  of  keys  and  important 
papers  in  a safe  place? 

- Where  could  you  go  in  an  emergency?  How  would  you  get  there? 

- Many  women  call  the  women's  shelter  to  learn  more  about  it.  Would 
you  like  to  use  our  office  phone? 

Offer  follow  up 

• Schedule  a follow-up  appointment.  Assess  barriers  to  follow-up:  Will 
you  be  able  to  get  transportahon?  Will  your  partner  try  to  prevent  you 
from  returning? 

Document 

• S:  What  the  patient  said.  Use  quotation  marks  to  document  exact  words. 

• O:  What  behavior  and  injuries  you  observed.  Drawings  and  photographs 
describe  location  and  quality  of  injuries.  Include  a ruler  in  photos  for 
scale,  and  victim's  face  for  identity. 

• A:  Your  assessment  of  potential  partner  violence. 

• P:  Suggested  safety  planning  and  follow  up  plans. 

Reprinted  with  permission.  B Ambuel,  LK  Hamberger  & J Lahti,  The  Family  Peace 
Project 


supportive  questions  and  dis- 
cussion: 

• "If  you  decided  to  leave, 
where  could  you  go?" 

• "Where  could  you  go  in  an 


emergency?  How  would 
you  get  there?" 

• "Remember,  you  can  al- 
ways call  police  or  dial  911 
in  an  emergency." 
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• "Many  women  call  the 
women's  shelter  to  learn 
more  about  it.  Would  you 
like  to  call  from  the  office 
today?" 

• "Would  you  be  welcome  in 
the  home  of  a relative  or 
friend?  Would  they  be  sup- 
portive? Would  you  be 
safe?" 

• "Can  you  keep  some  clothes, 
money  and  copies  of  keys 
and  important  papers  in  a 
safe  place?" 

(4)  Offer  follow-up:  Adjust  timing 
and  frequency  of  follow-up  to 
the  level  of  risk  and  patient 
willingness.  Assess  barriers  to 
access:  "Will  you  have  any  dif- 
ficulty returning  for  a follow- 
up visit?"  "Can  you  get  trans- 
portation?" "Does  your  partner 
ever  prevent  you  from  obtain- 
ing health  care?" 

(5)  Document:  Documentation 

may  follow  a SOAP  note  for- 
mat: (S)  What  the  patient  said, 
with  quotation  marks  to  indi- 
cate exact  words;  (0)  Behavior 
and  injuries  observed,  draw- 
ings, photographs,  and  stan- 
dard body  maps  to  describe  lo- 
cation and  quality  of  injuries; 
(A)  Your  professional  assess- 
ment of  potential  partner  vio- 
lence; and,  (P)  A description  of 
safety  and  follow-up  plans. 

Building  a team  approach 
and  using  the  clinic  environment 

The  individual  physician's  effort  to 
identify  and  assist  patient  victims 
of  partner  violence  can  be  ampli- 
fied by  effective  use  of  the  total 
clinic  team  and  environment.  First 
and  foremost,  adopt  a collabora- 
tive, interdisciplinary  approach 
that  engages  nursing  and  admin- 
istrative staff.  A nurse  may  be  the 
first  person  to  hear  a subtle  com- 
ment about  a partner's  jealous  or 
angry  behavior,  while  the  clinic  re- 
ceptionist is  most  likely  to  answer 
the  phone  when  a husband  calls  to 
cancel  his  wife's  appointment. 

Second,  extend  your  treatment 


team  to  the  community  by  contact- 
ing local  shelters  to  request  bro- 
chures and  inquire  about  medical 
staff  visits  with  key  shelter  employ- 
ees. Finally,  use  the  clinic  environ- 
ment to  communicate  to  patients. 
Place  posters  in  the  waiting  room 
and  brochures  in  patient  rooms  as 
well  as  bathrooms.  Include  rel- 
evant brochures  with  standard 
packets  of  handouts  for  obstetrical 
patients,  new  patients,  new  par- 
ents, adolescent  patients  and  other 
target  groups. 

Incorporate  questions  about 
partner  violence  into  standard 
health  histories  used  in  your  clinic. 
The  physician's  goal  is  to  create  a 
clinic  environment  which  provides 
information  and  resources.  These 
system-wide  efforts  increase  the 
likelihood  that  a patient  who  is  a 
partner  violence  victim  will  talk 
with  a physician  or  nurse  at  your 
clinic.  They  also  provide  important 
anticipatory  guidance  to  adoles- 
cent and  adult  patients  in  your 
clinic  by  raising  awareness  of  part- 
ner violence. 

Future  directions  for 
clinical  research 

Health  research  in  partner  violence 
is  in  its  infancy.  Clinical  practice, 
including  the  guidelines  suggested 
here,  are  based  more  upon  art  than 
science.  With  new  research,  guide- 
lines for  clinical  practice  will  con- 
tinue to  evolve.  Areas  to  watch  for 
future  research  include: 

Comparative  studies 
of  clinical  protocols 

The  method  for  screening  we  sug- 
gest includes  specific  questions 
about  types  of  psychological  and 
physical  violence.  In  contrast,  some 
protocols  have  suggested  using  a 
briefer  question,  such  as  "Are  you 
safe?  " We  believe  that  more  de- 
tailed, specific  screening  questions 
will  be  more  sensitive  and  specific. 
This  issue  will  be  resolved  by  clini- 
cal research.  Future  research  also 
will  help  define  the  most  effective 
methods  for  intervening  with  vic- 
tims of  partner  violence. 


Batterers 

Most  discussion  of  partner  vio- 
lence in  the  health  care  literature 
focuses  on  interventions  with  vic- 
tims. However,  physicians  pre- 
sumably provide  medical  care  to 
many  people,  predominantly  men, 
who  are  perpetrators  of  violence  in 
relationships.  What  is  the 
physician's  role  in  screening  for 
batterers?  Is  any  intervention  by  a 
physician  effective?  A recent  case 
report  by  Chelmowski  and 
Hamberger23  suggests  screening 
and  case  finding  with  male  pa- 
tients can  result  in  opportunities  to 
intervene.  Future  research  will  pro- 
vide additional  guidance. 

Training  and  dissemination 
of  clinical  protocols 

Most  physicians  and  nurses  have 
never  been  trained  in  methods  to 
identify  and  help  partner  violence 
victims.  We  should  therefore  not  be 
surprised  by  the  fact  that  patients 
are  rarely  asked  about  partner  vio- 
lence by  physicians. 

A critical  issue  for  future  re- 
search is  how  best  to  train  physi- 
cians. What  is  the  critical  knowl- 
edge base?  What  are  the  key  clini- 
cal skills?  How  do  we  foster  the 
professional  motivation  and  hardi- 
ness to  work  in  this  challenging 
area? 

Closely  related  to  the  issue  of 
training  individual  clinicians  is  the 
issue  of  disseminating  knowledge 
and  practice  within  health  care  sys- 
tems. More  physicians  are  working 
in  group  practices  affiliated  with 
health  care  networks.  In  this  set- 
ting, the  individual  physician's  ef- 
fectiveness with  patients  who  are 
victims  of  partner  violence  will  be 
amplified  or  restrained  by  other 
physicians  and  nurses  within  the 
larger  system.  How  can  we  best 
develop  and  nourish  a system- 
wide  commitment  to  effective 
care?  What  system  of  clinical  pro- 
tocols will  be  most  effective  in  an 
integrated  health  care  system?  An- 
swering these  questions  will  in- 
volve additional  research  as  well  as 
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collaborative  training  of  interdisci- 
plinary teams  within  health  care 
systems  and  innovative  use  of  in- 
formation technology  to  dissemi- 
nate clinical  tools.24 

Summary 

Although  partner  violence  is  a 
common  source  of  injury  for 
women,  physicians  and  female 
patients  rarely  discuss  this  prob- 
lem. We  outline  a systematic  ap- 
proach to  clinical  practice  that  in- 
cludes screening,  case  finding,  in- 
tervention, and  changes  in  the  of- 
fice environment.  The  clinician  can 
begin  to  address  partner  violence 
by  artfully  applying  these  tech- 
niques. Future  health  outcomes 
research  will  provide  additional 
guidance  to  clinical  practice.  We 
conclude  with  a quote  from  a third 
year  medical  student  at  the  Medi- 
cal College  of  Wisconsin  who  has 
a clear  and  challenging  vision  of 
the  future:  "I  look  forward  to  help- 
ing victims  of  domestic  violence 
and  eradicating  domestic  violence 
from  the  face  of  the  earth  just  as 
smallpox  has  been  eliminated.  " 
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Public  health 

Older  abused  and  battered  women: 
An  invisible  population 

Bonnie  Brandi  and  Jane  Raymond,  Madison 


Beverly,  now  in  her  early  six- 
ties, was  beaten  and  verbally 
abused  by  her  husband  through- 
out their  40-year  marriage.  They 
lived  in  a small,  rural  Wisconsin 
community  where  he  was  the  pas- 
tor. His  standing  as  a community 
religious  leader  made  it  impossible 
for  Beverly  to  reach  out  for  help. 
When  she  called  the  police,  they 
believed  his  version,  not  hers.  Two 
years  ago  Beverly  went  to  the  hos- 
pital with  bruises  on  her  arms, 
shoulders  and  chest.  Beverly  told 
the  nurse  her  husband  had  caused 
the  bruises.  The  nurse  responded, 
I hope  he  doesn't  do  that  very  of- 
ten. Beverly  felt  more  ashamed, 
isolated  and  angry.  She  has  not  re- 
turned to  that  hospital. 

The  traditional  image  of  a bat- 
tered woman  most  often  is  that  of 
a young  woman  with  small  chil- 
dren who  is  abused  by  a husband 
or  boyfriend.  She  resembles  the 
women  on  daytime  television  talk 
shows  or  made-for-TV  movies. 
Most  people  don't  think  about  bat- 
tered women  like  Beverly.  Women 
age  50  years  or  older,  or  who  have 
a physical  or  cognitive  disability,  or 
are  being  abused  by  an  adult  child 


Brandi  is  the  Wisconsin  Coalition 
Against  Domestic  Violence  (WCADV) 
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or  call  (608)  255-0539. 


are  the  forgotten  victims  of  domes- 
tic abuse.  These  cases  may  be  iden- 
tified as  elder  abuse,  but  many  are 
actually  domestic  violence  in  later 
life. 

The  majority  of  elder  abuse,  ex- 
cluding self-neglect,  is  attributable 
to  family  violence.  In  Wisconsin, 
the  victim  is  related  to  the  abuser 
in  almost  80%  of  reported  elder 
abuse  cases,  excluding  self-ne- 
glect. 1 In  2 / 3 of  reported  cases,  the 
victims  are  female.1  Since  the  ma- 
jority of  victims  are  female,  this 
article  will  focus  on  older  abused 
women;  however,  some  material 
may  be  relevant  for  any  older  vic- 
tim of  family  abuse. 

The  causes  of 

domestic  abuse  in  later  life 

Domestic  abuse  is  a pattern  of  co- 
ercive control  that  one  person  ex- 
ercises over  another.  Battering  is 
behavior  that  physically  harms, 
arouses  fear,  prevents  victims  from 
doing  what  they  wish  or  forces 
them  to  behave  in  ways  they  don't 
want  to  behave.6 

Batterers  believe  they  are  moral 
people  entitled  to  use  whatever 
methods  necessary  to  get  their  way. 
They  continue  to  use  abusive  tac- 
tics because  they  work.  Society 
often  condones  or  supports  their 
abusive  behavior  by  enforcing  few, 
if  any,  consequences  for  their  vio- 
lence. Batterers  tactics  include 
physical  and  sexual  abuse,  neglect, 
emotional  abuse,  financial  exploi- 
tation, threats,  coercion  and  intimi- 
dation, isolation,  male  privilege 
and  other  family  members  to  con- 
trol, dominate  and  punish  their  vic- 
tims.11 

Domestic  violence  in  later  life 
isn't  caused  by  caregiver  stress  (an 


overburdened  caregiver  who 
abuses  an  elderly,  dependent,  frail 
parent).  While  caregiver  stress  ex- 
ists, research  doesn't  show  it  as  a 
major  cause  of  elder  abuse.  In  fact, 
caregiver  stress  frequently  is  con- 
fused with  domestic  violence  in 
later  life.  But  unlike  domestic 
abuse,  caregiver  stress  does  NOT 
originate  from  a belief  system 
which  makes  it  is  acceptable  for 
one  person  to  exert  power  and  con- 
trol over  another. 

Suppose  a 70-year-old  man  gave 
this  explanation  for  his  wife's 
bruised  arms  and  face: 

"My  wife  is  the  most  im- 
portant person  in  the  world 
to  me.  But  I have  a hard  time 
now  that  she  is  ill  and  can't 
take  care  of  herself,  keep  the 
house  clean  and  cook  meals. 

I hit  her  just  this  once;  I lost 
control  for  just  a few  minutes. 

It  will  never  happen  again.  I 
love  her  so  much." 

If  the  scenario  is  assessed  as 
caregiver  stress,  a service  provider 
would  offer  support  and  compas- 
sion to  this  man.  Social  services — 
counseling,  respite  care,  adult  day 
care — would  appear  appropriate. 

However,  if  we  drop  the  age  of 
the  man  to  25,  we  might  hear  the 
husband  s statement  differently. 
Professionals  probably  would  as- 
sess the  case  as  domestic  violence. 
Consider  how  the  man  minimizes 
the  violence,  denies  his  responsi- 
bility for  the  woman's  injuries,  and 
blames  her  inability  to  take  care  of 
herself  and  the  house  for  his  "los- 
ing control."  In  cases  of  domestic 
abuse,  service  providers  would  not 
collude  with  the  batterer  by  offer- 
ing him  support  services  that  may 
tell  the  battered  woman  that  she 
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may  be  to  blame  for  his  abusive 
behavior.  He  likely  would  be  ar- 
rested for  battering  and  referred  to 
batterer's  treatment.  The  victim 
should  be  offered  services  includ- 
ing safety  planning,  information 
and  referrals  and  support. 

Professionals  who  work  with 
older  people  may  consider 
caregiver  stress  as  a cause  of  elder 
abuse.  They  may  not  understand 
the  dynamics  of  domestic  abuse. 
Therefore,  they  see  cases  of  family 
violence  as  elder  abuse  caused  by 
a stressed  caregiver  rather  than 
domestic  abuse  in  later  life. 

Such  an  oversight  can't  be 
treated  casually.  It's  dangerous  for 
professionals  to  fail  to  detect  and 
assess  cases  of  domestic  violence 
in  later  life  for  the  following  rea- 
sons: 

• A significant  portion  of  elder 
abuse  is  spousal  abuse,  which  in 
some  cases  has  been  occurring 
in  the  relationship  for  many 
years.3,4 

• The  caregiver  stress  model  sug- 
gests that  the  victim's  depen- 
dency on  the  caregiver  causes 
the  stress  and  abuse,  essentially 
blaming  the  victim  for  the  situ- 
ation. This  gives  no  responsi- 
bility for  the  abuse  to  the  abuser. 
When  the  victim  is  blamed,  the 
abuser  is  freed  of  responsibility 
for  the  violence.  By  believing 
that  victims  are  dependent  and 
difficult  to  care  for,  we  unwit- 
tingly support  abusers  and  their 
excuses  for  violence.  This  leaves 
the  victim  in  a precarious  situa- 
tion and  furthermore  ignores 
the  power  and  control  dynam- 
ics. 

• Emphasis  on  caretaking  and  the 
difficulties  of  the  caregiver  puts 
the  emphasis  on  caregiving  be- 
haviors at  the  expense  of 
downplaying  abusive  behav- 
iors. This  results  in  an  overem- 
phasis on  a family's  social  ser- 
vice needs  and  downplays  the 
need  for  the  criminal  justice 
system's  involvement. 
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• Service  providers  develop  inter- 
vention strategies  based  on  their 
definition  of  the  problem.  As- 
sessing the  cause  of  abuse  as 
caregiver  stress  rather  than  do- 
mestic violence  can  lead  to  in- 
terventions exclusively  from  the 
aging  network.  Services  offered 
from  the  domestic  violence 
movement  may  be  forgotten. 
Researchers  suggest  those  tradi- 
tional domestic  violence  inter- 
ventions such  as  safety  plan- 
ning, information  about  the  dy- 
namics of  domestic  abuse,  legal 
advocacy,  and  support  groups 
are  more  appropriate  interven- 
tions for  older  abused 
women.2'3-4'5-7 

Scenarios  of 

domestic  abuse  in  later  life 

Several  potential  scenarios  of  older 
abused  women  exist.  Some 
women  have  been  in  abusive  rela- 
tionships for  30  to  50  years  or  more. 
Others  are  starting  new  relation- 
ships following  a death  or  divorce. 
Some  older  battered  women  have 
been  in  nonviolent  relationships 
for  many  years  with  abuse  starting 
in  later  life.  In  these  cases,  the 
abuse  may  be  caused  either  by  a 
medical  or  mental  health  condi- 
tion, or  power  and  control  issues 
not  identified  throughout  the  rela- 
tionship that  have  now  erupted 
into  physical  violence.  The  abuser 
should  get  a medical  examination 
to  determine  if  it  is  possible  the  vio- 
lence is  caused  by  a medical  or 
mental  health  condition  or  medi- 
cations. 

Adult  children  also  may  abuse 
older  women.  Most  often  the  adult 
child  is  emotionally  and/or  finan- 
cially dependent  on  the  victim. 
Many  are  unemployed,  chemically 
dependent  or  mentally  ill.  Women 
abused  by  their  adult  children  of- 
ten feel  guilty  and  don't  want  to 
report  the  abuse.  They  worry 
about  what  will  happen  to  the 
adult  child  if  they  do  report  the 
abuse. 


What  can  health 
care  providers  do? 

Health  care  providers  may  see 
signs  of  abuse  during  a physical 
exam.  Ongoing  relationships  with 
patients  offer  opportunities  to  see 
injuries  over  a period  of  time  and 
develop  trusting  relationships  so 
patients  may  feel  comfortable  talk- 
ing about  what  s happening  at 
homes.  A visit  to  the  doctor's  of- 
fice may  be  one  of  the  few  oppor- 
tunities abused  women  have  to 
speak  to  anyone  without  their 
abuser  present  or  listening  in  on 
the  telephone. 

You  can  do  the  following: 

• Ask  all  women  you  see  about 
domestic  abuse,  no  matter  their 
age.  Include  questions  about 
domestic  abuse  on  intakes.  As 
the  result  of  one  Kenosha  doc- 
tor asking  domestic  violence 
questions  of  all  his  patients,  a 
support  group  for  older  abused 
women  was  started  at  the  local 
hospital. 

• Have  brochures  and  posters 
about  domestic  abuse  in  your  fa- 
cility that  include  pictures  of 
older  women. 

• Don't  assume  bruises  are  due  to 
aging  or  falls.  If  you  would 
question  a 20-year-old  about 
bruises,  question  women  50 
years  or  older,  too. 

• Take  time  to  listen.  Older 
abused  women  may  seek  medi- 
cal services  for  a presenting 
problem  caused  by  the  abuse 
(e.g.,  depression,  chest  pains). 
Prescribing  medication  may  al- 
leviate the  symptoms,  but  won't 
help  make  her  safe. 

• Refer  victims  to  domestic  abuse 
programs  or  local  elder  abuse 
hotlines. 

When  Beverly  came  to  the  hos- 
pital two  years  ago,  she  was  ready 
to  talk  about  what  was  happening 
at  home.  She  wanted  someone  to 
listen  and  believe  her.  She  needed 
information  about  services  for 
abused  women  and  her  legal  op- 
tions. The  nurse  missed  an  oppor- 
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tunity  to  offer  not  only  medical 
treatment  but  information  that 
could  have  helped  her  to  be  safe. 
Beverly  divorced  her  husband  a 
year  ago.  She  credits  a support 
group  for  older  abused  women  for 
giving  her  the  strength  and  encour- 
agement she  needed. 

Health  care  providers  see  many 
older  women  who  are  being 
abused.  For  many  battered 
women,  the  first  person  who 
showed  compassion  and  told  them 
about  available  services  made  a 
difference  in  their  lives.  Even 
though  many  women  may  not  be 
ready  to  leave  or  contact  a domes- 
tic abuse  program  immediately, 
they  remember  the  kindness  and 
information.  You  have  an  oppor- 


tunity to  make  a difference  in  the 
lives  of  women  being  hurt  by  the 
people  they  love.  Take  time  to  learn 
about  the  dynamics  of  domestic 
abuse  and  get  information  about 
your  local  domestic  abuse  program 
and  elder  abuse  agency. 
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Focus  on  Injuries 


Motor  Vehicle  Injuries 


Scientific 

Nonfatal  motor  vehicle  crash  injuries: 
Wisconsin's  experience  with  linked  data  systems 

Trudy  A.  Karlson,  PhD,  Chip  Quade,  and  Martha  Florey,  MS,  JD,  Madison 


Introduction 

Between  1989  and  1993,  motor  ve- 
hicle crashes  killed  3,860  people  in 
Wisconsin.  Many  more  persons 
sustained  nonfatal  injuries.  Nation- 
ally, the  annual  cost  of  motor  ve- 
hicle-related injuries  in  1985  dollars 
is  estimated  at  $48.7  billion.1 

Preventing  crash-related  inju- 
ries and  reducing  their  severity  re- 
quires the  application  of  numerous 
strategies,  including  engineering, 
education  and  enforcement  of  ex- 
isting laws.  Choosing  an  appropri- 
ate strategy  and  evaluating  its  ef- 
fectiveness is  essential  in  a time  of 
scarce  resources.  Fortunately,  Wis- 
consin has  been  able  to  take  advan- 
tage of  existing  data  sources  origi- 
nally designed  for  other  purposes 
to  build  a new  and  powerful  tool 
for  health  officials,  transportation 
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professionals,  researchers  and  oth- 
ers who  seek  information  about  the 
nature  and  extent  of  the  state's 
crash  injury  problem.2 

This  study  provides  a brief  over- 
view of  Wisconsin's  unique  five- 
year  nonfatal  crash  injury  data  base 
and  encourages  its  use  in  the  inves- 
tigation of  motor  vehicle  crash  in- 
juries and  their  prevention.  Since 
this  is  a relatively  new  data  base 
creation  method,  we've  also  cho- 
sen to  describe  the  technology  in 
detail. 


Background 

Wisconsin's  efforts  to  produce 
linked  data  have  been  the  result  of 
collaborative  agreements  between 
several  state  and  national  agencies, 
specifically  the  Office  of  Health 
Care  Information  (OHCI)  in  the 
Office  of  the  Commissioner  of  In- 
surance, the  Wisconsin  Depart- 
ment of  Transportation  (DOT),  the 
University  of  Wisconsin's  Center 
for  Health  Systems  Research  and 
Analysis  and  the  National  High- 
way Traffic  Safety  Administration, 


Table  1.  Variables  used  for  linking  Wisconsin  crash  and  hospital  discharge 
data. 


Variable  Type 

Event  information 

Crash  variable 

Crash  date 
County  of  crash 
HSA  of  crash 

Hospital  discharge  variable 

Admission  date 
County  of  hospitalization 
HSA  of  hospitalization 

Patient  information 

Date  of  birth 
Sex 

Zip  code  of  residence 

Injury  flag 

EMS  transport  flag 

Date  of  birth 
Sex 

Zip  code  of  residence 
(No  direct  counterpart) 
(No  direct  counterpart) 

*OHCTs  public  use  data  do  not  contain  birth  or  admission  dates,  both  of  which  are 
required  for  the  linkage.  The  use  of  this  information  is  subject  to  strict  confidentiality 
requirements.  Because  of  this,  we  linked  the  crash  data  with  a custom  OHCI  data  file 
under  an  administrative  arrangement  that  assured  the  OHCI  confidentiality  require- 
ments wouldn't  be  violated.  We  removed  birth  and  admission  dates  before  generat- 
ing the  final  data  set  for  analysis. 
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which  funded  much  of  the  work. 
With  funds  supplied  in  part  by  the 
federal  Department  of  Transporta- 
tion, similar  efforts  to  link  motor 
vehicle  crash  data  and  health  data 
took  place  in  seven  states.3,4 

Data  sources 

Inpatient  hospital  discharge  data. 
Wisconsin  statutes  require  every 
hospital  in  the  state  to  submit  out- 
patient discharge  information  to 
OHCI.  The  information  includes 
patient  birth  date,  sex  and  zip  code, 
but  no  other  identifiers.  Informa- 
tion about  the  hospitalization  in- 
cludes diagnoses  and  procedures, 
total  charges,  type  and  source  of 
admission,  discharge  status,  length 
of  stay  and  expected  primary  and 
secondary  payer. 

The  OHCI  data  base  contains  in- 
formation about  Wisconsin  hospi- 
talizations only.  It  contains  no  in- 
formation about  people  injured  in 
Wisconsin  but  transported  to  other 
states  for  treatment. 

Crash  data.  Law  enforcement  agen- 
cies submit  crash  report  forms  to 
DOT's  Traffic  Accident  Section.  In 
Wisconsin,  a crash  is  reportable  if 
it  occurs  on  public  property  and 
results  in  any  injury  or  in  property 
damage  of  $500  or  more  ($1,000  or 
more  as  of  January  1,  1996).  The 
crash  data  base  includes  vehicle 
occupants'  demographics,  their 
seating  location,  use  of  helmets, 
safety  belts  or  airbags,  vehicle  type, 
crash  location  and  circumstances. 

DOT's  crash  data  base  contains 
information  about  occupants  of  all 
reported  crashes  that  occur  in  Wis- 
consin. It  contains  no  information 
about  occupants  of  unreported 


Other  (0.9%) 
Pedestrians  (9.0%) 
Bicycles  (2.6%) 
Motorcycles  (9.7%) 
Trucks  (10.8%) 
Passenger  Cars  (67.0%) 

67.0% 

Fig  1 - Vehicle  types  for  hospitalized  crash  occupants,  Wisconsin  1993. 


crashes,  nor  those  who  are  treated 
in  Wisconsin  hospitals  after  crashes 
that  occur  in  other  states. 

Methods 

Data  linkage.  In  linking  records 
from  two  data  sources,  the  goal  is 
to  identify  records  in  each  source 
representing  the  same  person  and 
event.  In  the  absence  of  personal 
identifiers  such  as  names  or  social 
security  numbers,  other  informa- 
tion must  be  used.5  We  used  infor- 
mation about  the  occupant  (or  pa- 
tient) and  the  date  and  location  of 
the  event  (the  crash  or  hospitaliza- 
tion). Occupant  information  in- 
cludes the  birth  date,  sex  and  zip 
code. 

Event  information  includes  the 
crash  date  and  county  and  the  ad- 
mission date  and  county  of  hospi- 
talization. Crash  occupants,  espe- 
cially those  with  severe  injuries, 
often  are  transported  across  county 
lines  for  medical  treatment.  For  this 
reason,  we  map  each  county  code 


into  a code  representing  a region, 
or  Health  Service  Area  (HSA),  and 
use  this  variable  in  the  linkage  as 
well. 

We  also  take  advantage  of  vari- 
ables in  the  crash  data  indicating 
whether  the  occupant  was  injured, 
and  whether  the  occupant  was 
transported  via  EMS  to  an  emer- 
gency department.  Table  1 summa- 
rizes the  linkage  variables. 

Probabilistic  linking  is  an  effi- 
cient technique  for  linking  data 
files  in  the  absence  of  definitive 
personal  identifiers.  In  this  ap- 
proach, a computer  algorithm  de- 
termines the  likelihood  that  two 
records,  one  from  each  data  file, 
represent  the  same  person  and 
event.6  The  algorithm  compares 
the  fields  in  the  two  records  and 
computes  a score  for  the  pair  that 
reflects: 

• Similarities  and  differences:  The 
score  goes  up  when  information 
in  the  two  records  is  similar  or 
identical. 


Table  2.  Vehicle  types  and  rates  of  hospitalization  per  crash  occupant,  Wisconsin  1993. 


Passenger 

Vehicles 

Trucks 

Motorcycles 

Bicycles 

Pedestrians 

Hospitalizations 

3,269 

528 

474 

127 

436 

Occupants  of 

Reported  Crashes 

295,030 

58,564 

2,886 

1,921 

2,630 

Hospitalization  Rate 

1.1% 

0.9% 

16.4% 

6.6% 

16.6% 
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Table  3.  Vehicle  types  and  rates  of  hospitalization  for  brain  injury,  Wiscon- 
sin 1993. 


Passenger 

Vehicles 

Motorcycles 

Pedestrians 

Brain  injury 
Hospitalizations 

548 

110 

95 

Occupants  of 
reported  crashes 

295,030 

2,886 

2,630 

Brain  injury 
hospitalization  rate 

0.2% 

3.8% 

3.6% 

• The  underlying  frequency  distribu- 
tion: The  score  goes  up  when  the 
records  match  on  values  that 
occur  less  frequently  in  the  data 
sets. 

• The  effect  of  user-assigned  weights: 
The  overall  score  for  the  pair  is 
the  sum  of  the  scores  for  com- 
parisons of  individual  fields. 
The  user  assigns  a weight  to 
each  field  that  reflects  its  rela- 
tive importance  and  reliability. 
The  linking  program  computes 

scores  for  all  possible  matched 
pairs.  A probabilistic  linking  pro- 
gram can  calculate  the  scores 
quickly,  even  for  large  data  files. 
When  linking  250,000  crash  records 
against  90,000  hospital  records  on 
a 486-based  microcomputer,  the 
matching  program  computes  its 
scores  in  approximately  three 
hours. 

Data  linkage  does  require  trial 
and  error  to  determine  an  opti- 
mum set  of  user-assigned  weights, 
and  computing  the  scores  is  only 
one  step  in  the  overall  linkage  pro- 
cess. Even  so,  a relatively  inexpe- 
rienced user  can  link  a year's 
worth  of  crash  and  hospital  data 
in  approximately  80  hours,  with 
time  for  trial  and  error,  data  man- 
agement and  other  associated 
tasks. 

Definitions 

• A passenger  vehicle  is  any  au- 
tomobile, van,  sport  utility  ve- 
hicle or  pickup  truck. 

• A truck  is  any  truck  except  a 
pickup. 

• A motorcyclist  is  a rider  of  ei- 
ther a motorcycle  or  moped. 

• Brain  injuries  include  skull  frac- 
tures with  intracranial  injury; 
cerebral,  cerebellar  or  brain  stem 
lacerations  or  contusions;  intra- 
cranial hemorrhages;  and  intra- 
cranial injuries  without  skull 
fracture  but  with  loss  of  con- 
sciousness for  greater  than  one 
hour.  These  were  identified  by 
ICD-9-CM  diagnosis  codes  in 
the  discharge  record. 

• Hospital  charges  don't  include 


physician's  fees,  nor  do  they  in- 
clude care  rendered  outside  of 

the  inpatient  setting. 

Findings 

In  1993,  the  most  recent  year  for 
which  linked  data  currently  are 
available,  376,220  people  were  in- 
volved in  motor  vehicle  crashes  in 
Wisconsin.  Of  these,  4,878  (1.3%) 
received  inpatient  treatment  for 
crash  injuries.  Figure  1 shows  the 
distribution  of  vehicle  types  for 
hospitalized  crash  occupants. 

Passenger  vehicle  occupants  ac- 
counted for  the  greatest  share  of 
both  the  overall  crash  victims 
(78.4%)  and  the  hospitalized  vic- 
tims (67.0%).  However,  motorcy- 
clists represented  a much  greater 
share  of  the  hospitalized  occupants 
than  they  did  of  the  total  crash  vic- 
tims. The  same  is  true  for  pedestri- 
ans. Motorcyclists,  pedestrians  and 
bicyclists  are  more  susceptible  to 
injury  in  event  of  a crash  because 
they're  not  protected  by  a passen- 
ger compartment.  Table  2 shows 
the  hospitalization  rates  for  each 
type  of  vehicle. 

Brain  injuries  also  occurred 
more  frequently  among  motorcy- 
clists and  pedestrians  than  among 
passenger  vehicle  occupants.  Table 
3 shows  the  brain  injury  hospital- 
ization rates  for  passenger  vehicles, 
motorcycles  and  pedestrians. 

While  overall  hospitalization 
rates  may  be  declining,  including 
hospitalization  rates  for  motor  ve- 
hicle crash  injuries,  the  average 
hospitalization  charge  is  rising. 


Table  4 takes  a five-year  look  at 
motor  vehicle  crash  occupants, 
hospitalizations  and  deaths. 

Discussion 

Data  linkage  has  proven  to  be  an 
efficient,  cost-effective  way  to  cre- 
ate an  injury  surveillance  system 
from  existing  data  sources  de- 
signed for  other  purposes.  As  with 
all  data  systems,  a linked  data  file 
has  its  limitations.  Some  arise  from 
the  linkage  methodology,  and  oth- 
ers are  inherent  in  the  primary  data 
sources. 

Some  crash-related  hospitaliza- 
tions are  missing  from  the  linked 
data  set.  In  our  experience,  the 
linked  data  files  have  an  estimated 
80  percent  predictive  value  posi- 
tive, or  about  a 20  percent  false 
negative  rate.  These  false  negatives 
result  in  an  underestimate  of  the 
motor  vehicle  crash  injury  prob- 
lem. Hospitalizations  may  be  ex- 
cluded from  the  data  set  for  a vari- 
ety of  reasons,  including: 

• People  who  are  in  Wisconsin 
crashes  but  transported  out  of 
state  for  treatment  are  excluded. 

• People  in  unreported  crashes 
who  have  no  records  in  the 
crash  data,  and  therefore  can't 
be  linked.  Similarly,  persons 
whose  crash  records  contain  in- 
sufficient identifying  informa- 
tion (missing  birth  date  or  sex) 
can  t be  linked  with  the  hospi- 
tal data  file,  and  aren't  included 
in  the  final  linked  data  file. 

• The  linkage  is  based  on  likeli- 
hood, and  the  scores  for  some 
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Table  4.  Crash  occupants,  hospitalizations,  hospital  charges  and  deaths,  Wisconsin  1989-  1993. 

1989 

1990 

1991 

1992 

1993 

Total 

Crash  Occupants 

371,692 

374,153 

363,011 

362,901 

376,220 

1,847,977 

Hospitalizations 

6,402 

5,939 

4,956 

5,282 

4,878 

27,457 

Total  Hospital 
Charges 

$59  million 

$56  million 

$60  million 

$71  million 

$70  million 

$316  million 

Average  Charge 
Per  Hospitalization 

$9,228 

$9,422 

$12,009 

$13,513 

$14,357 

$11,508 

Deaths 

844 

795 

823 

674 

724 

3,860 

valid  matched  pairs  may  fall 
below  a minimum  threshold. 
Some  linked  pairs  are  false  posi- 
tives. Validation  of  the  match  re- 
sults with  auxiliary  data  sources  in- 
dicates that  in  approximately  7 per- 
cent of  the  linked  pairs,  the  crash 
record  and  hospital  discharge 
record  don't  represent  the  same 
person  and  event.  False  positives 
are  more  likely  to  occur  among 
population  groups  with  high  crash 
frequencies,  and  among  occupants 
who  live  in  populous  areas. 

Some  crash  types  may  be  under- 
represented in  the  DOT  crash  data. 
If  a pedestrian  or  bicyclist  is  injured 
but  the  crash  doesn't  involve  a mo- 
tor vehicle,  the  crash  may  not  be 
reported  to  the  DOT.  Uninjured 
motorcyclists  also  may  be  under- 
represented. 

There  may  be  biases  in  the  re- 
porting of  some  variables  in  the 
crash  data.  Eighty-five  percent  of 
crash  occupants  reportedly  use 
seat  belts,  even  though  observa- 
tional studies  have  determined  the 
statewide  rate  of  seat  belt  use  to  be 
approximately  55%  to  60%. 7 Other 
information,  such  as  alcohol  use,  is 
likely  to  be  selectively  reported. 

Despite  limitations,  a linked 
data  base  is  an  extremely  useful 
tool  for  documenting  the  nature 
and  magnitude  of  crash  injuries 


and  evaluating  the  effectiveness  of 
specific  countermeasures.  Nonfatal 
motor  vehicle  crash  injuries  some- 
times are  very  severe,  and  can  re- 
sult in  lifelong  disability.  This 
makes  them  expensive  to  treat.  In 
an  era  of  spiraling  health  care  costs, 
public  health  professionals  should 
explore  all  possible  means  for  pre- 
venting these  injuries.8  A linked 
data  system  contains  information 
on  occupant,  vehicle  and  environ- 
ment factors,  which  can  be  used  for 
problem  identification  at  the  na- 
tional, state,  regional  and  local  lev- 
els. 

The  Office  of  Health  Care  Infor- 
mation has  5 years  of  linked  crash 
data  available,  and  is  linking  a 
sixth  year.  These  data  are  available 
to  researchers,  policy  makers  and 
health  professionals,  and  we  en- 
courage data  acquisition  and  use 
to  further  the  development  and 
evaluation  of  programs  to  prevent 
motor  vehicle  crash  injuries. 
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Legal  decision  update,  1995-1996 

Kalisa  Barratt,  JD,  SMS  staff  attorney  and  Mark  L.  Adams,  JD,  CAE,  SMS  corporate  counsel 


Editor's  Note:  From  time  to  time  as 
a service  to  SMS  physician  members, 
the  WMJ  will  publish  summaries  of 
legal  actions  in  the  State  of  Wisconsin 
which  are  of  concern  to  state  physi- 
cians. 

The  following  is  a synopsis  of 
legal  cases  decided  by  the 
Federal  7th  Circuit  Court  of  Ap- 
peals, the  Wisconsin  Supreme 
Court  and  the  Wisconsin  Court  of 
Appeals  during  1995  and  early 
1996: 

Medical  malpractice 

Lund  v.  Kokemoore,  195  Wis.  2d  IT! 
(Ct.  App.  1995).  Plaintiff/patient 
claimed  that  punitive  damages  are 
recoverable  in  medical  malpractice 
actions  as  "[ojther  economic  inju- 
ries and  damages"  under  ch.  655 
and  sec.  893.55(5),  Stats.  The  Court 
of  Appeals  concluded  that  the  stat- 
ute in  question  was  ambiguous 
and  therefore,  looked  to  its  legisla- 
tive history.  The  court  concluded 
that  the  legislature  intended  to  con- 
trol the  increasing  judgments  ac- 
companying medical  malpractice 
claims  and  reduce  liability  insur- 
ance costs.  The  award  of  punitive 
damages  would  be  inconsistent 
with  this  intent.  The  court  there- 
fore, affirmed  the  trial  court's  de- 
cision that  punitive  damages  are 
not  available  in  medical  malprac- 
tice actions  in  Wisconsin. 


Nowatske  v.  Osterloh.  No.  93-1555, 
filed  January  25,  1996.  Plaintiff/ 
patient  claimed  that  the  standard 
jury  instruction  given  in  medical 
malpractice  cases  was  erroneous 
and  prejudicial  because  various 
paragraphs  of  the  instructional) 
improperly  permit  the  medical 
profession  to  set  the  standard  of 
care  for  physicians;  (2)  are  unduly 
exculpatory  and  biased  towards 
the  defendant/ physician  by  em- 
phasizing ways  in  which  the  defen- 
dant was  not  negligent;  and  (3) 
strip  the  jury  of  its  fact-finding 
function  by  instructing  the  jury  to 
disregard  expert  testimony  if  the 
defendant/physician  pursued  a 
recognized  method  of  treatment. 
The  SMS  filed  an  amicus  brief  in 
the  case  arguing  the  instruction, 
when  read  as  a whole,  is  a fair  and 
accurate  statement  of  the  law  of 
negligence  for  malpractice  cases, 
allowing  the  jury  to  find  facts  while 
also  allowing  an  explanation  of  the 
state  of  medical  science  at  the  time 
the  plaintiff  was  treated  and  cor- 
rectly identifying  the  basic  stan- 
dard of  ordinary  care.  The  Su- 
preme Court  concluded  the  in- 
struction, when  read  as  a whole 
and  in  conjunction  with  other  in- 
structions, was  not  erroneous. 
However,  the  court  also  concluded 
that  the  first  three  paragraphs  in 
question  should  be  revised,  in- 
cluding by  elimination  of  the 
word  "average"  used  to  describe 


a reasonable  physician.  When 
used  to  describe  the  standard  of  a 
reasonable  physician,  the  word 
"average"  could  distract  a jury 
from  its  true  purpose:  to  investi- 
gate whether  the  alleged 
tortfeasor  exercised  reasonable 
care. 

Antitrust 

Blue  Cross  & Blue  Shield  United  of 
Wisconsin  v.  Marshfield  Clinic.  No. 
95-1965,  95-2140,  filed  September 
18, 1995,  Decided,  As  Amended  on 
Denial  of  Rehearing,  October  13, 
1995. 1995  U.S.  App.  LEXIS  219056, 
cert,  denied.  Blue  Cross  Blue  Shield 
United  of  Wisconsin  and  its  HMO 
(BCBS  collectively)  claimed  that 
various  activities  of  the  Marshfield 
Clinic  and  its  HMO  (the  Clinic)  vio- 
lated antitrust  laws.  A jury  found 
the  Clinic  had  engaged  in  prohib- 
ited activity  and  awarded  BCBS 
$16  million  in  damages,  trebled  to 
$48  million.  The  trial  court  sub- 
sequently reduced  damages  to 
$17  million  after  trebling.  On  ap- 
peal, the  State  Medical  Society,  the 
AM  A and  the  Medical  Group  Man- 
agement Association  filed  an  am- 
icus (friend  of  the  court)  brief  in  the 
case,  arguing  amongst  other 
things,  that  the  trial  court's  ruling 
would  curtail  the  availability  of 
health  services  by  discouraging  the 
development  of  physician  net- 
works, particularly  in  rural  areas. 
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The  7th  Circuit  Court  of  Appeals 
substantially  reversed  the  trial 
court's  decision.  It  found  no  rea- 
sonable basis  for  most  of  the  jury's 
findings.  First,  the  court  decided, 
under  the  facts  in  this  case,  HMOs 
did  not  constitute  a separate  mar- 
ket for  antitrust  analytical  pur- 
poses. BCBS'  claim  of  paying 
higher  prices  for  Clinic's  services 
was  held  not  to  be  a result  of  the 
Clinic  or  its  HMO's  monopolistic 
activities.  The  court  also  held  the 
Clinic's  purported  collusion  with 
affiliated  physicians  was  not  pro- 
hibited conduct  under  the  antitrust 
laws.  The  court  did  find  BCBS's 
claim  that  the  Clinic  colluded  with 
a competing  HMO  was  supported 
by  the  evidence.  BCBS  filed  a writ 
of  certiorari  to  the  United  States  Su- 
preme Court.  The  Supreme  Court 
denied  certiorari  leaving  the  7th 
Circuit's  opinion  in  tact.  The  case 
was  remanded  to  the  trial  court  for 
a limited  trial  on  the  damages,  if 
any,  BCBS  sustained  for  the 
Clinic's  dividing  markets. 

Patient/physican  privilege 

Steinberg  v.  Jensen.  194  Wis.  2d  440 
(1995).  After  being  named  as  a de- 
fendant in  a medical  malpractice 
action.  Dr.  Jensen  spoke  with  three 
other  treating  physicians  about  the 
lawsuit  and  the  care  the  patient 
had  received.  Jensen's  lawyer  also 
participated  in  ex  parte  (one  side 
only)  communications  with  physi- 
cians. The  patient  argued  these  ex 
parte  communications  violated  the 
physician/patient  privilege  found 
in  sec.  905.04,  Stats.  The  SMS  and 
WHA  jointly  filed  a friend  of  the 
court  brief  on  behalf  of  the  defen- 
dant/physician. The  Wisconsin 
Supreme  Court  concluded  that 
physician/patient  privilege  is  tes- 
timonial in  nature  and  not  a sub- 
stantive rule  of  law  relating  to  the 
conduct  of  physicians.  Therefore, 
its  application  is  limited  to  judicial 
proceedings.  Because  Dr.  Jensen's 
communications  were  not  part  of 
a judicial  proceeding  the  statute 


did  not  apply.  A physician  may 
personally  communicate  ex  parte 
with  a plaintiff's  other  treating 
physician.  This  communication  is 
still  subject  to  the  physician's 
ethical  duty  to  refrain  from  dis- 
closing confidential  information. 
By  filing  a lawsuit,  however,  a pa- 
tient does  not  automatically  con- 
sent to  the  termination  of  the  con- 
fidential physician/patient  rela- 
tionship. Likewise,  the  Court  held, 
a patient  does  not  have  an  abso- 
lute right  to  prohibit  defense 
counsel  from  discussing  the 
patient's  care  with  treating  physi- 
cians. However,  when  defense 
counsel  speaks  ex  parte  with  a 
treating  physician,  he  or  she  may 
do  so  under  very  limited  circum- 
stances so  as  to  ensure  confiden- 
tial information  is  not  discussed. 
This  decision  reversed  the  Court  of 
Appeals'  earlier  decision  and  over- 
ruled a line  of  Wisconsin  cases 
which  had  established  a prohibi- 
tion on  ex  parte  communications 
with  the  plaintiff's  treating  physi- 
cian. 

Bylaws  as  a contract 

Austin  v.  Mercy  Health  System  Cor- 
poration No.  94-2905,  filed  Septem- 
ber 7,  1995,  unpublished.  Mercy 
unilaterally  instituted  a policy  of 
restricted  usage  of  its  intensive  care 
and  step  down  care  units  on  the 
recommendation  of  the  medical 
director  of  the  critical  care  unit. 
Twenty-nine  plaintiff/physicians 
claimed  this  unilateral  policy 
change  affected  the  credentials  re- 
quired for  a physician  to  practice 
in  the  ICU/SCU,  thereby  restrict- 
ing the  privileges  of  the  doctors 
who  had  previously  practiced  in 
those  units.  They  claimed  this  uni- 
lateral change  was  contrary  to  the 
Medical  Staff  Bylaws  because  the 
hospital  reduced  privileges  with- 
out first  obtaining  medical  staff 
approval  as  provided  in  the  by- 
laws. Even  though  there  was  pre- 
cedent to  the  contrary,  the  trial 
court  held  that  the  Bylaws  were  not 


a binding  contract  between  the 
medical  staff  and  the  hospital  and 
granted  summary  judgment  in  fa- 
vor of  Mercy.  The  SMS  and  AMA 
jointly  filed  a friend  of  the  court 
brief  on  behalf  of  the  plaintiff/phy- 
sicians.  The  Court  of  Appeals  re- 
versed, holding  that  the  medical 
staff  bylaws  established  a contract 
between  Mercy  and  the  medical 
staff.  Thus,  the  portions  of  the  new 
critical  care  policy  that  reduced 
privileges  without  medical  staff 
input  breached  that  contract.  The 
Appellate  Court  also  reinstated 
two  tort  claims  against  Mercy  and 
the  ICU/SCU  medical  director. 
Because  the  Wisconsin  Supreme 
Court  denied  review  of  this  case, 
the  case  was  remanded  back  to  the 
trial  court  for  a trial  on  the  issue 
of  damages  and  on  the  tort  claims. 

Informed  consent 

Martin  v.  Richards.  192  Wis.  2d  156 
(1995).  Martin  arrived  at  the  hos- 
pital emergency  room  suffering 
from  head  injuries.  The  physician 
failed  to  inform  the  family  that:  (1) 
a CT  scanner  was  available  to  di- 
agnose the  extent  of  the  injuries; 
and  (2)  the  hospital  did  not  have  a 
neurosurgeon,  so  that  in  the  event 
of  an  injury  she  would  have  to  be 
transferred  to  another  facility.  The 
chance  of  an  intracranial  bleed  was 
estimated  at  1-3  percent.  Martin 
subsequently  suffered  an  intracra- 
nial bleed.  At  trial,  Martin  claimed 
the  doctor  breached  his  duty  to  in- 
form found  in  sec.  448.30,  Stats. 
The  lower  court  held  the  doctor 
had  no  duty  to  inform  the  patient 
of  these  alternate  modes  of  treat- 
ment because  the  chance  of  an  in- 
tracranial bleed  was  an  "extremely 
remote  possibility."  The  Wiscon- 
sin Supreme  Court  reversed  hold- 
ing a 1-3  percent  possibility  that  a 
patient  suffering  a concussion 
will  develop  intracranial  bleeding 
is  not  an  extremely  remote  possi- 
bility. Under  the  court's  analysis, 
the  standard  in  informed  consent 
cases  is:  "given  the  circumstances 
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of  the  case,  what  would  a reason- 
able person  in  the  patient's  posi- 
tion want  to  know  in  order  to 
make  an  intelligent  decision  with 
respect  to  the  choices  of  treatment 
or  diagnosis?  A physician  who 
proposes  to  treat  a patient  or  at- 
tempt to  diagnose  a medical  prob- 
lem must  make  such  disclosures 
as  will  enable  a reasonable  person 
under  the  circumstances  confront- 
ing the  patient  to  exercise  the 
patient's  right  to  consent  to,  or 
refuse  the  procedure  proposed  or 
to  request  an  alternative  treatment 
or  method  of  diagnosis."  The 
court  went  on  to  hold  that 
Wisconsin's  $1  million  cap  on  non- 
economic damages,  enacted  in 
1986,  was  unconstitutional  based 
upon  the  cap's  retroactivity.  This 
holding  does  not  apply  to  or  af- 
fect the  constitutionality  of  the 


new  $350,000  cap  on  non-eco- 
nomic  damages  enacted  in  1995. 

Johnson  v.  Kokemoor  No.  93-3099, 
filed  March  20, 1996.  Johnson  sued 
Doctor  Kokemoor,  a neurosurgeon, 
for  breach  of  the  duty  of  informed 
consent.  Johnson  claimed  the  phy- 
sician failed  to  fully  disclose  his 
inexperience  in  performing  clip- 
ping of  a posterior  circulation  an- 
eurysm. In  discussing  the  proce- 
dure with  the  patient,  Kokemoor 
said  he  had  performed  the  surgery 
"several",  "dozens",  "lots"  of 
times.  The  physician  told  Johnson 
she  had  a 2%  risk  of  bad  outcome. 
He  also  did  not  offer  a referral  to  a 
tertiary  care  center.  The  patient 
presented  evidence  that  the  physi- 
cian had  never  operated  on  an  an- 
eurysm such  as  the  patient's  and 


that  the  risk  of  surgery  if  per- 
formed by  the  physician  was  closer 
to  30%,  while  a more  experienced 
surgeon's  risk  would  be  signifi- 
cantly less.  Building  on  the  previ- 
ous Martin  decision,  the  Wiscon- 
sin Supreme  Court  held  a reason- 
able person  in  the  patient's  posi- 
tion would  want  to  know  the  fol- 
lowing before  consenting  to  sur- 
gery: a physician's  experience  in 
performing  an  operation;  a com- 
parison of  the  morbidity  and  mor- 
tality rates  for  surgery  among  ex- 
perienced and  inexperienced  sur- 
geons; and,  the  availability  of  re- 
ferral to  a tertiary  care  center 
staffed  by  more  experienced  sur- 
geons. Failure  to  inform  a patient 
of  the  above  information  would  be 
a breach  of  the  doctor's  duty  of  in- 
formed consent.  ❖ 


Join  us  at  Fairmont  CUnic 


Exciting  opportunities  are  now  available  for  board-certified  or  board-eligible  physicians 
in  the  following  areas  at  Fairmont  Clinic: 


^ Internal  medicine 


✓ Family  medicine  ✓ Obstetrics/gynecology 


• Progressive  18  physician  multi- 
specialty group  in  southern  Minnesota 

• First  year  salary  and  incentive  package 

• Paid  malpractice 

• Excellent  benefit  package 


Recently  renovated  clinic  and  adjoining 
74-bed  hospital 

Community  built  along  five  lakes 
Excellent  school  system 
Nearby  golfing,  boating,  fishing,  hiking 
and  hunting 


For  more  information,  contact: 

Ennis  Arntson  Dennis  Sternke,  M.D. 

507-238-8596  507-238-8596 


Fairmont  Clinic 

l*r 

Mayo  Health  System 
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But,  don’t  feel  sorry  for  us.  One  client 
is  all  we  need.  We’re  SMS  Insurance 
Sendees,  the  state’s  only  Wisconsin- 
based,  physician-owned  insurance  firm. 
And  our  only  client  is  Wisconsin’s 
medical  community. 

Like  many  of  you,  SMS  Insurance 
Services  is  a specialist.  We  provide 
comprehensive  insurance  coverage  to 
Wisconsin  physicians,  clinics,  hospitals, 
related  health  care  providers,  their 
employees  and  families.  And  that’s  all. 

When  you  only  have  one  client,  you  get  to 
know  that  client  very  well.  Which  is  why 


SMS  Insurance  Services  best  understands 
the  Wisconsin  medical  community’s 
insurance  needs.  We  are  Wisconsin’s 
leading  medical  professional  liability 
insurer.  And  we  offer  the  most  compre- 
hensive range  of  personal,  group,  and 
corporate  insurance  programs  available. 
All  tailored  to  the  unique  requirements 
of  our  client. 

If  you  want  to  do  business  with  the 
insurance  firm  that  knows  you  best,  come 
to  SMS  Insurance  Services.  Remember, 
we  have  only  one  client,  and  that  client  is 

You. 


Wisconsin  based  - physician  owned  - exclusively  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 


Practice  management  systems  - selection  and 
acquisition 

Doug  Turecek,  Management  Information  Systems  director 


Periodically,  the  Information 
Systems  group  receives  calls 
from  members  who  are  looking  to 
automate  their  practice  and  would 
like  a recommendation  on  com- 
puter software  and  hardware. 
Many  years  ago  the  State  Medical 
Society  endorsed  a specific  practice 
management  vendor,  but  no  longer 
provides  that  service.  The  avail- 
able pool  of  solution  providers  and 
the  specialization  of  technology  in 
the  practice  environment  have 
grown  exponentially  in  the  last 
several  years,  so  the  SMS  cannot  be 
in  a position  to  recommend  any 
single  solution  as  the  best  for  all 
members.  We  can,  however,  assist 
through  providing  members  with 
the  tools  to  increase  the  likelihood 
of  a successful  implementation  of 
a new  or  upgraded  practice  man- 
agement system. 

Whether  you  are  solo  practi- 
tioner, a clinic  with  a dozen  physi- 
cians, or  on  an  advisory  board  for 
a multi-campus  medical  center,  the 
acquisition  and  implementation  of 
a practice  management  system  is 
one  of  the  most  important  projects 
you  will  undertake. 

On  the  surface,  it  may  appear  to 
be  a rather  simple  process.  In  any 
typical  practice  setting,  a patient 
makes  an  appointment,  arrives  for 
their  appointment,  the  provider 
sees  the  patient  and  determines  the 
course  of  action,  they  record  notes 
are  recorded  in  the  patient  record, 
the  patient  or  their  insurance  com- 
pany gets  invoiced;  and  the  pay- 
ment for  service  is  received.  It  hap- 
pens thousands  of  times  a day  in 
this  country  so  how  can  the  pro- 
posed solutions  be  so  different 
from  vendor  to  vendor? 

The  reality  is  that  most  vendors 
offer  the  same  core  set  of  applica- 
tions to  automate  these  outlined 


activities.  The  differences  lie  in 
how  they  go  about  it.  Every  appli- 
cation developed  has  a specific 
practice  environment  in  mind  dur- 
ing the  design  process.  Those  spe- 
cific environment  characteristics 
could  be  based  on  differences  in 
patient  load,  single  or  multi-prac- 
titioner, patient  demographics,  cost 
containment  emphasis,  paperless 
operations,  and  many  others.  Ev- 
ery practice  management  system 
will  have  a screen  for  patient  bio- 
graphic information,  but  not  all 
will  have  an  integrated  appoint- 
ment tracking  module  or  electronic 
billing  module.  The  key  to  find- 
ing the  right  solution  for  your  prac- 
tice is  having  a thorough  under- 
standing of  your  needs  and  the 
ability  to  communicate  those  needs 
to  potential  solution  providers. 

Goals  and  objectives 

The  first  step  in  the  acquisition  of 
a practice  management  system  is 
to  define  the  goals  and  objectives 
of  the  project  as  a whole.  Invest 
the  time  in  working  through  the 
tough  questions  involving  the  stra- 
tegic plan  for  your  practice.  What 
prompted  you  to  begin  this  process 
in  the  first  place?  What  are  the 
current  problems  which  should  be 
resolved  by  a new  system,  either 
manual  or  automated?  What  are 
the  budget  constraints  and  will  this 
be  a multi-phasic  implementation? 
What  other  organizations  will  this 
system  need  to  exchange  informa- 
tion with,  now  and  in  the  near  fu- 
ture? Try  to  be  as  specific  as  pos- 
sible and  assign  a priority  to  each 
item  on  the  list.  Separate  the  'ab- 
solutely necessary'  from  the  'that 
would  be  nice  too'  items. 

Team  effort 

If  applicable,  the  next  step  is  to 


form  a team  of  multidisciplinary 
staff  members.  Potential  team 
members  may  include:  yourself,  a 
representative  of  the  nursing  staff, 
a billing  coordinator,  the  accoun- 
tant, and  the  receptionist.  The  in- 
put of  everyone  who  will  be  rely- 
ing on  this  system  to  fulfill  their  job 
duties  is  essential. 

Information  as  objects 

Take  a close  look  at  the  current 
workflow,  methods,  processes  and 
procedures  in  your  practice.  It  may 
be  helpful  to  picture  the  informa- 
tion as  an  object  and  track  it  as  it 
proceeds  from  source  to  destina- 
tion. Identify  any  bottlenecks, 
problem  areas,  or  inefficiencies  that 
could  potentially  be  resolved  by 
automation.  Most  importantly, 
don't  try  to  duplicate  your  exist- 
ing system.  Take  this  opportunity 
to  apply  innovation  and  imagine 
how  it  should  be  without  the  limi- 
tations of  your  understanding  of 
the  existing  system. 

Request  for  proposal 

Based  on  your  needs  analysis  and 
information  flow  redesign,  you 
should  be  able  to  develop  a request 
for  proposal.  A list  of  require- 
ments, along  with  proposed 
timelines  and  a clear  outline  of  ex- 
pectations from  participating  ven- 
dors should  be  included.  This 
document  will  be  the  foundation 
for  evaluating  any  proposed  solu- 
tions. 

One  of  the  most  difficult  aspects 
of  this  phase  can  be  determining 
which  vendors  to  send  the  request 
for  proposals.  The  following  is  a 
list  of  resources  which  may  aid  in 
this  process: 

• Journal  of  AHIMA  (American 

Health  Information  Manage- 
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ment  Association) 

September,  1995  - Vol.  66,  No.  8 

Includes  the  1995  AHIMA 
Software  Guide.  Provides  a 
brief  description  of  the  vendors 
and  the  applications  they  offer 
in  the  area  of  practice  manage- 
ment. Vendor  addresses  and 
phone  numbers  are  also  listed. 
AHIMA,  919  N.  Michigan  Av- 
enue, Suite  1400,  Chicago,  IL 
60611-1683 
(312)  787-2672 

. The  HCP  Directory  of  Medical  Of- 
fice Management  Computer  Sys- 
tem Vendors  with  Satisfaction  Rat- 
ings, 1995 

Provides  a listing  of  more 
than  1500  vendors  with  a de- 
scription of  the  sendees  and  the 
functions  they  offer  with  satis- 
faction ratings  as  submitted  by 


system  users. 

American  Medical  Association; 
Call  800-621-8335 
Order  #OP922195UA  (AMA 
members:  $119;  non-members: 
$150) 

Evaluating  the  proposals 

Once  you  have  reached  the  dead- 
line for  receiving  proposals,  review 
each  one  and  narrow  the  candi- 
dates to  two  or  three  of  the  most 
likely  vendors  able  to  provide  an 
adequate  solution.  Next  you'll 
want  to  check  references  for  these 
vendors.  Photocopies  of  written 
testimonials  from  satisfied  custom- 
ers is  not  sufficient.  Ask  for  a cus- 
tomer list  with  comparably  sized 
organizations,  along  with  contact 
names  and  phone  numbers.  Take 
the  time  to  compile  a list  of  ques- 
tions prior  to  placing  the  call  so  you 


can  keep  the  conversation  as  brief 
and  efficient  as  possible.  Be  sure 
to  ask  about  general  satisfaction, 
response  to  support  issues,  com- 
plaints, and  overall  confidence  in 
the  vendor. 

The  next  step  is  to  see  each  prod- 
uct in  action.  Preferably  in  a com- 
parable office  setting,  if  possible. 
Canned  demonstrations  can  often 
hide  issues  that  will  come  out  in  a 
true  practice  environment.  Pre- 
pared scenarios  which  the  applica- 
tion should  be  able  to  handle  are 
also  a good  way  to  determine  the 
systems  ability  to  fulfill  your 
needs. 

Taking  the  plunge 

Once  you  have  chosen  a vendor; 
resolved  any  questions  about  the 
proposal;  negotiated  a reasonable 
price;  considered  the  issues  of 
maintenance,  support  costs,  and 
training;  received  everything  in 
writing;  it's  time  to  take  the  plunge. 
If  the  investment  of  time  and  re- 
sources were  adequate  in  these 
outlined  stages,  you  will  have 
greatly  increased  the  chances  for  a 
successful  implementation.*:* 


TENTH  ANNUAL 

The  Door  County 
Sommer  Institute 

of  Psychiatry  Egg  Harbor,  Wisconsin 
and  Behavioral  Sessions  run  9:00  am  - 12:15  pm  daily 

Medicine  1 J 

July  22-26,  1996 


Session  I 

Harry  Levinson,  PhD 

“Organizational  Diagnosis" 

Session  II 

Judith  Jordan,  PhD 

“A  Relational  Model  of  Women’s 
Development" 

Session  III 

Debra  Klamen,  MD 

“Stress  Management" 

July  22-26,  1996 

Session  IV  Frederick  Goodwin.  MD 

“Understanding  & Managing 
Affective  Disorders” 

Session  V 

Joel  Yager,  MD 

“Update  on  Eating  Disorders  & Intro 
to  Interpersonal  Psychotherapy” 

Session  VI 

Steve  Rao,  PhD 
Thomas  Hammeke,  PhD 
Mariellen  Fischer,  PhD 
Robert  Newby,  PhD 
Sara  Swanson,  PhD 

“Advanced  Topics  in  Neuro- 
psychological Assessment  and 
Treatment” 

August  5-9,  1996 

Session  VII  Lenore  Terr.  MD 

“Childhood  Trauma  & Repressed 
Memory" 

Session  VIII 

Donald  Meichenbaum,  PhD 

“Advanced  Workshop:  Cognitive 
Behavioral  Treatment  of  Adults” 

Session  IX 

Thomas  Kramer.  MD 

“Computers  in  Mental  Health" 

Robert  Kennedy,  MA 
Carlyle  Chan,  MD 

For  more  info,  contact:  Carl  Chan.  M D,  MCW  Psychiatry. 
8701  Watertown  Plank  Rd..  Milwaukee,  W1 53226 
(414)  257-5995,  cchan!post.its.mcw.edu 
http://www.mcw.edu/psych/ 


HARMONY  = 

A PARTNERSHIP  WITH  A HEALTHY  LAND 


The  earth  has  always  provided  food,  water, 
and  all  that  we  need.  Today,  as  in  the  past, 
American  Indians  recognize  the 
importance  of  keeping  the  earth 
healthy.  Give  back  to  the  earth. 

Call  for  your  free  action  packet 


1-800-THE-SOIL 


United  States 
Department  of 
Agriculture 

Natural 

Resources 

Conservation 

Service 
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A word  from  WIPRO 

Improving  use  of  heparin  in  acute  deep  venous 
thrombosis 


Jay  A.  Gold,  MD,  JD,  MPH,  Carol  J.  Ferguson,  MS,  MPH,  Nathan  F.  Williams,  MS,  and  Sandra  K.  Braun,  RN, 
Madison 


Prompted  by  consensus  confer- 
ence recommendations  of  the 
American  College  of  Chest  Physi- 
cians and  the  National  Heart, 
Lung,  and  Blood  Institute1  for 
antithrombotic  therapy  in  the  treat- 
ment of  deep  venous  thrombosis 
(DVT),  WIPRO  has  undertaken 
two  quality  improvement  projects 
in  this  area.  An  earlier  published 
study  had  indicated  that  a high 
percentage  of  DVT  and  pulmonary 
embolism  patients  did  not  have  a 
partial  thromboplastin  time  (PTT) 
greater  than  1.5  times  the  labora- 
tory control  (the  commonly  ac- 
cepted lower  level  of  therapeutic 
range)  within  the  first  24  hours  of 
heparin  therapy.2 

WIPRO  formed  a study  group 
consisting  of  four  primary  care 
physicians,  a pulmonologist,  and 
a beneficiary  representative.  After 
considering  the  consensus  confer- 
ence report  and  other  recommen- 
dations in  the  literature,  the  follow- 
ing indicators  initially  were  chosen 
for  measurement. 


A word  from  WIPRO  is  not  reviewed  by 
the  WMJ  Editorial  Board.  Dr  Gold  is 
WIPROs  Principal  Clinical  Coordina- 
tor. He  also  serves  as  Assistant  Clini- 
cal Professor  in  Preventive  Medicine 
and  Health  Policy  Institute  at  the  Medi- 
cal College  of  Wisconsin,  and  as  Senior 
Lecturer  in  Preventive  Medicine  at  the 
University  of  Wisconsin,  Madison. 
Ferguson  is  Manager  of  Projects,  Will- 
iams is  Data  Analyst  and  Braun  is 
Project  Coordinator  and  are  all  associ- 
ated with  WIPRO.  Reprint  requests  to 
Jay  A.  Gold,  MD,  JD,  MPH,  WIPRO, 
2909  Landmark  Place,  Madison,  WI 
53713.  Copyright  1996  by  the  State 
Medical  Society  of  Wisconsin. 
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• First,  the  length  of  time  between 
start  of  heparin  and  first  check 
of  PTT  level.  The  study  group 
felt  that  this  should  be  done  as 
soon  as  practicable  after  heparin 
has  been  metabolized,  or 
roughly  six  hours  after  the  start 
of  heparin. 

• Second,  the  length  of  time  be- 
tween start  of  heparin  and  mea- 
surement of  a therapeutic  PTT 
level  (at  least  1.5  times  control). 
The  study  group  felt  that  a 
therapeutic  level  should  be 
reached  as  soon  as  possible,  and 
that  this  never  should  take 
longer  than  24  hours  after  the 
start  of  heparin.  A 1986  study 
had  found  that  the  relative  risk 
of  recurrent  thromboembolism 
was  15  times  higher  in  patients 
with  inadequate  coagulation 
during  the  first  24  hours  or  more 
than  in  patients  with  an  antico- 
agulant response  in  the  pre- 
scribed therapeutic  range.3 

• Third,  the  response  when  the 
first  PTT  measured  after  heparin 
is  started  is  subtherapeutic.  An 
additional  bolus,  increased  infu- 
sion rate,  or  both  may  be  appro- 
priate depending  on  the 
patient's  condition  or  the  PTT 
level. 

• Fourth,  the  length  of  time  be- 
tween start  of  heparin  and  start 
of  warfarin.  The  consensus  con- 
ference had  recommended  that 
for  many  patients,  heparin  and 
warfarin  therapy  can  be  started 
together.  The  study  group  felt 
that  warfarin  should  be  started 
as  soon  as  practicable. 

WIPRO  requested  that  13  hos- 
pitals chosen  for  different  size  and 

location  send  records  for  patients 


hospitalized  with  a diagnosis  of 
DVT.  264  charts  for  Medicare  ad- 
missions with  a principal  or  sec- 
ondary diagnosis  of  DVT  between 
July  1993  and  June  1994  were  re- 
ceived and  analyzed. 

We  found  that  in  22%  of  cases, 
PTTs  were  checked  prior  to  5 hours 
after  heparin  was  started,  46% 
were  checked  between  5-7  hours 
after,  and  32%  after  7 hours  from 
start  of  heparin.  13%  of  cases  did 
not  have  a PTT  check  until  at  least 

11  hours  after  heparin  had  been 
started. 

Among  the  264  cases,  50%  were 
documented  to  have  reached  a 
therapeutic  PTT  level  by  8 hours 
after  start  of  heparin,  8%  more  by 

12  hours,  11%  more  by  16  hours, 
with  a total  of  75%  therapeutic  by 
24  hours.  This  bears  out  a prelimi- 
nary analysis  we  had  done  of  a ran- 
dom sample  of  113  charts  from 
1993  which  found  that  25%  of  pa- 
tients were  subtherapeutic  at  24 
hours. 

Ninety-four  (36%)  of  the  cases 
were  subtherapeutic  at  first  PTT 
check.  Of  these,  31%  received  an- 
other bolus  of  heparin  and  an  in- 
creased infusion  rate,  2%  received 
only  a second  bolus,  and  47%  had 
only  an  increase  in  the  infusion 
rate.  20%  of  subtherapeutic  pa- 
tients received  neither  an  addi- 
tional bolus  of  heparin  nor  an  in- 
crease in  the  infusion  rate. 

We  found  that  in  17%  of  cases 
where  patients  were  discharged  on 
warfarin,  warfarin  was  started  the 
same  day  as  heparin.  In  an  addi- 
tional 39%  of  cases,  warfarin  was 
started  a day  later,  and  in  another 
25%  two  days  later.  In  20%  of  cases, 
warfarin  did  not  begin  until  the 
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fourth  day  or  later  after  start  of  he- 
parin. 

WIPRO  worked  in  collaboration 
with  four  of  the  13  hospitals  to  im- 
prove the  use  of  heparin  in  DVT 
patients.  A WIPRO  physician  gave 
presentations  at  these  hospitals 
which  included  the  study  group 
recommendations,  the  data  (both 
aggregate  and  for  the  particular 
hospital),  and  possibilities  for  im- 
provement. Each  hospital  devel- 
oped and  has  implemented  an  im- 
provement plan.  These  plans  in- 
volved developing  or  revising  pro- 
tocols for  the  use  of  heparin,  as  well 
as  staff  education  and  monitoring 
plans.  Follow-up  data  will  be  col- 
lected later  this  year. 

On  the  basis  of  what  had  been 
accomplished  so  far,  the  study 
group  (augmented  with  pharmacy 
service  directors)  recommended 
that  the  project  be  expanded  to  ad- 
ditional hospitals.  The  following 
recommendations  were  made,  in 
addition  to  those  that  were  used  in 
the  first  project: 

• Heparin  should  be  continued 
for  a minimum  of  four  days. 
While  the  consensus  conference 
recommended  a five-day  mini- 
mum, the  study  group  felt  that 
four  days  might  be  adequate  in 
some  circumstances. 

• Prothrombin  time  or  INR 
should  be  at  a therapeutic  level 
before  heparin  is  stopped. 

• A platelet  level  should  be  drawn 
within  the  first  four  days  of  he- 


parin therapy. 

In  addition,  the  study  group 
asked  that  we  look  at  whether 
weight-based  dosing  methods 
were  used. 

Twelve  hospitals  decided  to  col- 
laborate in  this  project.  We  devel- 
oped a data  base  of  182  cases  that 
were  discharged  between  Novem- 
ber 1994  and  October  1995. 

• In  26%  of  cases,  the  first  PTT 
check  took  place  less  than  5 
hours  after  heparin  was  started 
(12%  prior  to  4 hours),  and  in 
28%  it  took  place  after  7 hours 
or  more. 

• After  eliminating  patients 
whose  PTT  was  checked  within 
4 hours  after  heparin  start  and 
where  the  patient  eventually 
reached  a therapeutic  level,  17% 
of  patients  were  found  to  have 
a subtherapeutic  PTT  at  24 
hours.  It  is  noteworthy  that 
where  weight-based  dosing  was 
used,  patients  tended  to  reach 
therapeutic  PTT  levels  more 
quickly  than  where  standard 
dosing  was  used;  this  was  sig- 
nificant at  the  p<.15  level  even 
with  relatively  low  numbers. 

• 24%  of  cases  were  subtherapeu- 
tic at  first  PTT;  of  these,  20%  had 
no  adjustment  in  heparin 
therapy. 

• In  36%  of  cases,  heparin  was  dis- 
continued prior  to  4 days. 

• In  about  half  of  the  cases,  war- 
farin was  started  the  same  day 
as  heparin;  however,  19%  of 


cases  exceeded  2 days. 

• 19%  of  patients  did  not  have  a 
therapeutic  PT  or  INR  before 
warfarin  was  stopped. 

• In  34%  of  cases,  platelets  were 
not  measured  within  4 days  of 
start  of  heparin. 

• The  above  results  are  skewed 
somewhat  by  one  outlying  hos- 
pital, whose  rates  were  well  be- 
low those  of  other  hospitals  on 
a variety  of  indicators. 

WIPRO  will  be  working  with 
collaborating  hospitals  to  improve 
care  in  this  area.  Again,  improve- 
ment plans  are  likely  to  involve  the 
use  of  protocols  and  standardized 
order  sheets,  as  well  as  perhaps  a 
greater  use  of  weight-based  nomo- 
grams. 
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Statewide  Physician  Health  Program  announces 
Physician  Health  Conference  on  June  7, 1996 


With  evolution  of  many  types  of  medical 
practice  plans  and  structures,  the  State 
Medical  Society  Statewide  Physician  Health  Pro- 
gram (SPHP)  recognizes  the  need  to  alert  the  vari- 
ous participants  about  how  this  unprecedented 
growth  may  affect  the  well-being  of  Wisconsin  phy- 
sicians. 

In  joint  sponsorship  with  the  Wisconsin  Health 
& Hospital  Association,  the  State  Medical  Society 
offers  a program  "Maintaining  Physician  Health 
in  Health  Care  Networks".  The  program  will  be 
held  June  7, 1996  from  8:00  a.m.  to  12:30  p.m.  at  the 
Country  Inn,  Pewaukee.  The  program  will  include 
an  overview  of  physician  health  issues  in  1996:  the 
multiple  etiologies  of  impairment,  including  ad- 
diction, psychiatric  illness  and  disruptive/ abusive 
behavior. 

Presenters  will  discuss  networking  in  physician 
health  from  hospital  and  clinic  health  committees 


to  state  medical  society  programs.  Reporting  phy- 
sician impairment  within  health  care  networks  will 
be  explored.  Those  in  attendance  will  learn  how 
to  establish  physician  health  committees  in  com- 
munity hospitals  and  clinics. 

The  $35  per  person  registration  fee  will  cover 
expenses.  Any  remainder  will  transfer  to  the  Be- 
nevolent Assistance  Fund  of  the  SMS  CES  Foun- 
dation. The  Fund  provides  low  interest  loans  to 
physicians  who  are  unable  to  pay  the  costs  of  treat- 
ment for  impairment. 

The  program  should  be  of  particular  interest  to 
hospital  chiefs  of  staffs,  clinic  presidents  and  ad- 
ministrators, hospital  administrators,  and  health 
care  plan  medical  directors  and  administrators. 

For  additional  information  and  for  registration 
details,  call  Sonia  Porter  at  the  SMS,  1-800-362- 
9080  or  via  e-mail  at  SoniaP@SMSWI.ORG. 


FAMILY 

PRACTICE 

PHYSICIANS 


Liberty  Healthcare  Corporation  is  seeking  a 
BC/BE  Family  Practice  Physician  to  join  our 
group.  Practice  in  a state-of-the-art  medical 
facility  at  a Fortune  500  company  in  Fond  du 
Lac,  Wl  with  a competitive  salary,  excellent 
paid  time  off  and  a solid  benefit  package.  Call 
Annamarie  Alieva,  Liberty  Healthcare 
Corporation,  401  City  Ave.,  Suite  820,  Bala 
Cynwyd,  PA  19004;  (800)  331-7122,  ext. 

1 54,  or  our  24-hour  line  (61 0)  61 7-3699,  ext. 
300,  or  fax  your  CV  to  (610)  667-5559.  EOE. 


4W 


Liberty 

Healthcare 

Corp  oration 


t Padi  Folk 


iMosinee 

• Marshfield 


Family  Practice 


MARSHFIELD  CLINIC, 

a 450-physician  multi- 
specialty health  care 
system  has  opportunities 
available  for  BC/BE 
Family  Practitioners 
These  positions  for 
inpatient  and  outpatient  or 

out-patient  only  practices  are  located  at  the  following 
Wisconsin  sites  in  Marshfield  Clinic’s  system: 

• Ladysmith  • Marshfield  ® Mosinee 

• Park  Falls  • Phillips  « Stanley 

If  enjoying  a safe  quality  of  lifestyle,  a financially  stable 
health  care  entity  and  a generous  compensation  package 
appeals  to  you;  send  your  curriculum  vitae  and  references  to: 


MARSHFIELD  CLINIC 

Cindy  M.  Schuster,  Physician  Recruitment  Manager 
1000  North  Oak  Avenue,  Marshfield,  Wl  54449-5777 

■B’  1 -800-782-8581 , ext.  9-3725  Fax:  715-387-5240 
Internet:  schustec@mfldclin.edu 

EOE/M/F/tt/V 
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Your  financial  fitness 
Insurance  for  singles 

Michael  J.  Dolan,  CLU,  ChFC,  Madison 


AS  A SINGLE  PERSON,  do  you 
need  insurance? 

The  answer  is  almost  definitely 
yes.  Here  are  just  a few  kinds  of 
insurance  you  may  want  to  con- 
sider. 

Disability  income  insurance 

This  insurance  is  frequently  over- 
looked but  very  important,  espe- 
cially for  self-supporting  singles 
without  other  people  or  sizable 
assets  to  count  on.  It  can  replace  a 
good  part  of  the  income  you'd  lose 
if  you  were  unable  to  work  because 
of  accident  or  illness.  Check  with 
your  employer  to  see  if  you  have 
long-term  disability  protection.  If 
not,  talk  to  your  life  insurance 
agent  about  an  individual  policy 
designed  to  replace  at  least  60  per- 
cent of  your  income. 

Health  insurance 

You  probably  have  some  on-the- 
job  coverage— most  people  do— but, 
if  you  don't,  an  individual  health 
insurance  policy  is  your  first  line 
of  defense  against  ever-escalating 
medical  and  hospital  costs.  Keep 
premium  costs  down  by  electing  a 
large  deductible,  thereby  "self-in- 


Dolan  is  vice  president  and  chief 
operating  officer  of  SMS  Insurance 
Services  and  a member  of  the  Na- 
tional Association  of  Life  Under- 
writers. 


suring"  as  much  as  you  can  afford. 
You  shouldn't  really  need  reim- 
bursement for  ordinary  doctor  vis- 
its and  run-of-the-mill  illnesses. 
Instead,  choose  the  largest  lifetime 
coverage  you  can  find,  with  a 
"stop-loss"  provision  to  limit  your 
share  of  overall  health  care  costs  to 
a manageable  sum. 

Tenant's  insurance 

Also  too  often  overlooked,  tenant's 
or  renter's  insurance  protects 
people  who  rent  their  living  quar- 
ters—as  singles  often  do— from  fi- 
nancial loss  stemming  from  fire, 
theft,  and  liability.  Don't  make  the 
mistake  of  thinking  that  your 
landlord's  property  insurance  pro- 
tects you  as  well.  It  doesn't.  Usu- 
ally the  only  way  to  receive  reim- 
bursement if  your  belongings  are 
stolen  or  damaged  in  a fire,  or  if 
someone  is  injured  in  your  apart- 
ment, is  through  your  own  insur- 
ance. 

Personal  articles  floater 

Do  you  take  advantage  of  having 
no  dependents  to  treat  yourself  to 
the  finer  things  in  life?  If  so,  bear 
in  mind  that  often  the  only  way  to 
receive  reimbursement  for  the  loss 
or  theft  of  fine  jewelry,  silver,  cam- 
eras, fur  coats,  and  the  like  is 
through  a personal  articles  floater. 
This  is  a separate  policy,  sometimes 
issued  as  an  endorsement  to  a ba- 
sic homeowner's  or  tenant's  policy, 
listing  individually  valuable  items. 


Michael  /.  Dolan,  CLU,  ChFC 


Life  insurance 

With  no  dependents,  you  may  not 
need  life  insurance  to  replace  your 
income  after  death.  But  think  twice 
before  you  dismiss  life  insurance 
altogether.  Life  insurance,  espe- 
cially some  of  the  newer  interest- 
sensitive  forms  of  life  insurance, 
can  be  an  important  part  of  your 
overall  financial  plan,  helping  you 
build  your  assets  as  you  look  to  the 
future.  Also,  you  may  later  have 
dependents.  If  you  buy  now  when 
you  are  younger  and  healthier,  you 
can  "lock  in"  lowest  cost  coverage, 
including  guaranteed  insurability. 
Talk  to  your  insurance  underwriter 
about  policies  which  may  be  ap- 
propriate for  you.*:* 
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Physician  briefs 

Corazon  Loteyro,  MD,  a primary 
care  physician,  has  joined  the 
medical  staff  of  Covenant  Medical 
Group.  She  earned  her  medical 
degree  from  the  University  of  the 
East  Medical  Center,  Quezon  City, 
Philippines.  She  completed  her  in- 
ternship at  Veterans  Memorial 
Hospital,  Quezon  City, 
Phillippines  and  another  intern- 
ship at  Weiss  Memorial  Hospital, 
Chicago,  111.  Her  residency  was 
completed  at  St  Francis  Medical 
Center,  Peoria,  111. 

Gregory  J.  Crosby,  MD,  has  been 
named  chairman  of  the  anesthesi- 
ology department  at  the  University 
of  Wisconsin  Medical  School.  He 
earned  his  medical  degree  from  the 
University  of  Pennsylvania  School 
of  Medicine.  He  has  lectured  and 
published  widely  on  brain  and  spi- 
nal cord  blood  flow  during  anes- 
thesia and  the  action  of  various 
anesthetic  medications. 

Jerry  L.  Franz,  MD,  FACS/  a car- 
diovascular and  thoracic  surgeon 
has  joined  Milwaukee  Heart  Sur- 
gery, Associates,  SC.  He  received 
his  medical  degree  from  the  Uni- 
versity of  Kentucky  Medical 
School  in  Lexington,  Kentucky. 
Both  his  general  surgery  and  tho- 
racic surgery  residencies  were 
completed  at  the  Health  Science 
Center  in  San  Antonio,  Tex.  He  is 
associated  with  Dr  W.  Dudley 
Johnson  in  the  practice  of  cardio- 
vascular and  thoracic  surgery  at 
Milwaukee  Heart  Surgery,  Assoc, 
S.C.  Interests  include  complete 
myocardial  revascularization, 
coronary  artery  endarterectomy, 
application  of  management  of  out- 
come data,  and  prevention  of  arte- 
riosclerotic cardiovascular  disease. 

Shalini  Manchanda,  MD/  an  in- 
ternal medicine  physician,  has 
joined  the  Richland  Medical  Cen- 
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ter  and  the  Richland  Hospital.  She 
earned  her  medical  degree  from 
the  Christian  Medical  College, 
Vellore,  India.  She  completed  her 
internship  and  residency  in  inter- 
nal medicine  at  the  University  of 
Wisconsin  in  Madison.  She  com- 
pleted post-doctoral  training  in 
hematology  . She  completed  her 
fellowships  in  pulmonary  and 
critical  care  medicine  and  in  sleep 
medicine  at  University  of  Wiscon- 
sin, Madison.  She  is  board  certified 
in  internal  medicine,  intensive  care 
medicine  and  pulmonary  medi- 
cine. 

Teresa  Mendoza,  MD/  a pediatri- 
cian, has  joined  the  medical  staff  of 
Affiliated  Physicians  Clinic  in 
Edgerton.  She  earned  her  medical 
degree  from  the  University  of  Wis- 
consin, Madison.  She  completed 
her  residency  at  Iowa  University  in 
Iowa  City,  Iowa 

William  Myers,  MD/  a surgeon, 
received  the  Outstanding  Alum- 
nus Award  from  the  Hastings  Col- 
lege Alumni  Association.  He  was 
honored  for  his  dedication  to  the 
advancement  of  medicine  and  for 
his  loyal  support  of  Hastings  Col- 
lege. He  is  a surgeon  with  the  de- 
partment of  Thoracic  Cardiovascu- 
lar Surgery  at  Marshfield  Clinic.  He 
earned  his  medical  degree  from 
Northwestern  University  Medical 
School  in  Chicago  in  1955.  He 
joined  Marshfield  Clinic  and  St 
Joseph's  Hospital  in  1968.  He  has 
received  many  awards  in  medicine 
and  has  published  more  than  100 
papers  in  medical  journals.  He  is  a 
board  member  of  the  Marshfield 
Medical  Foundation  for  Research 
and  Education. 

Layton  Rikkers,  MD,  has  been 
named  chairman  of  the  surgery 
department  at  the  University  of 
Wisconsin  Medical  School.  He 


earned  his  medical  degree  from 
Stanford  University  and  completed 
his  surgical  residency  at  the  Uni- 
versity of  Utah.  He  is  a former  di- 
rector and  chairman  of  the  Ameri- 
can Board  of  Surgery. 

Terry  Williamson,  MD,  a family 
practice  physician,  has  joined  the 
Aurora  Health  Center.  He  earned 
his  medical  degree  from  the  Uni- 
versity of  Calgary  Faculty  of  Medi- 
cine in  1986  and  was  a resident 
physician  at  Holy  Cross  Hospital 
in  Calgary,  Alberta. ❖ 
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Obituaries 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scien- 
tific Foundation  of  the  SMS  offers  physicians  a unique  opportunity 
to  provide  a living  memorial  to  a loved  one  or  friend  through  a gift 
to  the  foundation.  A memorial  contribution  can  provide  financial 
aid  to  a needy  medical  student,  help  stimulate  research  on  behalf  of 
the  public  health  or  aid  in  the  preservation  of  Wisconsin's  medical 
history.  When  a memorial  gift  is  made  to  the  foundation,  the  de- 
ceased person's  family  receives  a special  card  with  the  name  of  the 
donor.  For  more  information,  contact  the  foundation  staff  at  the 
SMS.*:* 


DeGroat  Frank,  L.,  MD,  formerly 
of  Milwaukee,  died  March  14, 1996 
at  the  age  of  68  years.  He  earned 
his  medical  degree  from  Marquette 
Medical  School  in  1953.  He  com- 
pleted his  internship  at  St  Joseph 
Hospital,  Milwaukee  in  1954  and 
completed  his  residency  at  St  Jo- 
seph and  Milwaukee  County  Gen- 
eral Hospital  in  1955.  He  was  a 
member  of  the  Medical  Society  of 
Milwaukee  County  and  the  State 
Medical  Society.  He  is  survived  by 
his  wife,  Mary  Ann;  and  3 children, 
Judy,  MaryFou,  and  Susan. 

Ender,  Carl  August,  MD,  of 

FaCrosse,  died  March  1, 1996  at  the 
age  of  84  years.  He  earned  his 
medical  degree  in  1941,  from  the 
University  of  Wisconsin.  He  com- 
pleted his  medical  internship  at  the 
University  of  Pennsylvania  Gradu- 
ate Hospital.  He  served  during 
World  War  II,  from  1942  to  1946.  He 
served  as  assistant  regimental  sur- 
geon and  later  regimental  surgeon 
of  the  390th  Infantry.  Also,  he 
served  as  Special  Troops  surgeon 
and  then  became  the  Division  Sur- 
geon with  the  98th  Infantry.  He 
traveled  to  Hawaii  and  Japan  dur- 
ing his  military  duty.  As  a general 
surgeon,  he  served  on  the  Vernon 
Memorial  Hospital  staff,  holding 
various  positions.  He  was  a mem- 
ber of  the  State  Medical  Society.  He 
is  survived  by  his  wife  Stella;  three 
daughters,  Marguerite  Hermanson 
of  Ijamsville,  Md.,  Carlene  Malin 
of  Seward,  Neb.,  Rebecca 
Rosenbrook  of  Onalaska;  and 
seven  grandchildren. 

Finucane,  Patrick,  MD,  80  years, 
of  Eau  Claire,  died  Feb  20, 1996.  He 
earned  his  medical  degree  from  St 
Fouis  Medical  School  in  1941.  He 
completed  his  internship  at  Mil- 
waukee County  Hospital.  He  was 
a veteran  of  World  War  II  serving 
with  the  Army  Medical  Corps  from 
19421  to  1946.  He  was  a member 


of  the  American  Medical  Associa- 
tion , American  Association  of  Rail- 
way Surgeons,  American  Academy 
of  General  Practice,  American 
Academy  of  Family  Physicians, 
Fellow  of  the  American  Society  of 
Abdominal  Surgeons,  Civil  Avia- 
tion Medical  Association,  Aero- 
space Medical  Association  and  was 
a senior  examiner  for  the  Federal 
Aviation  Agency.  He  was  honored 
for  50  years  of  service  by  the  State 
Medical  Society  of  Wisconsin.  He 
is  survived  by  his  wife,  Jeane 
Marie;  five  children,  Paula  Trulen 
of  Milwaukee,  Ann  Grudem  of 
White  Bear  Fake,  Minn.,  Carol 
Vonderhaar  of  Fisle,  111,  Jane 
Finucane  of  Eau  Claire,  John  P. 
Finucane,  DDS  of  Columbia,  SC, 
and  10  grandchildren. 

Grindrod,  John,  M.,  78,  of  Madi- 
son, died  Jan  3, 1996.  He  earned  his 
medical  degree  at  the  University  of 
Wisconsin  Medical  School  and 
completed  his  internship  at 
Harborview  Hospital,  Seattle, 
Wash.  He  is  survived  by  his  wife, 
Shirley,  and  six  children;  David, 
Meg,  Fisa,  Jim,  Paul,  Suzy  and  23 
grandchildren. 

Halfon,  Nesim,  MD,  formerly  of 
Kenosha,  died  March  12,  1996  at 
age  70.  He  earned  his  medical  de- 
gree from  the  Istanbul  University, 
Istanbul,  Turkey  in  1953.  He  was 


board  certified  in  Turkey  in  OB- 
GYN.  He  repeated  his  internship 
and  two  years  of  OB-GYN  at 
Edgewater  Hospital,  Chicago  in 
1960.  He  completed  his  residency 
at  Mt  Sinai  Hospital,  Milwaukee  in 
1962.  He  was  a member  of  the 
American  Medical  Association, 
Kenosha  County  Medical  Society 
and  the  State  Medical  Society.  He 
is  survived  by  his  wife,  Carol;  three 
children,  Edward  of  Milwaukee, 
Feon  of  Houston,  Tex,  Amy  Balint 
of  Centerville,  Va,  and  three  grand- 
children. 

Hofmeister,  Frederick  J.,  MD,  87, 

of  Milwaukee,  died  Feb  15,  1996. 
He  earned  his  medical  degree  from 
Marquette  University  in  1935.  He 
completed  his  internship  from  Mil- 
waukee Hospital  and  his  residency 
at  Presbyterian  Hospital,  Chicago. 
He  was  chief  of  obstetrics  and  gy- 
necology at  Milwaukee  and 
Futheran  hospitals  and  headed  the 
department  of  pediatric  gynecol- 
ogy of  Children's  Hospital.  His 
interest  in  maternal  mortality  was 
affirmed  by  his  many  years  of  ser- 
vice on  the  Maternal  Mortality 
Committee  of  Wisconsin.  He  was 
active  on  the  Salvation  Army  board 
and  was  a prime  mover  in  devel- 
oping the  Martha  Washington 
Home  for  Unwed  Mothers.  He  was 
a diploma te  of  the  American  Board 
of  Obstetrics  and  Gynecology  and 
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was  a fellow  of  the  American  Col- 
lege of  Obstetricians  and  Gyne- 
cologists. He  was  a member  and 
president  of  the  Milwaukee  Ob/ 
Gyn  Society,  a member  of  the 
Medical  Society  of  Milwaukee 
County  and  the  State  Medical  So- 
ciety. He  is  survived  by  his  wife, 
Viola;  and  one  daughter,  Jane 
Stanhope. 

Klopf,  Howard  M.,  MD,  81,  a 

former  Milwaukee  physician,  died 
Jan  29,  1996.  He  earned  his  medi- 
cal degree  from  Marquette  Univer- 
sity School  of  Medicine  in  1939.  He 
completed  his  internship  at  Mil- 
waukee County  Hospital  and  his 
residency  at  St  Michael's  Hospital. 
He  served  in  the  United  States 
Navy  from  1942  to  1946,  attaining 
the  rank  of  lieutenant  commander. 
He  was  past  president  of  the  Wis- 
consin Academy  of  General  Prac- 
tice and  Milwaukee  Academy  of 
General  Practice.  He  was  a mem- 
ber of  the  Medical  Society  of  Mil- 
waukee County  and  the  State 
Medical  Society.  He  is  survived  by 
his  brothers;  Gordon  of  New  York 
and  Donald  of  Hawaii. 

Rothenmaier,  Glenway,  MD,  of 

Racine,  died  March  23,  1996.  He 
was  born  in  Manawa  on  January 
28,  1907.  He  earned  his  medical 
degree  from  Marquette  University 
Medical  School  in  1931  and  com- 
pleted his  internship  at  St  Marys 
Hospital  in  Milwaukee.  He  was  a 
member  of  the  American  Medical 
Association,  Racine  County  Medi- 
cal Society,  the  State  Medical  Soci- 
ety and  the  50  Year  Club.  He  was 
past  president  of  the  Racine 
County  Medical  Association  and 
past  chief  of  staff  at  St  Luke's  Me- 
morial Hospital.  He  is  survived 
by  two  children;  Deane  of  Racine; 
Laura  Haggerty  of  Racine;  eight 
grandchildren  and  six  great  grand- 
children. 

Schroeder,  Jack  D.,  MD,  age  79, 

of  Janesville,  died  Feb  27, 1996.  He 
earned  his  medical  degree  from  the 


University  of  Wisconsin  Medical 
School  in  1942.  He  completed  his 
internship  at  Swedish  hospital  in 
Seattle,  Wash  in  1943.  He  was  a 
major  in  the  Army  Air  Corps  in 
charge  of  a large  hospital  in 
Greensboro,  NC.  He  was  awarded 
the  Commendation  Medal  for  es- 
tablishing new  guidelines  for  im- 
munizing the  troops  while  in  ser- 
vice. He  was  a member  of  Rock 
County  Medical  Society  and  the 
State  Medical  Society.  He  is  sur- 
vived by  his  wife,  Janet;  four  sons, 
Steve  of  Janesville,  Brian  of  Oak- 
land, Calif,  Craig  of  LaFayette, 
Colo,  and  an  adopted  son,  Craig 
Parish  of  Waukesha. 

Skemp,  Frederick,  MD,  of  La 

Crosse,  died  March  18,  1996.  He 
was  born  Nov  23, 1908.  He  earned 
his  medical  degree  from 
Marquette  University,  Milwaukee 
in  1933  and  completed  his  intern- 
ship at  Milwaukee  County  General 
in  Wauwatosa.  He  was  a member 
of  the  State  Medical  Society.  He  is 
survived  by  his  wife,  Florence;  10 
children,  Rita  Grenison,  Doctor 
Fred  Skemp  Jr,  George  Skemp,  Jean 
Ann  Monsoor  and  Ben  Skemp,  all 
of  La  Crosse,  David  Skemp  of  Prai- 
rie du  Chien,  Susan  Alvarez  of  Bela 
Vista,  Ark,  Archie  Skemp  of 
Vancouver,  BC,  Canada,  Mary 
Stuber  of  Cincinnati,  Ohio  and 
Anthony  Skemp  of  Golden,  Colo: 
33  grandchildren;  and  25  great 
grandchildren. 

Zietlow,  Frederick  G.,  MD,  age  88, 

of  Waukesha,  died  Jan  31, 1996.  He 
earned  his  medical  degree  from 
Northwestern  University,  111  in 
1933.  He  completed  his  internship 
at  Milwaukee  County  in  1934.  He 
helped  establish  a hospital  in 
Brillion,  Wis.  He  returned  to 
Waukesha  and  was  on  staff  at 
Waukesha  Memorial  Hospital  un- 
til his  retirement  in  1973.  He  is  sur- 
vived by  his  two  children,  Mary  L. 
Sullivan  of  Wauwatosa  and  Rich- 
ard G.  Zietlow  of  Alexandria,  Va.<* 
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Day  in  the  Life  of  Wisconsin  Doctors 


In  recognition  of  Doctors  Day,  March  30,  1996,  the  WMJ  asked  news  photographers  from  across  the  state  of 
Wisconsin  to  submit  photos  of  local  physicians  they  had  captured  on  film  serving  patients  in  their  communities. 
Of  the  entries  received,  below  are  three  favorites  of  the  WMJ  staff. 


Dr  Norman  Schulz,  of  Beaver  Dam,  uses  a stethoscope  to  listen  to  the  breathing 
patterns  of  Viola  Beyl , during  his  regular  Saturday  morning  rounds  at  Hillside 
Manor  nursing  home.  The  home  is  part  of  Beaver  Dam  Community  Hospitals. 
Beyl,  92,  has  been  a nursing  home  resident  since  1991.  She  is  deaf  and  corresponds 
with  Schulz  via  a display  board. 

Photo  by  Tom  Giese 
Daily  Citizen,  Beaver  Dam 


Brianna  Vitands,  2-1/2  years  old,  is  being  examined  by  Dr 
Eugene  Krohn  at  the  Krohn  Clinic  in  Black  River  Falls. 

Photo  by  Teresa  A.  Vitands 
Banner  Journal,  Black  River  Falls 


Megan  Flynn,  age  9,  daughter  of  Krvin  and  Cher 
Flynn  of  Tomahawk  is  being  examined  by  Dr.Ron 
Cortte  at  the  Tomahawk  Medical  Center. 

Photo  by  Kathy  Tobin 
Tomahawk  Leader 
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Classified  ads 


CONSIDERING  THE  UPPER  MID- 
WEST? Contact:  Jerry  Hess,  PHYSI- 
CIAN SERVICES,  3600  West  80th 
Street,  Suite  550,  Minneapolis,  MN 
55431,  (612)896-3492,  FAX  (612)896- 
3425.  5,7/96 

WISCONSIN,  Milwaukee:  Excellent 
opportunity  for  board-certified /board- 
prepared  emergency  or  otherwise 
qualified  physician  to  join  a stable, 
well-established,  board-certified  9 
member  fee-for-service  ED  group  staff- 
ing a 475  bed  tertiary-care  flagship  hos- 
pital for  a major  metropolitan  health 
care  system  (with  4 member  hospitals.) 
A teaching  affiliate  of  the  Medical  Col- 
lege of  Wisconsin.  40,000  visits  annu- 
ally with  fast  track  and  physician  as- 
sistants. Comprehensive  specialty 
backup  includes  in-house  residents  in 
internal  medicine,  surgery,  ob/gyn  and 
radiology.  Exceptional  compensation 
and  benefit  package.  Equitable  partner- 
ship. Send  CV  to  I.  Gailans,  MD, 
FACEP,  5000  West  Chambers  St.,  Mil- 
waukee, WI 53210;  or  call  414-447-2171. 

5-6/96 

THE  UNIVERSITY  OF  WISCONSIN 
OSHKOSH  is  seeking  a BC/BE  phy- 
sician in  a primary  care  specialty.  Pri- 
mary duties  include  medical,  minor 
surgical  and  preventive  health  care  for 
students.  This  is  a full  time  academic 
year  position  with  the  option  of  work- 


RATES:  70  cents  per  word,  with 
a minimum  charge  of  $30  per  ad. 

BOXED  AD  RATES:  $40  per  col- 
umn inch.  All  ads  must  be  pre- 
paid. 

DEADLINE:  Copy  must  be  re- 
ceived by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401 . 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or 
toll-free  1-800-362-9080. 


ing  summer  school.  Office  hours  only 
with  no  on-call  requirement.  This  is  a 
salaried  position  including  malpractice 
and  fringe  benefits.  For  information 
contact  Diane  Zanto  at  414-424-2425  or 
submit  CV  to  the  Student  Health  Cen- 
ter, UW  Oshkosh,  Radford  Hall, 
Oshkosh,  Wisconsin  54901-8694.  Ap- 
plications must  be  postmarked  by  May 
31,  1996.  UW  Oshkosh  is  an  Affirma- 
tive Action  Equal  Opportunity  em- 
ployer. 5/96 

WRITER/EDITOR/GHOSTWRITER 

Ivy  League  PhD  with  international  aca- 
demic, journalism,  and  editing  experi- 
ence offers  expert  services  in  writing, 
editing,  and  ghostwriting  all  profes- 
sional and  personal  materials.  Journal 
articles,  speeches,  brochures,  guides, 
books.  For  brochure  or  free  consulta- 
tion phone  (608)257-8664  or  fax 
(608)257-8677.  5/96 

IOWA  - Integra  Health,  a primary  care 
organization  with  over  170  physicians, 
is  actively  recruiting  BE/BC  family 
practitioners  and  internists  to  join  this 
private  physician  group.  Integra 
Health  has  55  clinic  locations  in  Cen- 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary 
assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

TFN/95 


PPS  for  PSP2* 
Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

PO.  Box  791  • Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


tral  and  Eastern  Iowa.  Competitive  sal- 
ary and  benefits  are  offered.  For  more 
information,  contact  Sarah  Carpenter, 
Director  of  Physician  Relations  at  1- 
800-734-3415,  or  fax  your  CV  to  319- 
369-8057.  5/96 

FAMILY  PRACTICE,  MINNEAPO- 
LIS - BC/BE  Family  Practice  Physi- 
cians needed  to  join  the  Family  Prac- 
tice Department  of  a 400-physician 
multispecialty  clinic  in  desirable  Twin 
Cities  area.  Currently,  we  have  posi- 
tions available  at  our  Burnsville, 
Northfield,  Plymouth,  Prior  Lake,  St. 
Louis  Park  and  Shakopee  offices.  A di- 
versity of  practice  opportunities  exists 
which  would  allow  an  individual  to 
work  in  either  an  urban  or  suburban 
location  and  also  in  small  primary  care 
or  large  group  multispecialty  settings. 
Some  positions  may  not  require  either 
a hospital  practice  or  call.  Salary  and 
benefits  are  highly  competitive.  For  ad- 
ditional  information  contact  Patrick 
Moylan  at  (612)993-5986  or  send  CV 


South-Central  Wisconsin 
Primary  Care 
Opportunities 


Physicians  Plus  Medical  Group,  a 
multi-specialty  group  of  245+  phy- 
sicians seeks  additional  Primary 
Care  Physicians  for  its  regional 
sites.  Established  and  new  loca- 
tions. Large  call  groups.  Full  lab 
and  x-ray.  Guaranteed  salary  plus 
incentives  with  a full  benefits 
package.  Send  CV  or  call  collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)  252-8580 
FAX:  (608)  282-8288 

Physicians 

#Plus 

An  Equal  Opportunity  Employer 
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and  letters  of  inquiry  to  Professional 
Practice  Resources,  Park  Nicollet  Clinic 
HealthSystem  Minnesota,  6500  Excel- 
sior Boulevard,  St.  Louis  Park,  MN 
55426,  or  Fax  (612)993-6490.  5-6/96 

EMERGENCY  MEDICINE  - WIS- 
CONSIN. Position  available  to  join 
young,  well  established,  residency 
trained/board  certified  EM  group  lo- 
cated in  southern  Wisconsin.  Recently 
renovated,  state-of-the-art  ED  and  hos- 
pital facilities  with  strong  medical  staff 
support,  ED  volume  of  30,000  plus 
with  MD/PA  double  coverage.  Oppor- 
tunities for  academic  affiliation  avail- 
able if  desired.  Excellent  benefit  and 
compensation  package.  Strong,  stable 
local  economy  with  low  cost  of  living. 
Easy  drive  to  Chicago,  Madison  and 
Milwaukee.  For  more  information  send 
CV  to:  Jacquelyn  Degenhardt,  Physi- 
cian Recruitment,  BELOIT  MEMO- 
RIAL HOSPITAL,  1969  West  Hart 
Road,  Beloit,  WI  53511,  or  800-637- 
2641,  ext.  5757  or  e-mail  at  BMH- 
jfd@bossnt.com.  2,5/96 

ESCAPE  FROM  THE  ORDINARY! 

Needed!  General  Surgeon  to  work  in 
our  thriving  rural  family  practice  of  12 
physicians.  Candidate  should  have 
skills  in  C-Section,  Gyn  and 
laparoscopic  surgery.  Excellent  income 
potential.  8 weeks  vacation/CME. 
Only  group  in  county  with  3 referral 
centers  within  1 hour.  We  are  uniquely 


Strelcheck  & Associates  offers 
a variety  of  desirable  settings 
complementing  your  lifestyle! 
You  owe  it  to  yourself  to  evalu- 
ate these  exceptional  opportuni- 
ties. Progressive  multispecialty 
groups  and  a staff  model  HMO 
are  seeking  additional  family 
physicians  in  Wisconsin,  Iowa, 
and  Michigan.  Practice  state-of- 
the-art  health  care  with  friendly 
progressive  colleagues  at  well 
established  clinics  with  liberal 
call  coverage  and  comprehen- 
sive salary /benefits.  Now  is  the 
time  to  take  initiative!  Call  Jackie 
Laske  at  (800)  243-4353. 

Strelcheck  and  Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 


situated  on  1-94  half  way  between 
Madison  and  Twin  Cities.  Excellent  50 
bed  hospital  across  street  from  clinic. 
Great  schools  and  scenic  landscape  - 
including  state  forest.  Recreation  in- 
cludes water  sports,  skiing,  hunting, 
and  fishing.  Cohesive  group  of  caring 
physicians!  Contact  or  send  CV  to  Dr. 
James  Dickman,  Krohn  Clinic,  Ltd.,  610 
West  Adams  St.,  Black  River  Falls,  WI 
54615.  Phone  (715)284-4311.  4-5/96 

WISCONSIN,  LA  CROSSE. 

Franciscan  Skemp  Healthcare,  part  of 
Mayo  Health  System,  seeks  BE/BC, 
residency-trained  family  practice  phy- 
sician to  join  nine  in  clinic-based  urgent 
care  department  in  La  Crosse.  40,000 
annual  urgent  care  visits.  Location 
doesn't  qualify  for  J-l  visa  status.  An 
integrated  delivery  network,  we  serve 
primary  care  population  base  of 
350,000  and  include  three  hospitals  and 
11  clinics  with  more  than  100  active 
medical  staff  members.  La  Crosse  lo- 
cated in  scenic  Mississippi  River  bluff 
country  with  excellent  fishing,  hunt- 
ing, boating.  Ideal  family-oriented  en- 
vironment. Good  public  and  private 
schools.  Contact  Tim  Skinner,MS,Ed,  or 
Bonnie  Nulf,  Franciscan  Skemp 
Healthcare,  700  West  Avenue  South,  La 
Crosse,  WI  54601-4796,  (800)  269-1986; 
(608)  791-9844;  fax  (608)791-9898. 

3-5/96 

WISCONSIN  OCCUPATIONAL 
MEDICINE  POSITION  Dean  Medi- 
cal Center,  a 350  physician  multi-spe- 
cialty group  is  actively  recruiting  a 
board  eligible/board  certified  occupa- 
tional medicine  physician  to  join  its 
four  member  department.  This  posi- 
tion would  be  based  at  our  Riverview 
Clinic  in  Janesville,  and  would  also 
provide  coverage  at  our  locations  in 
Madison.  Work  hours  are  8am-5pm 
with  possible  evening  and  Saturday 
hours.  Excellent  communication  and 
marketing  skills  are  required.  This  po- 
sition would  include  practicing  the  full 
gamete  of  occupational  medicine  in- 
cluding toxicology,  medical  surveil- 
lance, injury  care  and  independent 
medical  exams.  Please  contact  Scott 
Lindblom,  Dean  Medical  Center,  1808 
West  Beltline  Highway,  Madison,  WI 
53713  or  call  608-250-1550  or  home  608- 
845-2390.  3-6/96 

OCONTO  FALLS,  WISCONSIN.  BE/ 


BC  Family  Physician  needed  for  a 
growing  practice  of  five  physicians. 
Clinic  is  based  in  a rural  community 
30  miles  north  of  Green  Bay.  Excellent 
competitive  salary  with  benefits.  Please 
send  CV  or  contact:  Artwich  Clinic,  815 
S.  Main  St.,  Oconto  Falls,  WI  54154. 
Phone:  414-846-3092.  3-5/96 

NORTHEAST,  WISCONSIN.  Look- 
ing for  a BE/BC  Internal  Medicine 
Physician  to  join  a growing  practice  of 
five  physicians.  Clinic  is  based  in  a ru- 
ral community  of  Oconto  Falls,  near 
Green  Bay  Excellent  competitive  sal- 
ary with  benefits.  Please  send  CV  or 
contact:  Artwich  Clinic,  815  S.  Main  St., 
Oconto  Falls,  WI  54154.  Phone:  414- 
846-3092.  3-5/96 

NO  ASSEMBLY  LINES  HERE.  FPs, 
IMs  and  OB/GYNs  at  North  Memo- 
rial owned  and  affiliated  clinics  don't 
hand  patients  off  to  the  next  available 
specialist.  Guide  your  patients  through 
their  entire  care  process  at  one  of  our 
25  practices  in  urban  or  semi-rural 
Minneapolis  locations.  Interested  BC/ 
BE  MDs,  call  (800)275-4790  or  fax  CV 
to  (612)520-1564.  1,3,5,7,9,11 

OCONTO  FALLS,  WISCONSIN.  Ac- 
tively seeking  a General  Surgeon  to  join 
a growing  clinical  practice  of  five  phy- 
sicians. Clinic  is  based  in  a rural  com- 
munity north  of  Green  Bay  affiliated 
with  local  hospitals.  Excellent  competi- 
tive salary  with  benefits.  Please  send 
CV  or  contact:  Artwich  Clinic,  815  S. 
Main  St.,  Oconto  Falls,  WI  54154. 
Phone:  414-846-3092.  3-5/96 

FAMILY  PRACTICE/OB-GYN  to  join 
progressive  14-physician  group  prac- 
tice. Rural  college  town  30  miles  from 
St.  Paul,  MN.  New  clinic  and  new  hos- 
pital. Contact  Robert  B.  Johnson,  MD, 
River  Falls,  WI  54022,  (715)425-6701. 

TFN 

EMERGENCY  MEDICINE:  PART- 
NERSHIPS. Be  a partner  in  your  own 
democratic  partnership  in  family  ori- 
ented communities  close  to  Milwau- 
kee. Low  volume  ED's.  Medical  Direc- 
tor, Full-time  and  Part-time  positions 
available.  Call  414-332-6228  or  send  CV 
to  the  Emergency  Resources  Group, 
509  West  Montclaire  Avenue,  Milwau- 
kee, Wisconsin,  53217.  3-5/96 
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JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 350  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville,  Milton  and  Delavan, 
Wisconsin.  Janesville,  population 
55,000,  is  a safe,  beautiful,  family  ori- 
ented community  with  excellent 
schools  and  abundant  recreational  ac- 
tivities. Excellent  compensation  and 
benefits  are  provided  with  employ- 
ment leading  to  shareholder  status. 
Send  CV  to  Stan  Gruhn,  MD, 
Riverview  Clinic,  P.O.  Box  551, 
Janesville,  WI  53547,  or  call  (608)755- 
3500.  1 1 -12/95;l-10/96 


Position  Sought 

BOARD  CERTIFIED  PHYSICIAN  IN 
INTERNAL  MEDICINE  AND 
RHEUMATOLOGY,  university 
trained  and  with  four  years  of  private 
practice  experience  seeks  Rheumatol- 
ogy and/or  Internal  medicine  position 
in  the  Milwaukee  area.  Please  call  717- 
822-0618.  5-6/96 


For  Rent 


T 


VXCXTION  IN  OUX 
JXMXICX  VILLX. 
MXlD,  COOK,  POOL, 
BCXCH,  TPsXNQUlLliy. 
$L€€PS  8.  608-231-1003. 


Commercial  Space 
for  Rent 

1850  Sq.  Ft.  of  prime  office/ 
professional  space  in  the 
Capitol  area.  Bank  type  se- 
curity vault  on  premises;  free 
parking.  Will  remodel  to  suit. 
Available  immediately. 

Hershleder  Building 
524  E.  Washington  Ave. 
Madison,  WI  53703 
(608)  257-2133 
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THIS  LISTING  is  compiled  by  the 
State  Medical  Society  of  Wisconsin 
in  cooperation  with  others  who  wish 
to  maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  list- 
ing service.  There  is  a nominal  charge 
for  listing  of  Continuing  Medical 
Education  courses  at  the  following 
rates:  70  cents  per  word,  with  a mini- 
mum charge  of  $30.00  per  listing.  All 
listings  must  be  prepaid. 

BOXED  LISTINGS:  $40.00  per  col- 
umn inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the  dis- 
cretion of  the  editors. 

COPY  DEADLINE  for  listings  is  1st 
of  the  month  preceding  the  month 
of  publication:  eg,  copy  for  the  Au- 
gust issue  is  due  by  July  1.  Address 
communicabons  to:  Wisconsin  Medi- 
cal Journal,  Box  1109,  Madison,  WI 
53701;  or  phone  608-257-6781;  or  toll- 
free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue 
of  each  month  of  the  Journal  of  the 
American  Medical  Association. 


Although  only  3,  Adam 
knows  all  about  a very  grown- 
up disease.  He's  got  cancer. 

Fortunately,  he  also  has 

St.  Jude  Children's  Research 

Hospital,  where  doctors  and 

scientists  are  making  progress  on 

his  disease.  To  learn  how  you  can 

help  St.  Jude  in  its  life-savir.^ 

work,  call:  1-800-877-5833. 

„J|I  ST.  JUDE  CHILDREN'S 
| RESEARCH  HOSPITAL 
Danny  Thomas,  Founder 


American  Heart 
Association, 


Fighting  Heart  Disease 
and  Stroke 


A stroke  can  change 
your  life  forever 
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Investments 

for  people  who  earn  a 

healthy 

income. 


Call  1-800-236-3500 
for  more  information. 

On  the  Internet,  access  us  at: 
http://www.mitrust.com 


M&I  Trust  Company  services  include  trust,  custody, 
asset  allocation  and  management  services  for  individuals, 
businesses  mid  employee  benefit  plans  Al&l  Investment 
Management  Corp.  is  a registered  investment  advisor 


There  are  two  sides  to  being  a 
professional.  On  one  side,  there's 
the  title  and  income.  On  the  other, 
there  are  the  long  hours  and  the 
little  time  it  leaves  for  putting  that 
income  to  work. 

Investing  with  M&I  Trust 
and  Investment  Management 
companies  can  change  this.  Because 
we  understand  you're  busy,  our 
financial  advisors  will  meet  with 
you  at  your  convenience.  You  can 
even  access  us  through  the  Internet. 

Well  also  work  with  you  to 
develop  investment  management 
strategies  that  suit  your  needs  and 
style,  and  provide  you  with  the 
level  of  assistance  you  desire,  all 
the  way  up  to  full-service  portfolio 
management.  No  matter  what 
your  goals  are,  we  ll  develop  a plan 
specifically  for  you,  keeping  in  mind 
that  you  call  the  shots. 

You  can  also  take  advantage  of 
free  consultative  services  with  experts 
on  estate  planning,  real  estate 
management  and  life  insurance  trust 
management,  to  name  a few. 

At  M&I  Trust  and  Investment 
Management,  well  help  you  create, 
manage  and  preserve  your  wealth 
with  a seamless  approach  that  makes 
life  easier.  As  far  as  your  moneys 
concerned,  it  could  be  just  what 
the  doctor  ordered. 

m|Cj  Trust  & Investment 
IV|OI  Management 

Create,  Manage,  Preserve™ 


Professional  Protection  (exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 


We’re  paying 
more  interest 
than  any  bank 
in  America. 


It's  true.  PIC  Wisconsin  is  actually  paying  out  more 
dividends  than  any  bank  around.  Guess  that  makes 
us  an  insurance  organization  you  can  bank  on. 

You  see,  it’s  our  job  to  charge  the  most  fair  and 
appropriate  premium.  And  if  our  underwriting  and 
aggressive  claims  handling  do  better  than  projected, 
we  look  for  ways  to  share  the  benefits  with  our 
policyholders. 

We’ve  paid  more  than  $9.3  million  in  dividends 
since  1989.  And  this  year  our  eligible  policyholders 
will  receive  another  $2.3  million.  At  this  very 


of  interest. 


moment,  people'you  know  are  probably  planning 
how  they’re  going  to  spend  their  PIC  Wisconsin 
dividend  check.  And  you’re  here  just  reading  this  ad. 

Of  course,  you  already  know  all  this  if  you’re 
one  of  our  policyholders.  And  if  you  aren’t?  Bank 
on  the  number  below.  PIC  Wisconsin  is  rated 
A-  (Excellent)  by  A.M.  Best. 

(800)  279-8331 


Tomorrow ’s  Insurance  Solutions  Today 
Insurance  Products  Risk  Financing  Consulting 


PIC 

WISCONSIN 


©1996  PIC  Wisconsin 


Pain  Meds  Addiction  • Heat  Related  Deaths  • Telemedicine 
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A comprehensive  financial  plan  need  not  be  a 
headache.  At  Wealth  Management,  we  help 
doctors  everywhere  plan  for  their  retirement.  Rest 
easy  knowing  that  you’re  properly  insured,  your 
investments  are  working  hard,  and  your  savings  are 
compounding  at  targeted  levels. 

A Wealth  Management  comprehensive  financial  plan 
delivers  fast  financial  peace  of  mind. 

Wealth  Management  services  are  provided  on  a 
“fee-only”  basis.  Give  us  a call.  We’ll  send  you 
information  on  our  services  and  provide  the  help 
you  need  for  a secure  future. 


Take  a couple 
of  these  to 
ease  your 
financial 
headache . . . 
then  call  us 
in  the  morning 
for  peace  of 
mind. 


WEALTH  MANAGEMENT  INC. 

Maximize  Your  Wealth  • 1 

vIinimize  Your  Risk 

200  East  Washington  Street  • Appleton.  W1  54913-1739 
(414)  731-3525  • Voice  Mail:  (414)  731-8112  ext.  225 
Fax:  (414)  731-5698  • 1-800-950-3525 


Wisconsin  Medical  Journal 

The  Wisconsin  Medical  Journal  (ISSN  0043-6542)  is  the  official  publication  of  the  State  Medical  Society  of  Wisconsin  and  is  devoted  to  the 
interests  of  the  medical  profession  and  health  care  in  Wisconsin.  The  communications  director  and  managing  editor  are  responsible  for 
overseeing  the  production,  business  operation  and  contents  of  the  Journal.  The  editorial  board,  chaired  by  the  medical  editor,  solicits  and 
peer  reviews  all  scientific  articles;  it  does  not  screen  public  health,  socioeconomic  or  organizational  articles.  Although  letters  to  the  editor  are 
reviewed  by  the  medical  editor,  all  signed  expressions  of  opinion  belong  to  the  author(s)  for  which  neither  the  WMJ  nor  the  SMS  take 
responsibility.  The  WMJ  is  indexed  in  Index  Medicus,  Hospital  Literature  Index  and  Cambridge  Scientific  Abstracts. 
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Setting  a dangerous  precedent 


Last  month  I outlined  my 
presidential  platform  for 
the  coming  year.  As  I stated  then, 
my  intention  this  year  is  to 
proactively  address  head-on  those 
issues  which  pose  a threat  to  the 
integrity  and  quality  of  health  care 
delivery  in  our  state  and  nation. 

Due  to  recent  activity  in  the  leg- 
islature, governor's  office  and  the 
courts,  I would  like  to  address  in 
more  detail  the  issue  of  increasing 
legal  intrusion  into  medical  care: 

. Our  neighbor  state  to  the  south, 
Illinois,  my  childhood  home 
and  site  of  my  formal  medical 
education,  has  passed  a bill  re- 
quiring physicians  to  turn  into 
the  law  minors  seeking  an  abor- 
tion without  parental  consent.  It 
has  been  ruled  unconstitutional. 
• The  anti-immigrant  referendum 
in  California  would  have  re- 
quired physicians  not  only  to 
deny  medical  care  to  illegal  im- 
migrants seeking  it  but  also  to 
turn  them  into  the  state  for  de- 
portation. 

And  here  in  Wisconsin,  the 
Woman's  Right  to  Know  Bill,  As- 
sembly Bill  441,  recently  signed 
into  law  by  Governor  Thompson, 
and  currently  on  hold  due  to  a U.S. 
District  Judge-imposed  restraining 
order,  broadens  to  an  enormous 
extent  the  number  of  physicians 
who  are  required  to  provide  warn- 


ings about  the  potential  hazards  of 
abortion  even  if  the  issue  comes  up 
only  in  a casual  conversation  be- 
tween patient  and  physician.  The 
penalties  for  failing  to  provide 
these  warnings  have  been  enumer- 
ated by  the  bill  and  include  fines 
extending  to  $10,000.  For  the  first 
time,  the  state  of  Wisconsin  has 
determined  in  a medical  situation 
what  the  specific  risks  of  a proce- 
dure are  and  which  ones  need  to 
be  discussed  with  our  patients  and 
has  broadened  to  an  unrealistic 
degree  the  physicians  who  are  re- 


"For  the  first  time, 
the  state  of  Wisconsin 
has  determined  in 
a medical  situation 
what  the  specific 
risks  of  a procedure 
are  and  which  ones 
need  to  be  discussed 
with  our  patients..." 


sponsible  for  providing  informa- 
tion about  a procedure. 

For  example,  in  my  practice  of 
cardiology,  the  family  physician 
who  refers  the  patient  to  me  for  an 
arteriogram  is  under  no  obligation 
legally  or  morally  to  discuss  the 
risks  of  the  procedure  with  the  pa- 


Richard H.  Ulmer,  MD 


tient.  That  is  my  responsibility  as 
the  physician  who  will  be  perform- 
ing the  procedure.  It  strikes  many 
of  us  as  a form  of  harassment  of 
physicians  to  require  physicians 
who  are  asked  about  abortion  but 
will  not  actually  perform  the  pro- 
cedure to  run  through  a laundry 
list  of  potential  hazards  of  the  pro- 
cedure with  the  patient  simply  be- 
cause the  subject  has  been  brought 
up. 

Another  disturbing  point  in  all 
of  this  is  that  the  State  is  determin- 
ing what  constitutes  unprofes- 
sional conduct  for  one  specific 
medical  procedure.  The  Medical 
Examining  Board  is  the  regulatory 
Continued  on  next  page 
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and  disciplinary  body  that  ensures 
public  safety  by  licensing  physi- 
cians. By  creating  a separate  un- 
professional conduct  standard  for 
abortion,  the  Legislature  is  isolat- 
ing one  medical  procedure  from 
the  entire  gamut  of  medical  care 
and  creating  a different  standard  of 
care.  Certainly,  appropriate  infor- 
mation and  consent  must  be  given 
to  all  patients  before  any  procedure 
is  performed  and  there  are  rem- 
edies currently  in  the  physician 
disciplinary  process  to  ensure  this 
takes  place. 

To  reiterate,  the  real  culprit  in 


this  bill  — and  the  slippery  slope 
this  could  send  us  down  — is  the 
fact  that  the  state  is  legislating  phy- 
sician-patient communication  by 
dictating  what  the  complications  of 
an  abortion  are  and  what  compli- 
cations specifically  must  be  relayed 
to  the  patient.  Open  communica- 
tion and  trust  are  sacred  compo- 
nents of  quality  health  care  and  the 
bond  between  a physician  and  pa- 
tient. While  none  of  us,  as  respon- 
sible physicians,  has  an  objection 
to  requiring  physicians  to  provide 
patients  with  complete  and  accu- 
rate information,  this  new  law  sets 
a dangerous  precedent  of  state- 
mandated  interference  in  the  phy- 


sician-patient relationship. 

We  may  have  lost  this  particu- 
lar battle  in  the  Legislature,  but 
there  remains  hope  for  relief  in  the 
current  appeal  to  the  courts.  The 
question  is,  when  the  time  comes 
again,  will  we  be  properly  armed 
to  fight  for  patients'  rights?  In  the 
months  and  years  to  come,  we  as 
physicians  will  find  that  the  inter- 
ests of  the  state  will  not  always  be 
concordant  with  the  best  interests 
of  an  individual  patient.  It  is  at 
those  times  that  we  must  remem- 
ber our  obligation  to  put  the  indi- 
vidual patient's  best  interests  first 
as  the  basic  principle  of  the  doctor- 
patient  relationship.  ❖ 
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Well,  I'm  down  to  my  sec- 
ond to  last  opportunity  to 
share  a few  thoughts  with  you  in 
this  space. 

At  the  recently  concluded  ses- 
sion of  the  SMS  House  of  Del- 
egates, 1 recommended  — and  the 
House  approved  — a task  force  to 
review  the  governance  of  this 
medical  society.  Why  the  review? 
Our  structure  has  remained,  with 
minor  revisions,  pretty  much  the 
same  for  over  100  years.  I don't 
have  to  tell  you  what  has  happened 
with  advances  in  civilization,  from 
medicine  to  communications,  dur- 
ing this  most  revolutionary  cen- 
tury in  the  history  of  mankind. 

As  an  organization  the  SMS  will 
have  to  reorganize  itself  to  remain 
not  only  relevant  but  essential  to 
all  Wisconsin  physicians:  To  effec- 
tively represent  the  same  indi- 
vidual physicians  that  now  rou- 
tinely join  and  look  to  the  SMS  for 
leadership  on  issues,  education 
and  political  activity.  In  short,  the 
SMS  will  have  to  become  more 
competitive.  New  associations  and 
new  practice  affiliations  will  in- 
creasingly vie  for  the  position  the 
SMS  now  holds  as  representative 
of  the  majority  of  Wisconsin  phy- 
sicians. At  the  end  of  the  day,  it  will 
be  the  innovative,  nimble,  cutting- 
edge  associations  that  will  win  the 
representation  contest. 

What  I'm  telling  you  is  that  if 
you  do  not  seriously  review  and 
revise  your  governance  structure, 
this  organization  is  not  likely  to 
win  that  contest.  In  fairness,  the 
SMS  is  in  a better  position  than 
most  state  medical  societies  and 
the  AMA  to  compete  effectively. 
But  in  order  to  capitalize  on  this 
position,  you  must  make  some 
bold  moves,  and  they  must  be  done 
swiftly. 

We  now  have  a system  of 
policy-making  that  no  longer  func- 


tions in  the  world  as  it  exists  today. 
In  this  global  community,  geogra- 
phy is  no  longer  important. 
County  lines— and  for  that  matter, 
state  lines— are  not  important.  Our 
alliances  are  not  based  on  geo- 
graphical boundaries.  You  can  see 
this  vividly  in  the  expansion  of 
health  care  groups  across  multiple 
county  lines.  The  county  medical 
society  system  of  representation  to 
this  house  is  obsolete.  What  makes 
sense  now  is  to  redistrict  ourselves 
based  on  health  care  delivery  ar- 
eas, not  century  and  a half— old 
geo-political  boundaries. 

You  need  to  face  the  reality  that 
only  18  percent  of  physicians  are 
in  solo  practice  or  small  groups. 


" There  are  more 
effective  ways  of 
structuring  the 
grassroots  level  so 
physician  involvement 
is  maximized..." 


Times  have  changed  and  we  must 
be  sure  that  we  change  too  so  the 
interests  of  all  physicians  are  met. 
There  are  numerous  ideas  on  how 
to  achieve  this  goal,  ranging  from 
representation  based  on  practice 
type,  to  primary  delivery  sites,  to 
counties,  or  a combination  of  each. 

There  are  more  effective  ways  of 
structuring  the  grassroots  level  so 
physician  involvement  is  maxi- 
mized and  people  believe  their 
voices  are  really  heard  in  the 
policy-making  process. 

I believe  the  time  has  come  for 
you  to  consider  replacing  the 
House  of  Delegates.  In  the  fast- 
paced  world  of  private  and  public 
policy,  it  is  no  longer  practical  or 


Thomas  L.  Adams,  CAE 


possible  to  meet  just  one  time  a 
year  and  set  policy  for  an  organi- 
zation with  issues  as  complex  as 
those  that  face  SMS. 

One  hundred  years  ago  when 
the  concept  of  a House  of  Delegates 
was  born,  problems  were  simpler. 
A one-page  resolution  could  solve 
them. 

Today,  the  issues  the  State  Medi- 
cal Society  addresses— such  as  the 
Patients  Compensation  Fund  mat- 
ter, or  restructuring  Medicaid+— 
can  affect  nearly  6 million  people. 
There  are  no  simple  problems.  And 
as  you  well  know  from  your  medi- 
cal practice,  complex  problems  re- 
quire up-close,  continued  monitor- 
ing and  evaluation.  There  no 
longer  are  simple  one  page  an- 
swers. 

The  SMS  House  of  Delegates  is 
an  archaic,  albeit  democratic,  insti- 
tution. The  thousands  of  dollars 
saved  by  eliminating  the  House  of 
Delegates  could  be  better  used  to 
fund  a new  policy  development 
mechanism  such  as  expanding  the 
Continued  on  next  page 
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Board  of  Directors  to  allow  for  ad- 
ditional representation  of  various 
constituencies. 

That  type  of  restructuring 
would  make  it  possible  for  indi- 
vidual members  to  play  a stronger 
role  in  determining  critical  policy 
positions. 

A new  Board  of  Directors  could 
be  organized  in  such  a way  as  to 
meet  at  different  locations  across 
the  state.  The  ability  of  individual 
members  to  participate  could  be 
enhanced  by  changing  the  bylaws 
so  any  member  could  submit  a 
resolution  to  the  Board  at  any  time- 
-not  just  once  a year. 

A one-day  socioeconomic  meet- 
ing could  be  held  to  take  care  of  the 
ceremonies  of  the  society,  such  as 


installation  of  the  new  president. 
Elections  could  be  conducted  by 
mail  ballot.  That's  just  one  sce- 
nario. 

The  point  is:  the  SMS  needs  to 
look  now  for  alternative  means  to 
enhancing  member  participation 
and  the  Society's  ability  to  set 
timely  and  effective  policy. 

The  Medical  Society  must  do 
more  to  involve  women  and 
younger  physicians  in  its  activities. 
Women  will  soon  account  for  more 
than  half  of  the  physician 
workforce.  The  future  of  any  or- 
ganization is  dependent  on  its 
youth.  You  need  to  develop  pro- 
grams that  will  meet  the  needs  of 
young  physicians  and  women 
physicians  and  encourage  them  to 
become  active  and  devoted  mem- 
bers of  the  House  of  Medicine. 


Finally,  the  State  Medical  Soci- 
ety must  continue  to  forge  alliances 
with  your  practice  managers.  In- 
creasingly, these  folks  are  becom- 
ing the  only  friends  physicians 
have  to  advocate  for  you  in  your 
daily  medical  practice  with  insur- 
ers, and  managed  care  organiza- 
tions. 

No  physician  practicing  in 
today's  world  can  be  an  isolation- 
ist. Your  patients'  health  and  your 
livelihood  are  at  stake.  You  can- 
not afford  to  permit  yourself  or 
your  colleagues  to  be  apathetic. 

Once  again  the  Wisconsin  medi- 
cal society  has  the  opportunity  to 
lead  the  nation— this  time,  by  re- 
casting its  governance  to  deal  with 
the  problems  of  today  while  look- 
ing ahead  to  the  challenges  of  to- 
morrow. This  has  been  your  legacy, 
as  a medical  society.  ❖ 


Join  us  at  Fairmont  Clinic 


Exciting  opportunities  are  now  available  for  board-certified  or  board-eligible  physicians 
in  the  following  areas  at  Fairmont  Clinic: 

✓ Internal  medicine  ✓ Family  medicine  ✓ Obstetrics/gynecology 

• Progressive  18  physician  multi-  • Recently  renovated  clinic  and  adjoining 

specialty  group  in  southern  Minnesota  74-bed  hospital 

• First  year  salary  and  incentive  package  • Community  built  along  five  lakes 

• Paid  malpractice  • Excellent  school  system 

• Excellent  benefit  package  • Nearby  golfing,  boating,  fishing,  hiking 

and  hunting 

For  more  information,  contact: 

Ennis  Arntson  Dennis  Sternke,  M.D. 

507-238-8596  507-238-8596 


Fairmont  Clinic 

Mayo  Health  System 
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Guest  editorial 

Name  of  the  game:  A healthy  lifestyle 


Martin  D.  Hoffman,  MD,  Milwaukee 


"The  important  thing  in  the  Olympic  Games  is  not  to  win  but  to  take  part, 
the  important  thing  in  life  is  not  the  triumph  but  the  struggle..." 

...Coubertin 


The  1996  Olympic  Games  in 
Atlanta  marks  the  centennial 
of  the  first  modem  Olympic  Games 
which  took  place  in  Athens.  The 
modern  Olympic  movement 
largely  resulted  from  efforts  of  the 
French  aristocrat  Baron  Pierre  de 
Coubertin  who  was  inspired  by  the 
classical  Greek  ideal  of  a sound 
body  and  mind,  and  the  belief  in 
the  importance  of  physical  training 
for  an  individual  to  develop  their 
fullest  potential.  The  foundation 
from  which  the  modern  Olympic 
movement  was  built  is  certainly  no 
less  important  today  than  it  was 
100  years  ago. 

It  is  now  well  demonstrated  that 
a healthy  lifestyle  reduces  the  like- 
lihood of  being  afflicted  with  vari- 
ous chronic  diseases  including 
coronary  artery  disease,  hyperten- 
sion, non-insulin-dependent  diabe- 
tes mellitus,  cancer,  osteoporosis, 
depression  and  low  back  pain.  In 
fact,  it  has  been  estimated  that  ap- 
proximately one-third  of  deaths 
due  to  coronary  artery  disease,  dia- 
betes and  colon  cancer  could  be 
eliminated  if  our  society  were  more 
physically  active.  Furthermore,  the 
morbidity  from  chronic  diseases 
due  to  sedentary  living  dramati- 
cally increases  the  burden  on  soci- 
ety in  terms  of  health  care  needs 


Dr  Hoffman  is  an  Associate  Professor 
of  Physical  Medicine  and  Rehabilita- 
tion at  the  Medical  College  of  Wiscon- 
sin, and  Medical  Director  of  the  Car- 
diopulmonary Prevention  and  Reha- 
bilitation Program  at  the  VA  Medical 
Center  in  Milwaukee. 


and  lost  productivity.  If  our  soci- 
ety were  more  physically  active, 
health  care  costs  would  be  reduced 
and  work  productivity  would  be 
improved.  For  this  reason,  it  has 
been  suggested  that  exercise  is 
today's  "best  buy"  in  public  health. 

Unfortunately,  the  majority  of 
Americans  do  not  currently  partici- 
pate in  regular  physical  activities. 
The  percentage  of  Americans  who 
regularly  exercise  is  declining  and 
the  percentage  of  Americans  who 
are  obese  is  increasing.  Spectating 
rather  than  participation  has  be- 
come the  norm  in  the  United 
States.  While  there  is  certainly  no 
harm  in  marveling  at  the  way  suc- 
cessful athletes  perform  their 
sports,  our  society  should  put 
greater  emphasis  on  the  values 
derived  from  individual  participa- 
tion in  regular  exercise. 

Becoming  an  Olympic  athlete 
requires  a combination  of  factors 
including  genetic  endowment,  ap- 
propriate training  and  motivation. 
Very  few  of  us  have  the  inherent 
talents  or  other  resources  to 
achieve  this  level  of  athleticism. 
But  we  all  have  an  "athlete  within" 
that  can  certainly  participate  at 
other  levels.  For  most  of  us,  the 
Olympic  Games  are  less  important 
than  the  game  of  life.  We  will  be 
most  successful  in  this  game  if  we 
lead  a healthy  lifestyle.  The  Ameri- 
can College  of  Sports  Medicine  has 
concluded  that  we  should  partici- 
pate in  exercise  such  as  walking, 
running,  swimming,  rowing,  cross- 
country skiing  or  bicycling  for  at 
least  15  minutes  three  to  five  times 
per  week  at  intensities  that  feel 


"somewhat  hard"  to  "hard".  That's 
all  it  takes  to  reap  rewards  from  ex- 
ercise. 

We  all  need  to  take  responsibil- 
ity for  our  own  health.  We  should 
be  setting  good  examples  for  our 
family,  friends,  colleagues  and  pa- 
tients by  integrating  exercise  into 
our  lives.  Perhaps  most  impor- 
tantly, we  should  be  doing  every- 
thing we  can  to  help  children  de- 
velop healthy  lifestyle  patterns. 
This  includes  the  teaching  of  activi- 
ties that  can  be  maintained 
throughout  life.  Team  sports  which 
cannot  be  continued  as  lifelong  ac- 
tivities should  not  be  emphasized 
at  the  expense  of  developing  an 
appreciation  for  those  activities 
that  can  be  maintained  throughout 
life.-:* 


Martin  D.  Hoffman,  MD 
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Guest  Editorials 
Sports  Medicine: 

Dealing  with  pain  and  medication  addiction 

Editor's  Note:  Last  month,  Brett  Fame,  Green  Bay  Packer's  quarterback  and  the  1 995  NFL  Most  Valuable  Player,  checked 
himself  into  the  NFL's  substance  abuse  program.  Fame’s  admission  of  addiction  has  made  people  stop  and  think  about  the 
ways  in  which  professional  athletes  deal  with  the  pain  from  their  injuries.  Below  are  two  guest  editorials  by  SMS-member 
physicians  addressing  this  issue. 


Former  Packer  physician  lends  perspective 


Eugene  Brusky,  MD,  Green  Bay 

P 

I ROFESSIONAL  ATHLETES  play 
when  in  pain;  that's  a fact  of 
life  in  sports.  And  pain  medication 
is  also  a fact  of  that  life.  As  the 
Green  Bay  Packer's  first  team  doc- 
tor and  a member  of  their  medical 
staff  for  29  years  (see  profile,  page 
344),  we  dispensed  pain  relievers 
to  the  players  as  we  would  with 
any  other  patient.  It  was  usually 
after  surgery,  or  treatment  for  a 
major  injury;  we  didn't  take  it 
lightly. 

During  the  time  I was  with  the 
team,  we  never  had  any  problems 
with  players  becoming  addicted  to 
medications.  We  were  very  careful 
and  controlled  how  and  when  the 
medications  were  given  out.  This 
was  easy  to  do  because  I was  the 
players'  primary  care  physician 


and  took  care  of  all  their  day-to- 
day  health  needs.  I knew  all  the 
meds  that  were  prescribed  for  pain 
and  the  health  of  the  players  was 
under  constant  scrutiny. 

Today,  with  multiple  doctors 
and  specialists,  in  addition  to  train- 
ers caring  for  the  players,  it  be- 
comes much  more  difficult  to  regu- 
late the  medications.  Players  can 
approach  a series  of  physicians  for 
medications  who  may  be  unaware 
that  the  player  is  also  receiving 
drugs  from  other  doctors.  Players 
with  a potential  addiction  problem 
may  go  unnoticed  for  a longer  pe- 
riod simply  because  they  are  see- 
ing a multitude  of  caregivers. 

I also  believe  that  these  types  of 
prescription  pain  relievers,  which 
are  highly  addictive,  are  much 


easier  to  obtain  on  the  street  than 
in  the  days  when  I was  with  the 
team.  If  players  fear  their  doctors 
will  find  out  they  have  a problem, 
they  can  get  the  drugs  elsewhere. 

Finally,  I think  we  have  to  look 
at  the  fact  that  the  players  are  sus- 
taining ongoing  injuries  and  are  ex- 
pected to  play  with  many  of  them. 
Quarterbacks,  in  particular,  are  es- 
pecially vulnerable  to  potential 
pain-killer  addiction;  they  take 
beatings  in  every  game.  They're 
often  in  constant  pain  — from  one 
game  to  the  next.  Perhaps  this  is 
where  our  attention  should  be  fo- 
cused when  the  issue  surfaces,  as 
it  did  with  Brett  Favre,  of  profes- 
sional athletes  developing  sub- 
stance abuse  problems. 


Pain  medications  and  addiction 


Michael  Miller,  MD,  Madison 

Fortitude,  dedication  and  a 
willingness  to  make  personal 
sacrifices  for  the  good  of  the  team, 
are  considered  positive  attributes 
of  athletes.  Thus,  it  is  considered 
virtuous  when  an  athlete  is  willing 
to  "play  with  pain."  The  idea  is  that 


bumps  and  scrapes  are  considered 
a natural  part  of  most  athletic  en- 
deavors, and  injuries  of  one  sort  or 
another  should  not  be  used  by  the 
sports  participant  as  an  excuse  for 
not  "giving  one's  all"  in  the  name 
of  the  team.  This  sort  of  orientation 


can  produce  a number  of  internal 
conflicts  for  athletes,  coaches,  train- 
ers, and  team  physicians.  There  is 
the  overall  goal  of  assisting  the  ath- 
lete to  "get  back  in  action"  as  soon 
as  possible  after  an  injury,  but  con- 
tinuing to  play  with  a legitimate 
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injury  can  interfere  with  healing. 
Premature  return  from  a post-in- 
jury rehabilitation  program  can 
cause  not  only  exacerbation  of  the 
original  injury  and  interference 
with  the  player's  ability  to  return 
to  a contributing  role  with  the 
team,  it  can  also  contribute  to  a life- 
long functional  impairment  due  to 
improper  healing. 

Sports  medicine  interventions 
to  provide  analgesic  relief  to  an 
athlete  who  is  injured,  are  part  and 
parcel  of  the  physician's  armamen- 
tarium. Nonsteroidal  inflamma- 
tory agents  can  provide  the  addi- 
tional benefits  of  reduction  of 
swelling  in  addition  to  reduction 
of  pain.  But  still,  opiate  analgesics 
are  extremely  effective  in  what 
pain  medicine  physicians  refer  to 
as  a desirable  "antinocieptive"  ef- 
fect. 

Physicians  who  authorize  the 
use  of  opiate  analgesics,  in  sports 
medicine  settings  and  in  general 
medical  settings,  often  have  in  the 
back  of  their  minds  the  potential 
for  addiction  to  develop  when  such 
agents  are  used  by  a patient.  Pa- 
tients with  chronic  pain  often  de- 
velop tolerance  and  often  exhibit 
dosage  escalation  in  order  to  re- 
ceive desired  therapeutic  results. 

It  is  important  for  physicians  to 
appreciate  the  scientific  knowledge 
of  the  development  of  addictive 
diseases,  which  are  quite  well  un- 
derstood these  days.  It  is  an  ex- 
tremely important  medical  condi- 
tion, but  one  that  is  significantly 
under-diagnosed  by  physicians. 

Factors  that  influence  the  onset 
and  progression  of  addiction  in- 
clude: "agent"  factors  (characters 
of  addictive  drugs  and  their  ef- 


Dr  Miller,  Medical  Director  of  Meriter 
Hospital's  NewStart  Alcohol/Drug 
Treatment  Program,  is  chair  of  the  SMS 
Commission  on  Addictive  Diseases 
and  the  Addiction  Psychiatry  Commit- 
tee, Wisconsin  Psychiatric  Association. 
He  is  Assistant  Clinical  Professor,  Uni- 
versity of  Wisconsin  Medical  School. 


fects),  "host"  factors  (genetic  or 
psychologic  potentialities  within 
patients)  and  "environmental"  fac- 
tors. 

Drug  availability  is  one  of  the  in- 
fluencing "environmental"  factors 
of  drug  addiction.  Repeated  expo- 
sure to  addicting  substances, 
whether  in  sociocultural  or  occu- 
pational settings,  when  combined 
with  existing  patient  factors,  can 
lead  to  an  increase  in  dependence. 
Obviously,  professional  athletes 
who  experience  frequent  injuries 
experience  increased  exposure  to 
opiate  supplies. 

Certainly,  athletes  may  encoun- 
ter painful  consequences  to  their 
sports  activities.  Non-pharmaco- 
logical  approaches,  such  as  physi- 
cal therapy  and  the  like,  are  of 
course  utilized  to  maintain  range 
of  motion  and  overall  function. 
Non-opiate  pharmacologic  ap- 
proaches, such  as  non-steroidal  in- 
flammatory agents,  are  the  first  line 
approaches  to  most  of  these  con- 
ditions. Opiates  can  be  used,  and 
will  be  effective  for  acute  physical 
pain,  but  a time  limited  strategy 
might  well  be  employed,  with  a 
clear  "exit  strategy"  --  akin  to  the 
way  physicians  have  discontinued 
strategies  in  mind  when  they  ini- 
tiate steroid  therapy  for  one  reason 
or  another. 

If  an  athlete  has  a chronic  pain 
condition,  that  athlete  is  entitled  to 
the  same  chronic  pain  manage- 
ment strategies  as  any  patient.  The 
prescribing  decisions  of  physicians 
must  be  reached  after  considering 
the  various  factors  that  contribute 
to  the  "addiction  potential"  of  the 
individual.  Treatment  that  includes 
opiates  should  be  used  where  in- 
dicated. If  a history  of  addictive 
disease  is  present,  use  of  opiates 
can  be  particularly  complex,  but 
opiates  are  not  absolutely  contrain- 
dicated. Total  supplies  provided 
must  be  small,  the  revisits  frequent, 
the  monitoring  of  "loss  of  control" 
phenomena  must  be  close,  and  dia- 
logue with  the  patient  must  be  ex- 
tensive and  regular.  ❖ 


NFL's  Substance 
Abuse  Program 

The  NFL's  Substance  Abuse 
Program  encourages  players 
with  drug  problems  to  seek 
help  voluntarily.  If  players 
enter  the  program  on  their 
own,  not  as  a result  of  positive 
drug  tests,  arrest  for  drug-re- 
lated violation  of  the  law,  or  re- 
ferral by  the  team's  medical 
staff,  they  will  not  suffer  disci- 
plinary action. 

Players  who  request  help 
are  categorized  Stage  One, 
which  involves  evaluation  and 
treatment.  Once  a treatment 
plan  is  established  and  under- 
way, either  on  an  inpatient  or 
outpatient  basis,  the  league 
will  continue  monitoring  the 
player.  For  two  years,  the 
player  will: 

• be  given  monthly  drug 
tests; 

• only  be  subject  to  discipline 
if  he  tests  positive  for  ille- 
gal substances  (street  drugs) 
during  the  league's  manda- 
tory preseason  test. 
Following  rehabilitation, 

known  as  Stage  Two  of  the 
NFL's  program,  the  player 
will: 

• be  subject  to  a fine  of  four 
game's  pay  (almost  one- 
quarter  of  his  salary)  if  he 
tests  positive  or  displays  ab- 
normal conduct. 

The  NFL's  substance  abuse 
program  follows  guidelines  es- 
tablished with  the  help  of  the 
NFL  Players  Association,  and 
allows  for  confidentiality  of 
treatment.  Favre,  for  instance, 
entered  the  program  by  con- 
tacting NFL  officials  directly 
instead  of  going  through  his 
coach  or  the  team.  The 
program's  policy  states  that 
names  of  self-referred  players 
are  kept  confidential. 
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Letter  to  the  editor 

Rarity  of  FLP  should  be  noted 


To  the  Editor:  Re:  Korducki, 
SA  Acute  fatty  liver  of  preg- 
nancy. Wi  Med  ) 95(3):  163-1 64, 1966. 
Fatty  liver  of  pregnancy  (FLP)  is  a 
fortunately  rare  severe  complica- 
tion of  pregnancy. 

It  is  important  to  recognize  that 
FLP  has  been  recognized  as  a com- 
plication of  fetal  long-chain  3-hy- 
dro xy-acylCoA  dehydrogenase  de- 
ficiency (LCHAD  deficiency).  This 
inborn  error  of  metabolism  can  re- 
sult in  death  in  infancy  due  to  fatty 
infiltration  of  vital  organs  and 
Reyes-like  illness  with  hypoglyce- 
mia and  encephalopathy. 
Schoeman,  et  al.1  first  recognized 
that  mothers  carrying  an  affected 
infant  are  at  risk  to  develop  FLP. 
Subsequent  communication  with 
the  authors  indicates  that  in  11  at 
risk  pregnancies,  FLP  occurred  in 
pregnancies  with  affected  babies, 
but  not  with  normal  babies. 

They  also  recognized  that  FLP 
could  occur  again  in  these  moth- 
ers (usually  recurrence  is  not  an 
issue).  The  problem  seemed  to  be 
related  to  some  fetal  factor,  such  as 
production  of  a toxic  metabolite 


(such  as  omega-hydroxy  fatty  ac- 
ids) or  secondary  maternal  car- 
nitine deficiency.  The  exact  mecha- 
nism has  not  been  elucidated  at 
present. 

Mother's  status  as  a carrier 
seems  not  to  be  an  issue,  as  only  in 
pregnancies  with  an  affected  baby 
will  the  mothers  develop  FLP. 
Identification  of  an  affected  infant 
may  allow  for  dietary  intervention, 
although  the  efficacy  of  interven- 
tion is  as  yet  unproven.  Diagnosis 
in  the  infant  can  be  made  by  ab- 
normal quantitative  organic  acid 
analysis  and  confirmed  by  skin  fi- 
broblast analysis. 

In  conclusion,  FLP  is  a rare  com- 
plication of  pregnancy  that  is 
caused  in  some  cases  by  an  inborn 
error  of  metabolism  in  the  infant. 

—Marc  S.  Williams,  MD,  FAAP 
Gundersen-Lutheran  Medical 
Center,  LaCrosse 

’Schoeman  MN,  Batey  RG,  Wilcken  B. 
Recurrent  acute  fatty  liver  of  preg- 
nancy associated  with  a fatty-acid  oxi- 
dation defect  in  the  offspring. 
Gastroenterol  100:544-548, 1991. 


Reply  to  the  letter  by 
Marc  S.  Williams,  MD 

I am  most  grateful  to  Dr  Marc  Wil- 
liams for  his  review  of  the  article 
summarized  in  his  letter.  This  most 
interesting  case  summary  reveals 
the  grave  pediatric  complications 
occurring  in  a mother  with  clinical 
fatty  liver  of  pregnancy.  We  hope 
that  the  studies  described  will  con- 
tribute toward  the  discovery  of  the 
etiology  of  this  maternal  complica- 
tion of  pregnancy. 

The  Maternal  Mortality 
Commission's  intent  in  offering 
our  article  is  to  keep  alive  an 
awareness  of,  and  to  encourage 
further  interest  in  diseases  affect- 
ing maternal  mortality.  Dr  Will- 
iams' letter  fulfills  this  goal  and  for 
this  we  thank  him. 

—Stanley  A.  Korducki,  MD 
Maternal  Mortality  Commission 
Milwaukee*:* 


Note:  Letters  to  the  editor 
may  be  edited  for  length,  clar- 
ity and  grammar. 
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-Focus  on  sports  medicine 


Hometown  sports  medicine:  Teamwork  in  action 


David  J.  Kuester,  MD,  Manitowoc 

Pretty  typical  for  much  of  ru- 
ral Wisconsin,  Manitowoc 
County  has  an  active  high  school, 
junior  college  and  semi-pro  sports 
environment.  With  television  tout- 
ing medical  miracles  returning  in- 
jured sports  professionals  to  play 
seemingly  immediately,  local  ath- 
letes are  increasingly  expecting 
similar  wonders  on  their  sidelines. 

Forging  a sports  program  on  a 
shoestring  here  in  the  hinterlands 
is  indeed  possible  --  and  a reward- 
ing enterprise  for  all  involved. 

Care  of  any  athlete  is  a team  ef- 
fort and  includes  the  team  physi- 
cian, the  coach  and  the  athletic 
trainer.  When  it  comes  to  training 
problems  or  injuries,  it's  often  the 
team  physician  who  needs  to  open 
the  lines  of  communication  to  en- 
hance cooperation  and  help  resolve 


David  J.  Kuester,  MD,  is  an  orthopaedic 
surgeon  at  Orthopaedic  Associates  of 
Manitowoc  and  is  on  the  medical  staffs 
of  Holy  Family  Memorial  Medical  Cen- 
ter and  Two  Rivers  Community  Hos- 
pital. He  studied  at  the  University  of 
Wisconsin-Madison  and  Columbia 
University  College  of  Physicians  and 
Surgeons  in  New  York  City.  He  com- 
pleted his  orthopaedic  training  at  the 
Campbell  Clinic  in  Memphis,  TN  and 
a sports  medicine  fellowship  at  Duke 
University  which  included  care  of  the 
US  Olympic  baseball  and  soccer 
squads. 
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Silver  Lake  College  basketball  player  Kathy  Crandall  suffered  a recent  ankle  injury. 
Athletic  Trainer  David  J.  Hartberg,  Holy  Family  Memorial  Medical  Center  super- 
vises her  rehab  with  Dr.  Kuester  (middle). 


conflicts  among  the  athlete  and 
members  of  the  team. 

What  does  it  take  to  be  the 
hometown  team  physician? 
Mostly  a genuine  interest  in  the 


games  and  the  players.  But,  also, 
a fairly  simple  but  well-coordi- 
nated game  plan  and  network  of 
support. 

Continued  on  next  page 
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Medications 

ammonia  inhalants 
syringe  with  1:1,000  epinephrine 
2-cc  vials  of  injectable  diazepam,  5mg/mL 
50-cc  vials  of  injectable  diphenhydramine 
25mg  diphenhydramine  tablets 
50-cc  vials  of  injectable  meperidine 
isoproterenol  vial  (lOmg  sublineual 
syringes:  3,10,20,60-cc 
needles:  16, 19,22, 25-gau 
intracatheters:  16,18-gau0^ 
alcohol  pads 

double-strength  trimethoprim-sulfamethoxazole 
tablets 

lOOmg  phenazopyrdine  tablets 
lOOmg  flurbiprofen  tablets 
500mg  chlorzoxazone  tablets 
acetaminophen  tablets-w/  and  w/o  codeine 
diphenoxylate-atropine  tablets 
neomycine  sulfate-polymyxin  6 sulfate  ointment 
tube  of  lubricant 
aerobic /anaerobic  culture  tubes 
250mg  penicillin  V potassium  tablets 
250mg  cephalexin  tablets 
250mg  erythromycin  tablets 
lOOmg  trimethobenzamide  tablets 
antacid  tablets 
2%  ketoconazole  ointment 
.05%  fluocinonide  cream 
intravenous  tubing  set 
500cc  bag  or  lactated  Ringer's  solution 
.4mg  sublingual  nitroglycerine  tablets 
dextrose-50  ampule 
20mg  ampule  of  injectable  furosemide 
5-cc  vial  dexamethasone  sodium  phosphate,  4mg/ mL 
1-cc  vial  atropine  sulfate,  4mg/ mL 
5-cc  vial  dopamine,  4mg/mL 
viscus  lidocaine  1:1,000  for  endotracheal  tube  use 

V 


lmg  lorazepam  tablets 
otic  Demeboro  ear  drops 
ethyl  chloride  spray 

Diagnostic  Equipment 

stethoscope 

otoscope/ophthalmoscope 
tongue  blades 
cotton-tipped  applicators 
percussion  hammer 
sphygmometer 
disposable  oral  thermometers 
disposable  penlight 

Emergency  Airway  Equipment 

paper  bag  (rebreather) 
bite  block 
oral  airways 
nasal  airways 

endotracheal  tubes  with  inflatable  cuff 
laryngoscope  with  straight  and  curved  blades 
Ambu  bag  with  face  mask  and  attachment  for 
endotracheal  tube 
rubber  tourniquet 

Miscellaneous 

petroleum 

instant  heat/ice  packs 
moleskin 
Xeroform  gauze 
safety  pins 

Chem-stick  for  glucose  measurements 
dipstick  kits  for  urine  samples 
Vacutainer  kit  for  blood  samples 
No.  16  nasogastric  tube 
multipurpose  pocket  knife 
superglue 

J 


Contents  of  a Sidelines  Medical  Bag 


(See  also  page  358) 


Continued  from  previous  page 

Planning  team  support:  "Hey,  doc, 
when  can  I play?" 

Manitowoc  County  is  a pretty  typi- 
cal rural  Wisconsin  community. 
Last  year  the  Skunks,  a semi-pro 
baseball  team  made  their  debut  in 
town  under  the  lights.  Roncalli 
High  School  Girls'  basketball  team 
made  it  to  the  finals  at  state  tour- 
ney. Lincoln  and  Roncalli  High 
School  football  teams  both  had 
their  best  seasons  yet  and  Lutheran 


played  for  the  state  championship. 

Silver  Lake  College's  basketball 
team  went  to  the  national  small 
college  tournament.  Plus,  there  are 
also  active  track,  volleyball,  gym- 
nastics and  baseball  squads  along 
with  recreational  soccer  and 
hockey,  and  more. 

Traditionally,  local  athletic  inju- 
ries were  handled  through  the 
emergency  room.  Local  football 
games  were  covered  by  a physi- 
cian, but  the  system  lacked  conti- 
nuity. Holy  Family  Memorial 


Critical  Hardware  for  the 
Team  Physician: 

Athletic  trainers  who  follow 
the  team  regularly 
Nearby  ER  support 
Rehab  facilities  for  followup 

Elements  of  Sports 
Medicine  Program: 

Pre-participation  physicals 
Preseason  training  programs 
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Medical  Center  established  a 
sports  medicine  group  of  certified 
athletic  trainers  to  cover  games  and 
practices  for  local  schools. 

With  good  emergency  and  reha- 
bilitation services  available,  the  key 
elements  to  support  a sports  medi- 
cine system  were  in  place. 

Setting  up  the  system:  "No,  coach, 
she  can't  run  in  that  cast." 

With  support  "hardware"  in  place, 
organizing  the  systems  to  follow 
local  athletes  effectively  and  effi- 
ciently is  fairly  simple,  if  time-con- 
suming at  the  outset. 

Here's  an  outline  of  key  ele- 
ments to  operate  your  support  sys- 
tem. Of  paramount  importance  is 
preventing  injury. 

Pre-participation  physicals, 
though  not  a substitute  for  compre- 
hensive health  screening,  can  iden- 
tify potential  problems  before  they 
occur.  Then  athletic  trainers  can 
help  direct  conditioning  and 
strengthening  to  help  prevent  in- 
jury. Exams  should  evaluate  car- 
diovascular fitness,  predisposition 
for  injury,  pre-existing  injuries  and 
log  all  of  this  into  a team  database. 
We've  been  developing  a station  by 
station  exam  for  strenth,  size,  flex- 
ibility, ligament  laxity  and  instabil- 
ity, fat  content  and  health  history. 

Preseason  conditioning  programs, 
coordinated  primarily  by  athletic 
trainers  and  coaching  staff,  prom- 
ise to  not  only  improve  team  per- 
formance but  also  reduce  injuries 
so  common  early  in  the  season. 
Pertinent  to  individual  sports,  pro- 
grams should  be  integrated  to  im- 
prove agility,  power,  speed,  endur- 
ance, strength  and  flexibility  while 
avoiding  over-training.  Educating 
athletes  about  staying  in  shape  as 
well  as  getting  back  into  shape  is  a 
critical  aspect  of  team  care  with  sig- 
nificant ramifications  on  injury 
prevention. 

Clinics  for  coaching  staff  are  a 
great  vehicle  for  keeping  commu- 


Olympic wrestling  hopeful  Rodnei/  Figueroa  is  examined  by  Dr.  Kuester  after  experienc- 
ing knee  pain  in  a recent  practice  session. 


Lincoln  High  School  catcher  Sean  Thomas  gets  a once-over  on  the  field  by  Dr.  Kuester 
(left)  and  Athletic  Trainer  David  J.  Hartberg. 


nications  among  the  support  team 
open.  Good  clinic  topics  are  con- 
ditioning, bracing,  taping  tech- 
niques and  protective  equipment. 
We  also  make  a point  to  visit  each 
school's  training  facilities. 

It's  easy  for  adversarial  roles  to 
develop  about  the  seriousness  of 


injuries  and  return  to  play  issues. 
It's  important  to  have  established 
protocols  concerning  return  to  play 
after  typical  injuries  and  that 
coaching  staff  and  trainers  under- 
stand these. 

Continued  on  next  page 
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Injury-Specific  Equipment 


Eye  Materials 

erythromycin  eye  ointment 
15-cc  bottle  sulfacetamide  sodium 
eye  drops 

1-cc  vial  1%  prednisolone  acetate 
ophthalmic  solution 
Floro-Eye-Strips 
eye  patches 
mirror 

250-cc  bag  .09%  sodium  chloride 

Suturing  and  Wound  Equipment 

needle  holder 

hemostats 

forceps 

suture  scissors 
No.  15  scalpel  handle 
Allis  clamps 
suture  material 
povidone-iodine  solution 
20-cc  vial  1%  lidocaine 
(without  epinephrine) 


10-cc  vial  .5%  bupivacaine 
sterile  gloves 
disposable  sterile  field 
tincture  of  benzoin  swabs 

Bandages  and  Splints 

bandaids,  standard  and  large 
gauze  sponges 
kling  gauze 
Kerlix 

elastic  bandages 
plaster  and  cast  padding 
shoulder  sling 
adhesive  tape 
bandage  scissors 
Elastoplast 
surgical  tape 
abdominal  pads 
Tegaderm 
op  site 


Continued  from  previous  page 

Practice  coverage  by  athletic  train- 
ers is  a tremendous  component  of 
our  system  and  ties  closely  to  sup- 
port from  coaching  staff.  For  the 
team  physician,  the  athletic  train- 
ing staff  is  a daily  liaison  with  the 
athletes.  As  more  and  more  pro- 
grams utilize  certified  athletic 
trainers,  the  effectiveness  of  the 
team  physician  is  proportionately 
greater.  Problems  get  a quick  re- 
ferral to  the  player's  physician  for 
quick  evaluation  and  treatment. 

We  also  run  a Saturday  morn- 
ing training  room,  supervised  by 
athletic  trainers  and  attended/at 
least  briefly,  by  the  team  physician. 
This  assures  injuries  are  followed 
and  minor  ailments  (and  Friday 
night  football  injuries)  get  a 
prompt  look-see. 

Interestingly,  most  injuries  seem 
to  happen  in  practice.  Recently  col- 
lected football  data  indicates 
nearly  four  of  ten  varsity  high 
school  football  players  were  in- 
jured during  the  '95  season.  81% 
were  "minor"  (player  was  re- 
moved from  game  or  practice  but 


was  back  in  action  in  seven  days) 
and  61%  of  these  occurred  at  prac- 
tice.1 

Game  coverage.  Everyone  hates  to 
see  someone  go  down  on  the  field. 
One  of  our  biggest  dilemmas  was 
figuring  out  what  we  needed  to 
have  on  hand  on  the  sidelines.  A 
well-equipped  medical  bag,  avail- 
able paramedical  and  hospital  sup- 
port and  mobile  or  on-site  phone 
communications  are  essential  on 
the  sidelines  of  a game.2-6  (See 
boxes,  pages  334  and  above).  Com- 
munications between  team  physi- 
cian, ambulances  and  hospital 
emergency  room  should  be  ar- 
ranged prior  to  competition. 

As  the  team  physician  at  the 
game,  it's  important  to  stay  closely 
involved,  including  observation  of 
activity  away  from  the  ball.  The 
mechanism  of  an  injury  can  aid  di- 
agnosis. 

Deep  wounds,  injuries  that  re- 
quire x-rays  and  any  loss  of  con- 
sciousness require  prompt  referral 
to  a hospital.  Carefully  follow  the 
ABC's  of  resuscitation  (airway, 
breathing,  circulation).  Closely 


Heavy  Equipment  Bag 

bolt  cutter,  double  action 
blankets 
small  sandbags 
adjustable  length  crutches 
splints  — upper  and  lower 
extremity 

rubberized  elastic  bands 
knee  immobilizer 
shoulder  immobilizer/sling 
cervical  collars,  Philadelphia 
medium  and  large 
stretcher 
backboard 

access  to  ice  with  small  bags  for 
containers 


supervise  any  on-field  splinting  or 
spine  stabilization.  Once  assessed, 
an  injured  athlete  can  be  carefully 
moved  to  the  sidelines  for  a thor- 
ough evaluation.6  Followup  care 
for  minor  injuries  can  be  arranged 
after  the  event.  It's  important  that 
an  injury  summary  form  accom- 
pany any  athlete  referred  to  his/ 
her  local  physician  for  continuing 
care. 

Rehabilitation  of  injuries  is  best 
started  as  soon  as  possible  with 
appropriate  care.  As  team  physi- 
cian, even  if  you're  not  directing 
this  care,  it's  important  to  follow 
progress.  Often  you  can  aid  com- 
munication among  the  rest  of  the 
support  team,  providing  you  stay 
abreast  of  the  injured  athlete's  sta- 
tus, and  you'll  be  better  able  to  su- 
pervise the  athlete  in  the  future. 

So,  as  physician, 
what's  in  in  for  you? 

If  you  have  any  interest  in  sports, 
serving  as  team  physician  can  be  a 
great  outlet.  The  enthusiasm  and 
fun  of  team  play  is  contagious. 
And,  if  you  don't  step  forward, 
many  teams  won't  be  able  to  find 
or  recruit  consistent  care.  There's 
a lot  of  satisfaction  in  providing 
this  service  to  your  community. 

If  you're  building  a practice,  this 
is  a great  networking  opportunity. 
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Not  only  have  you  an  opportunity 
to  demonstrate  quality  of  care,  but 
your  presence  on  the  sidelines  can 
gain  some  introductions. 

Mostly,  this  is  an  opportunity  to 
promote  training,  conditioning, 
injury  prevention  and  good  health 
in  young  people  and  families  who 
are  probably  the  heartland  of  your 
practice. 
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THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


612-854-8489 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 
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Third  in  a Senes:  Better  by  Association 


us  America  the  restless.  A nation  of  explorers,  troubleshooters, 
inventors.  Moved  from  within  to  make  things  better.  Driven  to  get  out  of  the  box. 
To  innovate. 

It's  innovation  that  fuels  America's  never-ending  quest  for  new  solutions.  How 
else  could  we  keep  finding  new  ways  to  define  and  build  markets  that  didn't  even 
exist  five  years  ago?  Capture  economic  advantage  for  whole  regions  and  indus- 
tries? Bring  new  creativity  and  momentum  to  human  and  social  service  systems 
facing  unprecedented  changes? 

And  it's  America's  associations  that  fuel  the  innovation  we  need  today.  By  creat- 
ing opportunities  for  individuals,  businesses  and  industries  to  share  knowledge, 
manage  change  and  envision  new  solutions,  associations  keep  America  focused 
on  a brighter  future — and  how  to  get  there. 

How  are  we  encouraging  innovation  by  association  in  America  today ? 


We’re  creating  tomorrow's  markets. 


We're  creating  protocols  that  guide  online  communications  and  commerce 
throughout  the  world.  Using  the  Internet  to  link  biotechnology  researchers  with 
3-dimensional  DNA  images.  Promoting  research  in  computer  graphics,  visual- 
ization and  virtual  reality  and  probing  their  applications  for  science,  engineering, 
business  and  the  arts. 


We're  creating  new  models  for  performance  today. 


We're  helping  America’s  printing  industry  reinvent  itself  with  cutting-edge 
technologies  and  innovative  management  tools.  Investing  in  improved  automa- 
tion, telecommunications  and  distribution  systems  that  will  help  the  nation's 
rural  electric  utilities  better  serve  their  customers  in  the  future. 


We're  unleashing  innovations  in  human  service. 


We're  helping  to  unclog  America's  court  systems  by  creating  alternative  ways  to 
resolve  legal  and  civil  matters.  Training  physicians  to  identify  and  intervene  in 
spousal  abuse  situations.  Developing  model  financing  strategies  to  maintain 
affordable  housing. 


America  is  a nation  of  innovators.  Always  has  been.  Associations  are  making 
sure  we  stay  that  way — and  that  we  keep  putting  new  solutions  to  work  for  an 
old  and  excellent  reason:  to  be  the  best. 


Advancing  America. 
Creating  Knowledge. 

Innovating. 

Learning. 

Ensuring  Excellence. 
Bringing  People  Together. 


i 

Associations  Advance  America 
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Primary  care  sports  medicine: 
Fitting  today's  patient  needs 


Douglas  F.  Hoffman,  MD,  Middleton 

Back  in  my  college  soccer  days, 

I sustained  an  ankle  sprain 
at  the  beginning  of  my  sophomore 
season.  The  next  day  the  team  doc- 
tor saw  me  in  the  training  room, 
confirmed  a sprain,  and  initiated 
treatment.  Several  weeks  later,  af- 
ter 1 developed  a sore  throat,  the 
same  doctor  treated  my  tonsillitis. 
And  it  was  the  same  doctor  who 
performed  my  pre-season  physical 
each  year. 

"Doc,"  as  we  knew  him,  was  a 
family  physician  who  took  care  of 
all  the  college  athletes  at  a large 
university,  with  problems  ranging 
from  non-operative  orthopedic  in- 
juries to  medical  conditions.  Doc 
was  a self-taught  primary  care 
sports  medicine  physician  who 
epitomized  the  discipline  prior  to 
the  mid  1980s. 

Since  that  time  primary  care 
sports  medicine  has  evolved  into 
a well-defined  discipline  with  over 
60  primary  care  sports  medicine 
fellowships,  a dedicated  society, 
and  a Sports  Medicine  Certificate 
of  Added  Qualification  (CAQ)  ex- 
amination. This  article  describes 
primary  care  sports  medicine's  cur- 
rent status  and  how  it  best  fits  into 
our  current  health-care  delivery 
system. 

Defining  sports  medicine 

Sports  medicine  is  anything  but  a 
new  medical  field.  Like  Doc,  count- 
less community  physicians  have 
volunteered  their  time  on  the  side- 
lines and  treated  athletes  in  the  of- 
fice for  many  years.  Primary  care 


Dr  Hoffman  is  Director  of  Sports  Medi- 
cine for  Physicians  Plus  Medical 
Group,  Madison,  WI.  Direct  reprint 
requests  to  Douglas  F.  Hoffman,  MD, 
Physicians  Plus  Medical  Group,  2521 
Allen  Blvd.,  Middleton,  WI  53562. 


physicians  have  long  recognized 
that  exercise  is  medicine  and  plays 
an  important  role  in  promoting 
wellness  and  treating  illness. 

The  American  Board  of  Medical 
Specialties  also  has  recognized  this 
important  role,  and  has  defined 
sports  medicine  as  a body  of 
knowledge  that  encompasses: 

• exercise  as  an  essential  lifelong 
healthcare  component, 

. medical  management  and  su- 
pervision of  recreational  and 
competitive  athletes  and  all  oth- 
ers who  exercise, 

• exercise  for  prevention  and 
treatment  of  disease  and  injury. 

The  evolution  begins 

With  steady  growth  over  the  past 
several  decades  in  the  number  of 
individuals  engaging  in  recre- 
ational activity  and  organized 
sports,  there  has  been  a response 
by  the  medical  community  to  bet- 
ter understand  and  address  the  di- 
verse medical,  epidemiologic,  and 
preventive  aspects  of  sports  and 
exercise.  In  the  late  1970s  and  early 
'80s,  primary  care  physicians  who 


Dougins  F.  Hoffman,  MD 

had  developed  a sports  medicine 
expertise  recognized  a need  to 
implement  an  educational  path- 
way for  medical  students  and  pri- 
mary care  residents  with  an  inter- 
est in  this  field.  Subsequently,  the 
first  primary  care  sports  medicine 
fellowships  were  formed  which 
Continued  on  next  page 


Residency 


Student  Health 
9% 


Fig  1.  Practice  setting  of  FCSM  physicians. 

*Reference  to  Practice  demographics  of  PCSM  physicians2,  A survey  ofAMSSM  mem- 
bers. 
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was  the  begginning  of  a defined 
pathway  for  primary  care  physi- 
cians to  develop  an  expertise  in 
sports  medicine. 

Since  then,  there  has  been  a 
steady  growth  in  the  number  of  fel- 
lowships as  well  as  the  implemen- 
tation of  an  accreditation  process. 
This  year  The  Physician  and  Sports 
Medicine  journal  lists  68  primary 
care  sports  medicine  fellowships.1 
Candidates  are  required  to  have 
completed  a residency  in  family 
practice,  pediatrics,  internal  medi- 
cine, emergency  medicine,  or 
physical  medicine  and  rehabilita- 
tion. 

The  term  primary  care  sports 
medicine  (PCSM)  has,  at  times, 
confused  the  medical  community, 
since  ideally  all  primary  care  phy- 
sicians incorporate  sports  medicine 
into  their  daily  practice.  Most  feel, 
however,  that  this  term  should  be 
reserved  for  those  who  have  ob- 
tained a level  of  sports  medicine 
expertise  gained  through  addi- 
tional training  beyond  the  primary 
care  residency.  The  formation  of  a 
medical  society  for  PCSM  physi- 
cians, The  American  Medical  Soci- 
ety for  Sports  Medicine  (AMSSM), 
as  well  as  the  availability  of  a 


% 


50 


5 - 20%  25  - 50%  55  - 99% 


a + Fellowship 
□ - Fellowship 


% Sports  Medicine 

Fig  2.  The  percentage  of  practice  that  is  PCSM. 

*Reference  to  Practice  demographics  of  PCSM  physicians2,  A survey  of  AMSSM  mem- 
bers. 


Sports  Medicine  CAQ  has  better 
defined  the  areas  of  expertise  (see 
box  page  341 ).  This  distinction  isn't 
meant  to  exclude  or  discourage 
primary  care  physicians  from  prac- 
ticing sports  medicine.  In  fact,  a 
common  goal  among  PCSM  phy- 
sicians is  to  encourage  and  support 
the  practice  of  sports  medicine 
within  the  primary  care  setting. 

While  the  PCSM  field  becomes 
better  defined,  the  practice  demo- 
graphics of  PCSM  physicians  re- 
main quite  diverse  (see  fig  1,  2 and 


the  box  below).  The  majority  of 
PCSM  physicians  continue  practic- 
ing their  primary  care  specialty,  the 
most  common  of  which  is  family 
practice.  Most  physicians  in  prac- 
tice for  less  than  5 years  have  com- 
pleted a PCSM  fellowship.  A large 
percentage  of  PCSM  physicians 
have  a faculty  appointment  and  are 
involved  in  teaching  medical  stu- 
dents, residents,  or  fellows.  Team 
physician  responsibilities  are 
nearly  universal,  most  commonly 
at  the  high  school  level. 


Practice  demographics  of  PCSM  physicians2 
A survey  of  AMSSM  members 


Primary  Specialty 


Family  Practice 

69% 

Pediatrics 

8% 

Internal  Medicine 

10% 

PMR 

7% 

Emergency  Medicine 

2% 

Miscellaneous 

4% 

Completed  a fellowship 
Total  49% 

Those  in  practice 
< 5 years  88% 


A need  for  PCSM  educators 

The  role  of  PCSM  physicians  as 
educators  can't  be  overstated.  Be- 
cause the  practice  is  dominated  by 
musculoskeletal  injuries,  PCSM 
physicians  have  developed  exper- 
tise in  the  management  of  non-op- 
erative musculoskeletal  problems. 
Although  musculoskeletal  prob- 
lems comprise  one  of  the  most 
common  types  of  office  visits  in  the 
family  practice  setting,  there's  little 
formal  training  devoted  to  this  area 
in  most  primary  care  curricula.3 
Family  practice  residencies  require 
only  the  equivalent  of  a one-month 
orthopedics  rotation,  while  inter- 
nal medicine  and  pediatric  pro- 
grams have  no  musculoskeletal  re- 
quirement. Most  medical  schools 


Teaching  responsibilities  Team  physician  responsibilities  93% 


Faculty  appointment 

74% 

High  school 

69% 

Teach  medical  students  52% 

NCAA  Div  I 

25% 

Teach  residents 

58% 

NCAA  Div  II  & III 

Teach  PCSM  fellows 

25% 

and  NAIA 

18% 
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Areas  of  Expertise 

Primary  care  sport's 
medicine  physicians 

• Non-operative  muscu- 
loskeletal problems 

• Acute  and  chronic  illness 
in  athletes 

. Exercise  as  treatment  of 
medical  problems 

. Exercise  to  promote 
wellness 

• The  team  physician 

. Athletic  event 

administration 

. Pre-participation 
physical 

• Epidemiology  of  sports 
injuries  and  injury 
prevention 

• Exercise  in  special  groups 
- elderly,  children, 
women,  pregnancy, 
disabled  athlete,  Down's 
syndrome 

• Issues  of  performance 
enhancement  in  the 
athlete 

• Recreational  drug  use  in 
the  athlete 

• Exercise  physiology 

• Environmental  stresses  to 
the  athlete 

• Nutrition 


and  primary  care  residencies  now 
offer  PCSM  electives  although  few 
consider  it  a requirement. 

Unique  blend  of  skills 

Primary  care  sports  medicine  will 
play  an  even  greater  role  in  future 
health  care  delivery  systems.  As 
managed  care  continues  to  influ- 
ence medicine's  future,  PCSM  phy- 
sicians offer  a unique  blend  of  skills 


that  promote  cost  effective  medi- 
cine. They've  taken  a lead  role  in 
initiating  injury  prevention  pro- 
grams at  all  ages  and  levels  of  com- 
petition. The  PCSM  physician  is 
skilled  in  motivating,  educating, 
and  counseling  patients  about  ex- 
ercise that  has  proven  benefits  in 
disease  prevention  and  treatment. 
PCSM  physicians  also  offer  an  al- 
ternative to  more  expensive  sub- 
specialty care  for  the  management 
of  non-operative  musculoskeletal 
problems.  PCSM  physicians  refer- 
ral rate  of  musculoskeletal  prob- 
lems to  subspecialty  care  is  one- 
half  that  of  other  family  physi- 
cians.3 Because  most  musculoskel- 
etal problems  are  managed  non- 
operatively,  better  education  in  pri- 
mary care  training  could  poten- 
tially result  in  fewer  referrals,  thus 
more  cost-effective  high  quality 
care. 

An  active  population  is  a 
healthy  population.  PCSM's  future 
lies  in  its  physicians  roles  as  edu- 
cators, researchers,  and  experts  in 
the  expanding  sports  medicine 
field,  while  maintaining  its  origins 
in  compassionate,  comprehensive 
primary  care. 
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American  Heart 
Association^1 

Fighting  Heart  Disease 
and  Stroke 


He’s  got  a 
pacemaker. 

She’s  got  a 
grandfather. 

Your  donations  help  give 
someone  a 
second  chance. 

He  calls  his  pacemaker 
his  “grandfather  clock!’ 
We  call  it  a medical 
miracle. Today,  thanks 
to  research  and  educa- 
tion we’re  touching 
more  hearts  and  lives 
than  ever  before. 

Please  give  generously 
to  the  American  Heart 
Association.  For  more 
information,  call  1-800- 
AHA-USA1 . 


Reprinted  with  the  permission  of  the 
Heart  and  Stroke  Foundation  of  Canada. 
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Former  Packer  doctor  sees  growing  trend  in  injuries 


Jim  Hoegemeier,  Madison 

Eugene  Brusky,  MD,  grew  up 
surrounded  by  people  who 
were  bigger  than  he  was.  The 
youngest  child  in  a large  family,  he 
followed  his  older  brother,  Sam,  to 
school  so  he  wouldn't  be  the  only 
child  at  home.  Most  of  the  children 
in  Sam's  class  were  nearly  two 
years  older  than  Eugene,  and  quite 
a bit  taller.  Nevertheless,  the  teach- 
ers allowed  Eugene  to  stay  in 
school  with  Sam  because  he  be- 
haved himself  and  seemed  to  be 
interested  in  the  subjects.  Eugene 
would  have  graduated  from  high 
school  with  Sam  except  that  a se- 
vere case  of  nephritis  forced  him 
to  repeat  his  senior  year. 

It  only  made  sense,  then,  that  he 
would  grow  into  a medical  career 
working  with  people  who  were 
bigger  than  he  was.  And  that  he 
did  — for  29  years,  from  1962-1992. 
It  was  during  this  period  that  Eu- 
gene Brusky  acted  as  the  team  phy- 
sician for  the  Green  Bay  Packers. 

After  serving  in  World  War  II 
and  graduating  from  Marquette 
University  Medical  School,  Dr 
Brusky  arrived  in  Green  Bay  to  join 
his  older  brother,  Alvin,  in  general 
practice.  Dr  Brusky  was  a found- 
ing member  of  the  West  Side  Clinic, 
one  of  the  first  clinics  in  growing 
Green  Bay  located  outside  of  the 
downtown  area. 

On  a hot  summer  day  in  1962, 
one  of  Brusky's  clinic  colleagues. 
Mason  LeTellier,  MD,  was  golfing 
with  the  new  and  then  unknown 
coach  of  the  Packers,  Vince 
Lombardi.  The  coach  told  LeTellier 
of  the  frustrations  he  was  having 


Jim  Hoegemeier  is  COO  of  Lakeside 
Association  Services,  a wholly-owned 
subsidiary  of  the  State  Medical  Society 
of  Wisconsin.  Hoegemeier  was  deliv- 
ered into  this  world  by  Dr.  Brusky  in 
1964  --  in  between  games,  of  course. 


sending  players  to  numerous  phy- 
sicians in  town.  The  coach  was 
looking  for  a physician  who  could 
"do  a little  bit  of  everything." 
LeTellier  told  Lombardi  that  both 
of  them  knew  a physician  who 
would  be  a perfect  physician  for 
the  team  — Brusky.  The  coach  soon 
called  Brusky  and  convinced  him 
to  accept  the  new  position. 

Brusky  started  with  his  tradi- 
tional black  physician's  bag  and  a 
small  examining  room  at  Lambeau 
Field.  He  worked  every  day  of  the 
football  season,  arriving  at  least 
one  hour  before  practice.  His 
medical  staff  also  included  Jim 
Nellen,  MD,  the  consulting  ortho- 
pedic surgeon,  head  athletic  trainer 
Bud  Jorgenson  and  assistant  ath- 
letic trainer  Dominic  Gentile. 

Over  the  next  three  decades, 
Brusky  developed  a particularly 
strong  working  relationship  and 
friendship  with  Gentile.  Packer 


coaches  and  players  were  confi- 
dent that  this  duo  could  handle  the 
emergent  care  for  any  injury.  One 
of  the  most  serious  injuries  Brusky 
recalls  could  have  become  more 
severe  if  not  for  the  teamwork  of 
Brusky  and  Gentile.  During  a team 
scrimmage  late  in  Brusky's  career 
with  the  Packers,  Elbert  Watts,  a 
defensive  back,  fractured  and  dis- 
located his  knee. 

"We  ran  out  on  the 
field. ..Dominic  jumped  down  and 
held  him  while  I reduced  the  frac- 
ture in  the  position  in  which  it  was 
dislocated,  which  provided  imme- 
diate relief,"  Brusky  recalled.  They 
took  him  to  the  dressing  room  and 
immediately  to  the  hospital  be- 
cause of  a concern  about  the  possi- 
bility of  injured  nerves  and  blood 
vessels.  Shortly  before  this  inci- 
dent, a University  of  Wisconsin 
player  had  to  have  an  amputation 
for  that  same  type  of  injury.  Fortu- 
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Dr  Brush / examines  then  Packer  Quarterback  Lynn  Dickey. 


nately,  Elbert  Watts  recovered  very 
well,  although  the  severity  of  the 
injury  kept  him  from  playing  foot- 
ball again. 

Increase  in  injuries 

This  type  of  injury  signified  the 
trend  of  increased  number  and  se- 
verity of  injuries  during  Brusky's 
tenure  with  the  Packers.  Earlier  in 
his  career,  Brusky  treated  many 
minor  bruises,  sprains,  dislocations 
and  fractures.  But  over  the  years, 
he  saw  an  increasing  number  of 
serious  injuries.  He  thinks  there 
are  two  primary  reasons  for  the 
trend. 

First,  artificial  turf  has  dramati- 
cally increased  the  number  of  in- 
juries, particularly  knee  injuries.  "I 
remember  Eddie  Lee  Ivory,  an  in- 
credible running  back,  who  tore 
knee  ligaments  in  two  consecutive 
years  on  the  artificial  turf  of  Sol- 
dier Field  in  Chicago,"  Brusky  said. 
Shortly  after  these  injuries,  the 
Bears  replaced  the  artificial  turf 
with  natural  grass,  which  the  play- 
ers prefer.  "That  is  the  surface  on 
which  football  was  meant  to  be 
played,"  he  added. 

The  other  reason  for  the  increase 
in  severe  injuries,  Brusky  believes, 
is  the  improved  size  and  strength 
of  the  players.  "In  the  glory  years 
of  the  Packers,  running  back  Jim 
Taylor  was  the  only  player  I can 
recall  who  followed  a regular,  year- 
round  regimen  of  lifting  weights 
and  conditioning  training,"  he 
said.  Today,  all  players  are  ex- 
pected to  follow  strict  training  pro- 
grams, which  lead  to  increased 
size,  speed  and  strength  — and, 
therefore,  more  severe  injuries. 

The  medical  staffs  of  profes- 
sional teams  have  adjusted  to  deal 
with  this  trend.  Brusky,  trained  as 
a general  practitioner,  coordinated 
all  medical  care  and  consulted  with 
specialists,  particularly  orthopedic 
surgeons,  when  necessary.  Most 
sports  teams,  the  Packers  included, 
now  have  orthopedic  surgeons 
serving  as  medical  care  coordina- 
tors. Most  teams  also  have  full- 
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time  strength  and  conditioning 
coaches,  positions  that  were  un- 
heard of  in  earlier  years. 

Players  as  patients 

One  vital  aspect  of  Brusky's  service 
to  the  Packers  was  the  rapport  he 
developed  with  the  players. 

"It  is  no  different  than  any  medi- 
cal practice,"  he  reasoned.  "If 
people  have  confidence  in  their 
physician,  they  feel  that  they  will 
automatically  become  better.  Play- 
ers will  feel  more  secure  if  they  go 
out  on  the  field  after  treatment 
from  a physician  they  trust." 

Brusky  cited  a game  in  Houston 
in  1983.  Player  Lynn  Dickey  was 
having  severe  lower  back  pain, 
which  could  only  be  relieved  by 
lying  flat  on  his  back.  And  that's 
where  he  was  when  then-coach 


Bart  Starr  walked  into  the  Hous- 
ton locker  room  and,  seeing  him  in 
the  prone  position,  questioned  his 
ability  to  play.  Brusky  explained 
that  physically,  Dickey  was  fit  for 
play,  but  he  was  afraid  the  pain 
might  prevent  him  from  concen- 
trating. Dickey  didn't  say  anything 
and  left  the  room.  Shortly  before 
the  game  though,  he  approached 
the  doctor  for  relief.  Brusky  recalls, 
"Dickey  said,  'Eugene,  there's 
some  plowing  to  do!'  I gave  him  a 
couple  of  pain  relievers  and  he 
went  out  and  threw  seventeen  con- 
secutive completions.  Whenever 
he  left  the  field,  he  had  to  lie  on  his 
back." 

Perhaps  Brusky's  most  famous 
case  was  not  an  injury,  hut  an  ill- 
ness. Offensive  lineman  Jerry 
Continued  on  next  page 
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Kramer  was  diagnosed  with  a liver 
abscess.  As  Brusky  and  Bob  Brault, 
MD,  were  operating  to  repair  the 
abscess,  they  found  a large  splin- 
ter, which  Kramer  played  with  all 
through  college  and  half  of  his  pro- 
fessional career.  Brusky  recalls  that 
"it  was  a pretty  good  sized  chunk 
of  wood  stuck  down  in  the  groin 
area.  I think  it  is  still  in  the  Hall  of 
Fame  in  Canton." 

Complaints  for  all  seasons 

Brusky  was  not  immune  to  the 
various  pressures  facing  all  physi- 
cians. At  the  end  of  each  season, 
the  team  would  handle  any  medi- 
cal grievance  complaints  from 
players  brought  against  the  ball 
club.  There  was  a meeting  with  the 
player's  attorney,  the  team 
doctor's  attorney  and  the  doctor. 

"I  don't  know  how  many  of 
those  we  would  have  at  the  end  of 
every  season,"  he  said.  A media- 
tor determined  if  the  grievance 
complaints  had  merit  and,  if  so, 
determined  compensation. 

Hall  of  Fame  Physician 

During  most  of  his  tenure  with  the 
Packers,  Brusky  found  the  time  to 
maintain  his  own  busy  practice, 
spend  time  with  his  family  and 
play  some  golf.  His  work  ethic,  the 
support  of  his  physician  colleagues 
and  a loving  family  helped  him 
through  many  busy  and  trying 
times,  he  said. 

"It  was  an  interesting  29  years. 
Many,  many  bus  rides,  plane  trips 
and  hotels.  Incredible  football 
games.  Many  interesting  person- 
alities. It  was  fun." 

Although  he  grew  up  and 
worked  with  people  who  were 
physically  larger  than  he  was,  Eu- 
gene Brusky  has  left  a larger-than- 
life  legacyof  his  own,  in  an  organi- 
zation built  on  legends.  In  1987, 
he  was  inducted  into  the  Green  Bay 
Packer  Hall  of  Fame.*:* 


Dr  Brusky  examines  wide  receiver,  Walter  Stanley 


Dr  Brusky  receiving  bronze  medical  bag  as  part  of  Hall  of 
Fame  induction  ceremony. 
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Going  to  bat  for  sports  medicine  in  Wisconsin 

Four  Wisconsin  physicians  and  collegues  relate  their  experiences  as  team  physicians  for 
the  Milwaukee  Brewers. 

Frank  Bialek,  Milwaukee 

Ian  Gilson,  MD 
Internist 


Ian  Gilson,  MD  walks  into  the  Brewers  dugout  in  1979  after  the  collision  at 
the  plate  with  umpire  Lou  DiMuro. 


'Hey,  you  a doctor?' 

"It  was  1977,  my  first  full  year 
of  private  medical  practice  and 
there  I was  in  a major  league  locker 
room  with  Fergie  Jenkins  and  Jim 
Rice.  They  were  heroes  to  me.  Jim 
Rice  looks  at  me  and  says,  "Hey, 
you  a doctor?  You  look  like  a teen- 
ager." At  that  moment  I felt  like 
one,"  Ian  Gilson,  MD,  remembers. 

Dr  Gilson,  a Chicago  native, 
practices  internal  medicine  today 
at  the  New  Towne  Medical  Group. 
In  the  1980's  he  was  a partner  of 
Sanford  Mallin,  MD.  He  shares  the 
following  baseball  stories: 

"It  was  1979,  a long  game  with 
the  Yankees  that  included  a rain 
delay.  It  was  the  eleventh  inning. 
The  Yanks  were  up  3-2  with  two 
men  on.  Bucky  Dent  hit  a fly  ball 
to  Gorman  Thomas.  From  third 
base,  two-hundred  twenty-five 
pound  Cliff  Johnson  came  racing 
in  and  barreled  into  umpire  Lou  Di 
Muro,  laying  him  out  flat." 

Team  physicians  rarely  get 
called  out  onto  the  field.  Ian  was 
called  out  for  this  one.  He  per- 
formed a neuro  exam  through  the 
ump's  gear.  "The  ump  was  in  a 
great  deal  of  pain,  He  had  no  feel- 
ing or  movement  in  his  legs,"  Dr 
Gilson  said.  "I  told  the  manager, 
coaches  and  everyone  listening 
that  the  ump  couldn't  be  moved. 


Frank  Bialek  is  Director,  Communica- 
tions and  Community  Services  for  the 
Medical  Society  of  Milwaukee  County. 
These  articles  are  reprinted  with  per- 
mission from  the  MSMC's  Membership 
Newsletter. 


From  the  exam  and  the  way  the 
ump  was  describing  his  injury,  I 
thought  he  might  have  had  a cer- 
vical cord  injury.  I didn't  want  to 
see  him  become  paralyzed." 

At  the  time,  Milwaukee's  EMS 
system  was  in  its  infancy.  Dr 
Gilson  remembers  it  took  nearly  a 
half  an  hour  to  find  an  ambulance 
and  have  the  driver  figure  out  how 
to  get  onto  the  field.  "I  just  stayed 
with  the  ump.  It  was  a scary  time," 
Dr  Gilson  said.  The  game  was  be- 
ing televised  in  the  East.  Later  an 
old  friend  would  tell  Dr  Gilson  that 
he  saw  him  on  WPIX  in  New  York 
City. 

"Mobile,  spinal  cord  injury 
equipment  wasn't  very  sophisti- 
cated in  those  days,"  Dr  Gilson 
said.  "I  had  to  use  Reggie  Jackson's 
warm-up  jacket  as  a splint  to  im- 
mobilize the  ump's  neck.  The  play- 
ers helped  to  lift  him  onto  the 
stretcher  and  into  the  ambulance. 


As  things  turned  out  the  ump  only 
suffered  some  mild  contusions  to 
the  spinal  cord  and  was  released 
from  the  hospital  a few  days  later." 

Given  their  stormy  relationship, 
there  is  a good  chance  Dr  Gilson 
shares  something  with  Billy  Mar- 
tin, the  legendary  Yankee  manager. 
"When  I was  at  the  hospital,  I was 
told  that  the  Yankee  owner  was  on 
the  phone.  He  wanted  a briefing  on 
the  umpire's  condition.  I didn't 
take  the  call,"  Dr  Gilson  said.  "In- 
stead, I briefed  the  Yankee  team 
physician." 

Today  the  Brewers  keep  an  am- 
bulance ready  on  the  field  during 
home  games. 

Maybe  it's  their  money,  their 
style  or  their  winning  ways; 
American  league  fans  love  to  kick 
a little  dust  on  the  old  Yankee  pin- 
stripes. Dr  Gilson  provides  a little 
more  ammunition.  "I  was  called  to 
Continued  on  next  page 
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check  on  their  third  baseman.  He 
was  yellow."  As  things  turned  out 
the  Yankee  third  baseman  had  a 
case  of  hepatitis  A.  "I  had  to  edu- 
cate the  whole  Yankee  team  on  the 
risks  they  faced,"  Dr  Gilson  said. 
"There  I was  giving  a health  lec- 
ture to  the  manager  and  some  of 
the  Yankee  greats."  Gastroenterolo- 
gist Irvin  Becker,  MD  also  partici- 
pated in  the  lecture. 

The  ball  players  also  taught  Dr. 
Gilson  how  fleeting  and  fragile 
dreams  and  careers  can  be.  "I  was 
in  the  clubhouse  after  a game.  A 
pitcher  was  soaking  his  arm  in 
some  ice  water.  There  were  tears  in 
his  eyes.  It  wasn't  the  pain  from  the 
physical  injury.  It  was  the  thought 
that  a baseball  career  might  be  over. 
At  that  moment  1 was  glad  to  be  a 
doctor.  Doctors  can  help." 

Sanford  R.  Mallin,  MD 
Internist 

Sanford  Mallin,  MD  and  his 
group  of  downtown  internal  medi- 
cine specialists  have  been  the  pri- 
mary care  physicians  to  the  Mil- 
waukee Brewers  since  the  bus 
pulled  in  from  Seattle  in  1970. 
"They  are  a group  of  healthy  young 


Sanford  R.  Mallin,  MD 


athletes  in  prime  physical  condi- 
tion," Dr  Mallin  notes.  "But  over 
the  course  of  a long  season  players 
and  coaches  do  get  sick." 

"There  was  once  a young  out- 
fielder who  complained  about  no 
longer  having  the  energy  of  a 
young  rookie.  He  was  right.  Diag- 
nosis showed  he  had  a bleeding 
ulcer.  Another  player  picked  up  a 
poison  ivy  infection  during  a fish- 
ing trip.  He  had  to  be  treated  with 
steroid  injections." 

The  job  of 
team  physician 
has  joys,  sor- 
rows and  some 
frightening  mo- 
ments. 

"One  of  the 
coaches  com- 
plained about 
having  some  vague  feelings  of  ill 
health.  Diagnosis  uncovered  my- 
asthenia gravis.  One  of  the  more 
frightening  moments  happened 
when  my  partner,  Ian  Gilson, 
(MD),  had  the  day's  watch  at 
County  Stadium.  An  umpire  was 
knocked  unconscious  by  a base 
runner  sliding  into  home.  It  took  a 
half  hour  for  the  ambulance  to  ar- 
rive." 

After  that  incident  the  team  sta- 
tioned an  ambulance  at  the  field  for 
all  games.  The  home  team  physi- 
cian also  serves  the  visiting  team. 
One  year  a New  York  Yankee 
ballplayer  came  to  town  with  in- 
fectious hepatitis.  "We  had  to  edu- 
cate the  entire  Yankee  team  on  the 
disease,"  Dr  Mallin  recalled. 

Fans  know  baseball  as  a timeless 
game,  one  that  bridges  and  binds 
the  generations.  "One  of  my  big- 
gest thrills  was  being  in  the  locker 
room  for  an  old  timer's  game.  I was 
standing  there  gawking  like  a kid 
at  Warren  Spahn  and  Eddie 
Mathews." 

As  you  might  imagine,  the  job 
of  team  physicians  can  bring  a few 
perks.  "I  admit  to  feeling  just  a little 
guilty,"  Dr.  Mallin  conceded.  "I  left 
a Medical  Society  Board  of  Direc- 
tors meeting  early  so  I could  watch 


Robin  Yount  get  his  3,000th  hit." 

Everyone  who  was  here  at  the 
time  has  a story  to  tell  about  the 
1982  World  Series.  The  team  phy- 
sician is  no  exception.  "A  mounted 
county  sheriff  escorted  me  to  my 
parking  spot  before  one  of  the 
games,"  Dr  Mallin  said  with  a 
smile.  "Our  spirits  were  so  unbe- 
lievably high." 

The  Brewers,  baseball  and  soci- 
ety in  general  have  become  more 
health  conscious  over  the  last  quar- 
ter century.  The 
team  no  longer 
provides  beer 
and  chewing  to- 
bacco in  the 
locker  room. 
Players  and 
coaches  will, 
however,  bring 
their  own  plug.  "We  provide  a lot 
of  preventive  medicine  to  players 
and  their  families,"  Dr.  Mallin  said. 
"We'll  do  screenings  and  blood 
pressures  and  diet  counseling.  Our 
dietitian  educates  the  players  and 
their  families  on  proper  eating  hab- 
its. One  of  the  things  that  has 
changed  over  the  last  25  years  is 
the  consumption  of  healthier 
snacks  and  meals  in  the  club  house. 
I've  got  to  agree  with  doctor 
Sullivan.  This  organization  does 
put  the  welfare  of  its  players  as  top 
priority.  That  makes  the 
physician's  job  a lot  easier." 


Dennis  Sullivan,  MD 
Orthopedic  Surgeon 

Dennis  Sullivan,  MD  started 
work  with  the  Brewer  organization 
in  1981.  Then  he  was  Dr.  Jacobs' 
assistant.  Today  he  is  the  orthope- 
dic surgeon  for  Milwaukee's  ma- 
jor league  baseball  franchise.  "This 
position  is  really  an  exciting  part 
of  my  career,"  Dr  Sullivan  said. 
"It's  the  kind  of  thing  we  all 
dreamed  about  as  residents  in 
training.  The  relationship  a team 
physician  develops  with  the 


"We  provide  a lot  of 
preventive  medicine 
to  players  and  their 
families." 
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ballplayers  is  something  very  spe- 
cial." 

There  is  something  special 
about  Bud  Selig  and  the  Brewer  or- 
ganization, too. 

Dr  Sullivan  says  the  Brewers  are 
a wonderful  organization  to  work 
for.  "The  doctor-patient  relation- 
ship is  kept  sacred  in  this  club.  Bud 
Selig  and  the  team  management  re- 
ally do  have  the  player's  best  in- 
terests at  heart.  That's  not  true  with 
all  of  the  other  teams  in  the 
league." 

Over  the  last  few  years  there  has 
been  a growing  controversy  over 
natural  grass  vs.  artificial  turf.  Dr 
Sullivan  doesn't  see  any  great 
cause  for  concern.  "Grass  is  more 
forgiving  on  the  legs,"  he  said.  "But 
a baseball  player  really  gets  used 
to  what  he  plays  on  the  most." 

The  1982  World  Series  year  is 
something  no  Brewer  fan  will  ever 
forget.  "The  clubhouse  joys  that 
year  were  almost  beyond  descrip- 
tion," Dr  Sullivan  said. "We  all  felt 
so  very  good  about  ourselves." 

Bruce  J.  Brewer,  MD 
Orthopedic  Surgeon 

The  Senior  League 

American  League  fans  always 
tend  to  get  a little  dyspeptic  when 
they  are  reminded  their  favorite 
team  plays  in  "the  junior  league". 
Such  is  the  rashness  of  youth. 

The  1952  Boston  Braves  finished 
the  year  with  a pathetic  record  of 
63-89.  They  started  1953  in  Mil- 
waukee County  with  Warren, 
Spahn,  Lou  Burdette,  Andy  Pafko, 
Joe  Adcock  and  Eddie  Mathews 
who  would  hit  47  homers  that  year. 
Milwaukee  set  a National  League 
attendance  record  of  1.8  million. 
Four  years  later  that  nucleus 
would  put  Milwaukee  at  the  top  of 
the  world  as  the  Milwaukee  Braves 
won  the  1957  World  Series. 


Dennis  Sullivan,  MD 


The  team  physician  was  Bruce 
John  Brewer,  MD,  a leader  in  the 
field  of  orthopedic  surgery  for 
thirty  years.  He  served  as  Chair- 
man Of  The  Department  Of  Ortho- 
pedic  Surgery  at  the  Marquette 
University  School  of  medicine  and 
the  Medical  College  of  Wisconsin. 

"Dr.  Brewer  was  really  one  of 
the  grandfathers 
of  sports  medi- 
cine," his  former 
partner  Thomas 
Flatly,  MD  re- 
called. "He  wrote 
a number  of  sci- 
entific articles 
based  on  the  baseball  injuries  he 
saw  and  treated.  They  brought  him 
a lot  of  national  recognition  in  or- 
thopedic circles." 

Roger  Johnson,  MD  worked 
with  Dr.  Brewer  for  thirteen  years 
at  the  Milwaukee  County  Medical 
Complex  and  the  Medical  College 
of  Wisconsin.  "Dr.  Brewer  was  a 
great  guy  to  work  with,"  he  said. 
"He  truly  loved  the  practice  of 
medicine  and  his  work  with  the 
Milwaukee  Braves.  He  constantly 
repeated  two  phrases  which  I will 


Bruce  J.  Brewer,  MD 


never  forget.  One  was  from  a little 
plaque  he  hung  on  the  wall  in  his 
office.  It  said:  Man's  flight  through 
life  is  sustained  by  the  power  of  his 
knowledge.  The  more  you  know,  the 
better  you'll  fly." 

Dr.  Brewer  treated  some  of  the 
legends  of  baseball.  Hank  Aaron 
was  on  his  patients  list,  so  was 
Bobby  (the  hit 
heard  'round 
the  world)  Th- 
ompson and  Joe 
Adcock. 
Adcock  mar- 
ried his  secre- 
tary. "He  stole 
her  right  from  under  us,"  Dr. 
Brewer  said.  "That's  the  charm  of 
orthopedics."  That  was  the  second 
line  Dr.  Johnson  remembers  his 
mentor  repeating  constantly. 

"Dr.  Brewer  was  a very  nice  man 
to  work  for,"  said  Joan  Adcock. 
Joan  and  Joe  live  in  Louisiana.  "Dr. 
Brewer  was  a tremendous  family 
man.  He  had  two  main  topics  of 
conversation.  Dr.  Brewer  would 
either  talk  about  medicine  and  his 
patients  or  his  wife  and  kids,"  she 
said.*:* 


"Dr  Brewer  was  one  of 
the  grandfathers  of 
sports  medicine..." 
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But.  don’t  feel  sorry  for  us.  One  client 
is  all  we  need.  We’re  SMS  Insurance 
Sendees,  the  state’s  only  Wisconsin- 
based.  physician-owned  insurance  firm. 
And  our  only  client  is  Wisconsin’s 
medical  community. 

Like  many  of  you,  SMS  Insurance 
Services  is  a specialist.  We  provide 
comprehensive  insurance  coverage  to 
Wisconsin  physicians,  clinics,  hospitals, 
related  health  care  providers,  their 
employees  and  families.  And  that’s  all. 

When  you  only  have  one  client,  you  get  to 
know  that  client  very  well.  Which  is  why 


SMS  Insurance  Services  best  understands 
the  Wisconsin  medical  community's 
insurance  needs.  We  are  Wisconsin's 
leading  medical  professional  liability 
insurer.  And  we  offer  the  most  compre- 
hensive range  of  personal,  group,  and 
corporate  insurance  programs  available. 
All  tailored  to  the  unique  requirements 
of  our  client. 

If  you  want  to  do  business  with  the 
insurance  firm  that  knows  you  best,  come 
to  SMS  Insurance  Sendees.  Remember, 
we  have  only  one  client,  and  that  client  is 

You. 


Wisconsin  based  - physician  owned  - exclusively  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison.  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 


Scientific 


Medical  problems  of  adolescent  female  athletes 

Mark  G.  Timmerman,  MD,  Madison 


Abstract 

Adolescent  female  athletes  repre- 
sent unique  medical  challenges. 
Although  still  limited,  research  and 
understanding  of  their  particular 
problems  has  grown  over  the  past 
3 decades  as  female  sports  partici- 
pation has  increased  dramatically. 
Despite  concerns,  however,  exer- 
cise and  athletic  activity  are  safe 
and  beneficial  for  girls  and  young 
women,  and  may  help  them  de- 
velop positive  attitudes  toward 
self-image  and  body  satisfaction. 

Several  musculoskeletal  injuries 
fairly  common  among  female  ath- 
letes may  be  related  to  structural 
development.  Iron  and  calcium 
deficiencies  are  frequent  nutri- 
tional concerns  for  these  girls.  Dis- 
ordered eating,  a phenomenon  ex- 
hibited by  many  adolescent  fe- 
males, may  not  be  more  prevalent 
in  athletes.  Amenorrhea  is  a com- 
mon problem  for  female  athletes, 
and  may  contribute  significantly  to 
stress  fractures  and  future  os- 
teoporosis. For  these  and  other 
reasons,  physicians  must  be  aware 
of  these  issues  to  better  help  their 
female  patients  safely  participate 
in  athletics. 


Timmerman  is  associated  with  Dean 
Clinic  Sports  Medicine  and  also  prac- 
tices family  medicine  at  Dean  Clinic. 
Reprint  requests  to  Mark  G. 
Timmerman,  MD,  Dean  Clinic  Sports 
Medicine,  1313  Fish  Hatchery  Road, 
Madison,  WI  53715. 
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Background 

Participation  in  girls  athletics  has 
increased  rapidly  over  the  past  few 
decades.  Our  changing  culture 
and  laws  such  as  the  Title  IX  legis- 
lation, which  calls  for  equality  in 
school-sponsored  sports  programs, 
have  been  largely  responsible  for 
this  growth.  The  National  Federa- 
tion of  State  High  School  Associa- 
tions listed  approximately  2 mil- 
lion participants  in  girls  interscho- 
lastic competition,  compared  to 
about  300,000  in  1971.  As  recently 
as  1984,  the  women's  marathon 
was  added  as  an  Olympic  event. 
Along  with  this  growth  increased 
research  and  a better  understand- 
ing of  the  medical  problems  that 
face  athletic  females  also  has  oc- 
curred. Even  now,  however,  re- 
search in  this  field  is  in  its  infancy, 
and  there  are  still  many  myths  and 
outdated  concepts  that  persist 
about  women  and  exercise.1 

Despite  seemingly  positive 
trends,  only  a third  of  adolescents 
and  less  than  15%  of  adults  exer- 
cise at  levels  recommended  by  the 
National  Institutes  of  Health.  In 
addition,  girls'  athletic  involve- 
ment drops  by  half  between  the  9th 
and  12th  grades.  Teenage  obesity, 
which  correlates  closely  to  adult 
obesity,  has  doubled  in  the  past  30 
years  in  the  United  States,  possi- 
bly as  a result  of  television  and 
other  passive  forms  of  entertain- 
ment. The  risks  associated  with 


obesity  and  a sedentary  lifestyle  are 
well  established  in  medical  litera- 
ture, as  are  the  health  benefits 
achieved  through  regular  exercise. 
Because  lifestyle  patterns  are  diffi- 
cult to  change  in  adulthood,  and 
are  likely  established  during  child- 
hood and  adolescence,  it  is  impor- 
tant for  physicians  to  encourage 
and  counsel  teens  to  become  in- 
volved in  regular  physical  activity. 

There  also  are  positive  psycho- 
logical associations  found  among 
teens  participating  in  interscholas- 
tic sports.  Athletic  females  seem 
more  motivated,  assertive, 
achievement-oriented,  indepen- 
dent, and  self-sufficient.  They  also 
appear  to  have  a greater  self-con- 
cept, especially  regarding  physical 
appearance  and  general  self-es- 
teem.2 It  hasn't  been  determined 
whether  these  differences  result 
from  their  sports  participation,  or 
because  this  sort  of  girl  gravitates 
toward  sports.  Nonetheless,  such 
associations  may  be  important 
when  noting  that  eating  disorders 
are  associated  with  poor  body  im- 
age and  low  self-esteem.  In  this 
sense,  athletic  participation  may 
help  protect  adolescent  females 
from  developing  psychological 
problems  that  could  lead  to  serious 
health  disorders. 

Injuries 

While  reproductive  function  and 
Continued  on  next  page 
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organs,  including  breasts,  appear 
unaffected  by  involvement  even  in 
contact  sports  for  girls,  there  are 
injuries  that  relate  to  body  compo- 
sition and  skeletal  differences  be- 
tween boys  and  girls.  Before  pu- 
berty, the  muscular  strength  of  girls 
and  boys  essentially  is  equal.  By 
ages  15-16,  girls  are  approximately 
75%  as  strong  as  boys,  and  these 
strength  differences  are  greater  for 
the  upper  extremities  than  for  the 
lower  extremities. 

The  hormonal  influences  re- 
sponsible for  these  differences  also 
cause  boys  to  develop  greater  gains 
in  muscular  bulk  with  resistance 
weight  training.  Weight  lifting  de- 
velops similar,  relative  strength 
gains  in  girls  without  developing 
bulk.3  Strength  training  for  fe- 
males, especially  for  the  upper  ex- 
tremities, has  been  shown  to  pre- 
vent injury,  and  girls  can  be  reas- 
sured that  this  can  be  achieved 
without  developing  unwanted 
muscle  mass  or  bulk. 

Structural  differences  also  con- 
tribute to  overuse  injuries  experi- 
enced by  female  athletes.  Wider 
pelvic  structure  causes  a greater 
degree  of  genu  valgum,  forcing  the 
patella  to  track  laterally  in  the 
patellofemoral  joint.  This  places 
girls  at  greater  risk  of 
patellofemoral  pain  and  lateral 
patellar  subluxation  or  dislocation. 
Exercises  that  strengthen  the 
vastus  medialis  obliquus  (VMO) 
muscle,  and  stretch  the  iliotibial 
band,  can  help  compensate  for  this 
alignment  problem.  Knee  exten- 
sion exercises  tend  to  exacerbate 
patellofemoral  pain  and  should  be 
avoided.  Recent  research  suggests 
that  a relatively  narrow 
intracondylar  notch  may  account 
for  the  greater  number  of  anterior 
cruciate  ligament  (ACL)  injuries  in 
female  athletes.4 

The  female  shoulder  also  is  at 
risk  for  overuse  injury  due  to  joint 
laxity,  upper  extremity  weakness, 
and  a relatively  short  humerus 


compared  to  total  arm  length.  This 
mechanical  disadvantage  contrib- 
utes to  rotator  cuff  tendinitis  and 
shoulder  subluxation,  particularly 
in  sports  requiring  overhead  mo- 
tion, such  as  swimming  and  throw- 
ing. Traditional  shoulder  exercises, 
such  as  bench  press  and  push-ups, 
can  aggravate  the  problem  by 
stretching  the  posterior  shoulder 
capsule.  A weight  lifting  regimen 
specific  for  strengthening  the  rota- 
tor cuff,  and  the  upper  back 
muscles,  which  stabilize  the 
scapula,  are  helpful  in  avoiding 
injury  in  these  athletes. 

Many  girls  sports,  such  as  gym- 
nastics, dance  and  figure  skating, 
emphasize  lumbar  extension,  plac- 
ing girls  at  risk  for  a spondylolysis 
stress  fracture  of  the  pars 
interarticularis.  In  a recent  study 
of  100  adolescents  with  back  pain 
not  attributable  to  specific  injury, 
47%  were  found  to  have  spondy- 
lolysis, compared  to  5%  of  a simi- 
lar adult  group.5  Because  appropri- 
ate rest  and  bracing  can  signifi- 
cantly affect  the  outcome  of  this 
injury,  it's  important  to  make  an 
accurate  diagnosis  for  athletes  who 
develop  pain  with  back  extension. 
While  oblique  lumbar  spine  views 
are  sometimes  diagnostic,  a bone 
scan  frequently  is  required  to  make 
the  diagnosis. 

Nutrition 

Due  to  inadequate  dietary  intake 
and  menstrual  losses,  approxi- 
mately 40%  of  high  school  girls  are 
iron  deficient.6  Black  girls  and 
those  with  vegetarian  diets  are  at 
especially  high  risk  of  iron  defi- 
ciency and  anemia.7  Female  ath- 
letes whose  sport  requires  inten- 
sive training,  such  as  long-distance 
running,  also  are  at  increased  risk. 
For  these  athletes,  iron  losses  may 
increase  through  mechanical 
hemolysis,  excretion  of  iron  in 
sweat,  urine  and  stool,  and  possi- 
bly by  an  increase  in  plasma  vol- 
ume as  a physiologic  adaptation  to 
increased  oxygen  demands.8 

Iron  depletion,  measured  by  se- 


rum ferritin  < 12ng/ mL,  is  the  first 
stage  of  iron  deficiency.  This  can 
progress  to  iron  deficiency  without 
anemia,  measured  by  serum  iron 
<60mcg/100mL.  At  this  point,  he- 
moglobin levels  still  are  normal, 
yet  patients  may  be  symptomatic 
and  athletic  performance  is  af- 
fected. Iron  deficiency  anemia, 
measured  by  a hemoglobin  < 12g/ 
lOOmL,  is  the  final  stage,  and  oc- 
curs in  approximately  of  10%  of 
female  athletes.9 

Because  hemoglobin  levels  are 
normal  until  this  final  stage  of  iron 
deficiency,  serum  hemoglobin  isn't 
an  adequate  screening  tool  for  ado- 
lescent females.  The  high  preva- 
lence of  iron  depletion  suggests 
screening  in  this  population,  and  a 
serum  ferritin  < 12ng/mL  would 
then  warrant  further  iron  defi- 
ciency studies.  While  higher  iron 
supplements  should  be  reserved 
for  students  with  iron  deficiency 
without  anemia  or  true  anemia, 
minimal  iron  supplementation, 
such  as  a multivitamin  with  iron, 
is  suggested  for  all  female  athletes.7 

Calcium  deficiency  is  another 
significant  adolescent  nutritional 
problem.  Nearly  50%  of  girls  eat 
less  than  two-thirds  the  recom- 
mended daily  calcium  intake  of 
1200mg  for  eumenorrheic  females 
and  1500mg  per  day  for  amenor- 
rhea sufferers.  Many  teenage  girls 
are  concerned  about  fat  intake, 
tending  to  limit  milk  and  dairy 
product  consumption.  This  may 
have  serious  implications  regard- 
ing adult  bone  mineral  density  and 
osteoporosis,  because  roughly  45% 
of  the  total  adult  skeletal  mass  is 
laid  down  during  adolescence.10  In 
addition,  stress  fractures  are  a com- 
mon injury  in  adolescent  females 
athletes  and  have  been  associated 
with  calcium  deficiency. 

A recent  study  of  adolescent  fe- 
males found  a significant  bone 
mineral  density  increase  after  18 
months  of  supplementation  with 
lOOOmg  of  calcium  carbonate,  even 
among  girls  that  weren't  calcium 
deficient  prior  to  the  study.11  While 
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it's  not  yet  known  whether  calcium 
supplementation  will  have  long 
term  effects  in  the  prevention  of  os- 
teoporosis, calcium  supplementa- 
tion, such  as  three  Extra  Strength 
Turns  (300mg  of  calcium  carbonate 
each)  per  day,  may  be  prudent  for 
adolescent  females. 

Disordered  eating 

There  has  been  a great  deal  of  dis- 
cussion about  sports  participation 
as  a risk  factor  for  eating  disorder 
development,  even  though  there's 
little  evidence  to  support  this.  Re- 
search in  this  area  is  limited,  and 
studies  suggesting  a relationship 
between  eating  disorders  and  ath- 
letes are  compromised  by  small 
size,  non-validated  instruments,  or 
lack  of  control  population.  In  fact, 
eating  disorder  research  is  difficult, 
due  to  inherent  problems  with  self- 
report  questionnaires,  and  a rela- 
tively low  prevalence  in  the  teen- 
age female  population  (anorexia 
nervosa  = 1%,  bulimia  nervosa  = 
3-4%,  with  some  overlap  in  these 
conditions).12 

Disordered  eating,  on  the  other 
hand,  is  extremely  common  in  all 
adolescent  female  populations. 
Understanding  that  problematic 
eating  behavior  and  clinical  eating 
disorders  lie  on  a spectrum,  disor- 
dered eating  is  a broad  definition 
that  includes  dysfunctional  eating 
behaviors  and  self-dissatisfaction 
that  doesn't  meet  all  diagnostic  cri- 
teria for  anorexia  or  bulimia.  Sev- 
eral extensive  studies  of  high 
school  girls  indicate  that  30%  binge 
eat,  20%  fast,  10%  use  self-induced 
vomiting,  and  12%  meet  4 out  of  5 
criteria  for  bulimia  nervosa.13  In- 
terestingly, these  figures  parallel 
those  found  in  many  studies  of  fe- 
male athletes,14  making  this  an  area 
of  significant  concern  for  all  ado- 
lescent females,  regardless  of 
sports  participation. 

Several  other  studies,  in  fact, 
suggest  athletic  participation  may 
offer  protection  against  eating  dis- 
orders. As  mentioned  above,  this 
might  be  due  to  the  positive  rela- 


tionship between  athletic  partici- 
pation and  higher  self-esteem. 
Research  by  Mallick,15  Taub,16  and 
others,  finds  no  difference  in  eat- 
ing behaviors  between  adolescent 
athletes  and  their  peers,  yet  shows 
healthier  psychological  profiles 
among  the  athletes.  Some  authors 
suggest  that  those  girls  involved  in 
thin-build  sports,  such  as  gymnas- 
tics, figure  skating  and  dance,  are 
at  higher  risk  for  developing  eat- 
ing disorders.17"18  Others  present 
data  supporting  the  possibility  that 
athletes  often  share  some  charac- 
teristics of  anorexia  nervosa,  such 
as  lean  build,  amenorrhea,  and  a 
compulsive  drive  for  achievement, 
yet  lack  the  destructive  low  self- 
image  and  anxiety  or  depression 
that  exist  in  girls  with  eating  dis- 
orders.19 In  this  sense,  intensive 
athletic  training  may  create  a con- 
dition that  mimics  an  eating  disor- 
der, without  negative  psychologi- 
cal implications  or  as  much  con- 
cern of  progression  into  a more  se- 
rious illness. 

Amenorrhea 

Menstrual  irregularity  is  more 
common  in  athletes  than  in  the 
general  female  population.  Actual 
prevalence  varies  widely,  from  3% 
to  66%,  due  to  differences  in  defi- 
nitions, ages  and  sports  types.  In 
general,  younger  athletes  and 
those  in  more  intensive  training, 
such  as  long-distance  running, 
have  higher  prevalence  rates  than 
other  athletes.  Primary  amenor- 
rhea can  be  defined  as  a lack  of 
menarche  by  age  16,  and  second- 
ary amenorrhea  by  three  consecu- 
tive missed  menses  after  menarche. 
But  there  are  many  non-athletic 
causes  for  amenorrhea,  too,  includ- 
ing pituitary  tumors,  thyroid  dys- 
function, polycystic  ovary  disease, 
and  pregnancy.  One  shouldn  t sim- 
ply assume  that  amenorrhea  is  a 
function  of  athletic  activity.20 

Athletic  amenorrhea  has  many 
causative  factors,  and  can  be 
viewed  as  a consequence  of  addi- 
tive psychological  and  physiologic 


stressors.  In  a study  of  artistic  ath- 
letes, Warren  demonstrates  that 
musicians  had  greater  menstrual 
dysfunction  than  peers,  presum- 
ably due  to  practice  and  perfor- 
mance stresses,  and  that  ballet 
dancers  had  even  greater  men- 
strual irregularity,  possibly  due  to 
increased  physical  intensity  in  ad- 
dition to  performance  stress.21 

It  was  thought  initially  that  low 
body  fat  percentage  may  be  a sig- 
nificant factor,  but  most  research 
has  found  little  association  be- 
tween body  fat  and  athletic  amen- 
orrhea.22 Instead,  many  causes 
have  been  implicated,  such  as  in- 
tensity of  training,  nutritional  de- 
ficiencies, poor  sleeping  habits, 
academic  industry,  social 
struggles,  and  psychological  prob- 
lems. It  appears  that  these  stres- 
sors act  on  the  hypothalamic-pitu- 
itary-ovarian axis  by  suppression 
of  gonadotropin-releasing  hor- 
mone at  the  hypothalamic  level.9 
The  resulting  low  estrogen  levels 
may  affect  bone  mineralization  in- 
directly by  increasing  requirements 
for  calcium,  though  this  relation- 
ship is  not  clearly  understood. 

It's  well  established,  however, 
that  amenorrhea  is  associated  with 
osteopenia,  placing  young  women 
at  increased  risk  for  stress  fractures 
and  osteoporosis.  Because  non-re- 
versible  bone  mineral  density  de- 
creases can  occur  within  6 months 
after  the  amenorrhea  develop- 
ment, appropriate  evaluation  and 
treatment  should  not  be  delayed.23 
After  other  causes  of  amenorrhea 
have  been  ruled  out,  treatment  can 
be  initiated  by  a discussion  of  ex- 
ercise levels.  Menses  often  will 
resume  after  a 10-15%  decrease  in 
intensity  of  the  patient's  exercise. 
Three  or  four  menstrual  cycles  per 
year  are  probably  protective.  A nu- 
tritional assessment  helps  address 
contributory  deficiencies  and  em- 
phasize the  need  for  added  calcium 
(1500mg/day)  in  the  presence  of 
amenorrhea.  Improved  sleep  hy- 
giene also  may  be  beneficial.  If  the 
Continued  on  next  page 
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above  measures  fail,  estrogen  re- 
placement through  oral  contracep- 
tion may  be  appropriate. 

Summary 

Athletic  participation  is  important 
for  young  women,  both  for  its  as- 
sociated psychological  benefits  and 
to  develop  a lifelong  commitment 
to  exercise.  Weight  training  and 
exercises  can  help  prevent  injury, 
especially  to  the  shoulders  and 
knees.  The  prevalence  of  spondy- 
lolysis is  high  in  this  population, 
and  persistent  back  pain  should  be 
evaluated  carefully.  Iron  and  cal- 
cium deficiencies  are  common,  and 
physicians  should  provide  dietary 
counseling,  screening  and  supple- 
mentation when  appropriate. 
While  it's  currently  unclear 
whether  athletic  participation 
places  girls  at  higher  or  lower  risk, 
disordered  eating  is  common  in  all 
adolescent  females.  Athletic  amen- 
orrhea results  from  multiple  stres- 
sors, including  training  intensity, 
and  must  be  evaluated  and  treated 
in  order  to  prevent  stress  fractures 
and  permanent  bone  mineral  den- 
sity losses. 
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Who  Can  Solve 
oblem? 


Right  now,  in  some  school  districts, 
third  graders  are  learning 
how  to  solve  this  equation. 

And  in  some  school  districts,  sixth 
graders  are  learning. 

But  there  are  still  some  school 
districts  where  seniors  will 
receive  a diploma  without  ever 
having  to  face  the  question. 
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Establishing  a high-school-based  training  room  clinic 

Mark  W.  Niedfeldt,  MD,  Craig  C.  Young,  MD,  Loren  Leshan,  MD,  Milwaukee 


Introduction 

Every  2 years  the  winter  or  sum- 
mer Olympics  bring  the  world's 
greatest  athletes  into  the  limelight. 
Behind  these  athletes  are  coaches, 
trainers,  therapists  and  physicians. 
Although  most  team  physicians 
cover  high  school-level  sports 
rather  than  the  Olympic  Games, 
these  contests  are  no  less  important 
to  the  athletes  and  their  friends  and 
families. 

Often  the  role  of  team  physician 
only  requires  attendance  for  con- 
tact sports  contests,  especially  foot- 
ball. Although  many  contact  sports 
injuries  are  musculoskeletal,  team 
physicians  also  must  be  competent 
in  many  areas  of  medical  knowl- 
edge.1 For  this  reason,  family  phy- 
sicians, pediatricians,  general  inter- 
nists, and  other  generalists  are  well 
suited  to  this  role.  Most  primary 
care  physicians  have  had  no  expe- 
rience in  a training  room  setting 
during  residency.  And  training 
room  interactions  can  be  the  most 
convenient  way  to  maintain  and 
build  a relationship  with  a sports 
team.  This  paper  describes  meth- 
ods for  building  a high  school 
training  room  clinic  and  discusses 
problems  and  rewards  of  this 
unique  health  care  delivery  setting. 

The  team  physician 

The  team  physician  is  responsible 
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for  providing  or  coordinating  the 
athlete's  medical  care  and  should 
always  have  the  final  decision  in 
medical  matters  related  to  athletic 
participation.1  Physicians  entering 
into  this  role  need  the  desire  to  pre- 
vent and  properly  care  for  injuries 
through  preparation,  immediate 
treatment,  and  follow  up  care.  The 
team  physician  must  determine 
athletes  fitness  for  sports,  often 
under  intense  scrutiny  and  time 
constraints.2 

The  physician  also  should  must 
have  a proper  perspective  on  ath- 
letic competition  for  the  young  in 
the  school  and  community.  Sports 
are  important  to  adolescents,  but 
the  athletes  overall  health  must  not 
be  endangered.  A team  physician 
can't  buckle  to  parental  or  coach- 
ing demands  which  may  put  the 
athlete  at  risk  for  permanent  injury. 
The  physician's  primary  duty  and 
responsibility  is  to  give  each  stu- 
dent athlete  the  best  medical  atten- 
tion possible. 

Physician  training 

Although  helpful,  a sports  medi- 
cine fellowship  isn't  required  to 
become  a team  physician.  The  pri- 
mary prerequisite  is  an  interest  in 
athletes  and  a commitment  to  stay 
current  through  continuing  medi- 
cal education  (CME).  Special  CME 
courses  are  available  for  physicians 
which  stress  the  knowledge  areas 
important  to  the  team  physician. 

Areas  of  knowledge 

Areas  forming  the  core  of  knowl- 
edge of  the  multidisciplinary  cer- 


tificate of  added  qualification  for 
Sports  Medicine  are  shown  in  Table 
1. 1,2,3  The  musculoskeletal  system  is 
the  mainstay  of  a team  physician's 
work  and  includes  the  physical 
examination,  differential  diagnosis 
and  injury  treatment.  Basic  reha- 
bilitation knowledge  also  is  re- 
quired and  a working  relationship 
with  a physical  therapist  or  athletic 
trainer  is  helpful.  But  primary  care 
physicians  must  recognize  the  lim- 
its of  their  knowledge  and  when 
to  refer  patients  to  a musculoskel- 
etal specialist. 

Other  specific  knowledge  areas 
or  needs  include  the  following: 

• Exercise  science,  including  a 
basic  knowledge  of  exercise 
physiology,  biomechanics,  and 
kinesiology. 

. A relationship  with  a dietitian  is 
helpful  since  nutritional  knowl- 
edge is  necessary  to  guide  the 
athlete  through  the  current  diet 
and  supplement  fads  and  falla- 
cies. 

• Required  pharmacologic  knowl- 
edge, with  an  understanding  of 
the  three  types  of  general  drug 
categories  - therapeutic,  ergo- 
genic  and  recreational.  The  phy- 
sician must  understand  not  only 
drugs  potential  performance 
effects  but  also  whether  they 
may  be  considered  ergogenic 
aids  and  thus  illegal  in  athletics. 
Therapeutic  drugs  include 
antlinflamma-tories,  analgesics, 
antifungal  agents  and  asthma 
medications.  Ergogenic  or  per- 
formance aids  include  amphet- 
amines, caffeine,  anabolic  ste- 


Table  1 . Core  knowledge  base  for  team  physicians 


Musculoskeletal  Medicine 
Exercise  Science 
Nutrition 
Pharmacology 


Behavioral  Science 
Gynecology 

Cardiology /Pulmonary  Medicine 
Dermatology 
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Fig  1.  Members  of  the  sports  medicine  team. 


roids  and  growth  hormone. 
Recreational  drugs  include 
marijuana,  alcohol  and  cocaine. 
The  physician  must  relate  the 
effects  of  all  drugs  to  the 
athlete's  performance  on  and  off 
the  field  in  a nonjudegmental 
fashion.  It's  helpful  to  be  obser- 
vant and  provide  early  identifi- 
cation and  intervention  for  the 
students.  Injuries  affect  athletes 
on  a psychological  and  social 
level  as  well  as  a physical  level.4 

• A behavioral  science  back- 
ground to  better  understand  the 
psychological  and  emotional 
aspects  in  the  athlete.  It's  impor- 
tant to  stress  what  athletes  can 
do,  not  what  they  can't  do. 

• Gynecological  knowledge  to 
understand  the  effect  of  exercise 
on  menstrual  function  as  well  as 
the  changes  occurring  in  the  fe- 
male body  during  growth  and 
development. 

• Since  cardiac  or  pulmonary  dis- 
eases can  lead  to  sudden  death 
in  athletes,  understanding  the 
physiology,  pathophysiology 
and  diagnosis  of  these  diseases 
is  imperative. 

. Dermatology  and  the  ability  to 
diagnose,  treat,  and  prevent 
skin  infections.  Common  skin 
infections  including  herpes,  im- 
petigo, tinea,  scabies  and  lice  are 
contraindications  for  contact 
sports. 

Rewards 

The  team  physician  role  offers  nu- 
merous rewards.1  Working  with 
motivated  young  people  while 
providing  a community  service 
brings  great  personal  satisfaction. 
The  physician  also  may  provide 
outreach  and  prevention  to  the 
underserved  adolescent  popula- 
tion through  the  school-based 
training  room  clinic  as  well  as  pro- 
viding education  to  coaches,  par- 
ents, and  athletes  on  topics  perti- 
nent to  the  adolescent  athlete. 
These  range  from  injury  preven- 
tion to  prevention  of  AIDS,  drug 
abuse  and  pregnancy.  The  team 


physician  role  also  can  elevate 
physician  prestige  through  the 
sports  team  affiliation  and  serve  as 
a potential  practice  builder. 

The  training  room 

The  team  physician  must  be 
readily  available,  with  his  or  her 
availability  extending  beyond  the 
contest  sidelines  both  to  the  office 
and  training  room.2  This  ready  ac- 
cess, once  a luxury  reserved  for 
professional  and  major  college 
teams,  has  become  common  even 
at  the  high  school  level.  Training 
room  consultation  allows  the  team 
physician  a focused  time  to  see  the 
school's  athletes  and  is  an  excellent 
way  to  follow  up  on  game  day  in- 
juries and  to  initiate  preventive 
procedures.  The  physician's  pres- 
ence establishes  a relationship  with 
the  athletes  that  s closer  than  could 
be  possible  with  only  game  day 
coverage. 

Getting  started 

Choosing  a school  is  the  first  step. 
In  smaller  towns  this  may  not  be 
an  issue,  but  larger  cities  offer 
wider  choices.  School  selection  can 
be  based  on  several  factors,  pri- 
mary of  which  is  the  availability  of 
an  athletic  trainer.  Often  schools 
with  athletic  trainers  already  have 
a training  room  set  up  and  sup- 
plied. The  trainer  can  be  instru- 
mental in  athlete  education,  and 


also  can  serve  as  a mediator  be- 
tween the  physician  and  the  ath- 
lete, administration  and  parents 

(Figl). 

On  the  other  hand,  some  physi- 
cians may  opt  for  a school  in  an 
underserved  area,  allowing  out- 
reach to  the  underserved  popula- 
tion. The  most  common  reason  for 
choosing  a school  is  a personal  in- 
terest in  the  school.  Many  physi- 
cians elect  to  become  involved  with 
schools  their  own  children  attend. 

Once  the  school  is  chosen,  the 
physician  must  contact  the  school 
and  make  arrangements  to  set  up 
the  training  room  clinic.  First  con- 
tacts usually  are  with  the  principal, 
athletic  director,  school  trainer, 
coaches,  parents  or  booster  clubs. 
Booster  clubs  can  be  valuable  re- 
sources for  the  funds  needed  to 
start  a school-based  sports  medi- 
cine program.  Medical  supplies  of- 
ten are  donated  by  the  team  phy- 
sician or  the  local  hospital.  Larger 
items  also  may  be  donated  or  pur- 
chased by  the  school. 

Actual  training  room  clinic  set- 
up requires  careful  planning  to 
identify  and  avoid  potential  prob- 
lems. These  include  but  are  not  lim- 
ited to  time  constraints,  liability, 
and  supply  availability.  The  team 
physician  needs  time  and  availabil- 
ity for  initial  contacts  and  meetings 
during  early  preparation  stages,  as 
Continued  on  next  page 
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well  as  continuing  availability  for 
event  coverage  and  emergencies  in 
addition  to  the  training  room  con- 
tinuity clinic. 

A positive  attitude  is  mandatory 
since  there  may  be  setbacks.  Many 
schools  are  happy  for  the  oppor- 
tunity to  have  a physician  come  to 
the  school;  however,  resistance 
may  come  from  coaches,  adminis- 
tration, parents,  or  other  physi- 
cians in  the  community.  Coaches 
may  be  concerned  the  physician 
will  hold  athletes  out  unnecessar- 
ily. Administration  may  perceive 
liability  issues.  Parents  may  not  be 
familiar  with  the  physician.  Other 
physicians  may  see  the  team  phy- 
sician as  unnecessary  competition. 
These  misconceptions  can  be  over- 
come through  education  and  reas- 
surance. 

It's  important,  too,  to  form  a 


sports  medicine  team  and  to  delin- 
eate the  role  of  each  team  mem- 
ber.  1'23'5  Team  members  and  their 
relationships  are  shown  in  figure 
1.  The  team  physician  is  respon- 
sible for  the  athletes  medical  readi- 
ness. The  coach  is  responsible  for 
the  athletes  performance  readi- 
ness. The  school  formulates  rules 
and  regulations  governing  athlete 
participation.  The  athletic  trainer 
assists  the  physician  in  merging 
and  interpreting  all  decisions  into 
an  effective  program  to  provide 
each  athlete  the  safest  possible 
competitive  experience.  Parents  are 
responsible  for  the  athletes  over- 
all health.  Finally,  athletes 
themelves  are  accountable  for  their 
personal  decisions  concerning 
daily  living. 

Legal  issues 

Like  all  other  aspects  of  practice, 
legal  issues  may  concern  new  team 


physicians.  Team  physicians  are 
held  to  the  same  standard  of  care 
as  in  other  areas  of  medicine,  and 
can  be  liable  for  negligence.5 

Negligence  is  established  by 
four  criteria.  The  first  is  establish- 
ing duty  or  standard  of  care.  Did 
the  physician  exercise  reasonable 
care  including  immediate  manage- 
ment, follow-up  supervision  and 
return  to  play? 

Second,  was  there  a breach  of 
duty?  Did  the  physician  fail  to  ren- 
der care  according  to  standard  pro- 
cedure? Third,  the  breach  of  duty 
must  have  been  the  cause  of  an  ath- 
letic injury  and  result  in  some  dam- 
age. Finally,  the  plaintiff  must  dem- 
onstrate physical  damage,  reduc- 
tion of  career  potential,  emotional 
distress,  loss  of  scholarship  or 
compensation.5  At  all  times,  the 
malpractice  insurance  carrier 
should  be  informed  of  team  phy- 
sician activities. 


Table  2.  Supplies  for  a 

team  physician's  bag.  (see  also  pages  336  and  338) 

Minimum 

Routine 

Optional 

Flashlight 

Gauze  Bandages  (2x2,  4x4) 

Suture  Kit 

Stethoscope 

Providone-iodine  swabs 

Opthalmoscope 

Vinyl  Gloves 

Tape  (1",  1.5") 

Sterile  Saline  Solution 

Self  Adhesive  Bandages 

Fluorescein  Strips 

Cotton 

Eye  Pads 

Plastic  Bags  (for  ice  and  trash) 

Tongue  Depressors 

Elastic  Bandages  (3",  4",  6") 

Plaster  (4",  6") 

Alcohol  Wipes 

Aluminum  Finger  Splints 

Steri  Strips 

Moleskin 

Cotton  Swabs 

Paper  Bag  (hyperventilation) 

Triangular  Bandage 

Syringes  and  Needles 

Kling  3" 

Scalpels 

Bandage  Scissors 

Sterile  Gloves 

Blood  Pressure  Cuff 

Nail  Clippers 

Oral  Airways 

Ibuprofen 

Safety  Pins 

Acetaminophen 

Reflex  Hammer 

Anti-Diarrheals 

CPR  Mask 

Anti-Emetics 

Epinephrine 

Diphenhydramine 

Antibiotics 

Lidocaine 

Glucose  (hard  candy) 

Raincoat 

Hat 

Mosquito  Repellent 
Sunglasses 
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Fig  2.  Sample  documentation  form. 


A written  contract  may  be  the 
best  way  to  avoid  problems.h  This 
contract  should  specify  the  job  de- 
scription and  responsibilities  of  the 
physician  and  the  school,  any  re- 
muneration to  be  received  by  either 
party,  and  a statement  of  expecta- 
tions. Although  most  high  school 
team  physicians  will  be  volunteers, 
it  s still  wise  to  spell  out  expecta- 
tions and  obligations  in  writing. 

Documentation  is  essential.  A 
note  should  be  written  following 
each  patient  encounter,  even  in  this 
informal  setting  (Fig  2).  As  an  al- 
ternative, a dictaphone  can  be  car- 
ried and  a short  note  dictated  fol- 
lowing each  visit. 

From  a legal  standpoint,  volun- 
teer physicians  at  the  high  school 
or  lower  level  generally  are  cov- 
ered by  Good  Samaritan  legisla- 
tion. Under  these  statutes  the  phy- 
sician is  protected  if  he  or  she 
doesn't  act  in  a willful  manner, 
doesn  t show  gross  negligence  and 
serves  without  remuneration.  Six 
states  have  statutes  specifying  im- 
munity for  physicians  who  volun- 
teer their  services  at  an  athletic 
event.  While  Wisconsin  doesn't 
have  such  legislation,  it  s likely  that 
team  physicians  acting  in  an  emer- 
gency would  be  protected  under 
the  general  Good  Samaritan  stat- 
ute. The  law  only  is  applicable  at 
the  scene  of  an  athletic  event,  prac- 
tice or  game.  It  doesn't  apply  in  the 
office  or  hospital  settings.6 

Necessary  supplies 
and  equipment 

The  training  room  should  be  a des- 
ignated, well-lit  area  with  available 
privacy  for  male  and  female  ath- 
letes. A training  table  along  with 
taping  and  treatment  supplies 
must  be  present.  The  physician 
needs  to  have  a medical  bag  with 
the  contained  equipment  depen- 
dent on  the  supplies  available  from 
the  athletic  trainer  as  well  as  the 
availability  of  paramedics  and  the 
distance  to  the  nearest  hospital 
(Table  2).  The  bag  itself  should  be 
compartmentalized  to  allow  easy 


identification  and  access  to  medi- 
cal equipment.7  A tackle  box,  medi- 
cal black  bag,  athletic  bag  or  one 
of  the  commercially  available  bags 
are  all  acceptable. 

Documentation  forms  or  dicta- 
tion equipment  also  should  be  on 
hand.  Documentation  should  in- 
clude the  athlete's  name,  date  of 
event,  sport,  nature  of  injury,  na- 
ture of  immediate  care  and  recom- 
mendations for  ongoing  treatment 
and  rehabilitation,  and  care  given 
to  the  opposing  team.  Special  em- 
phasis should  be  placed  on  recom- 
mendations given  the  athlete  or 
parents  regarding  follow-up  treat- 
ment or  therapy. 

Responsibilities 

Having  an  emergency  plan  prior  to 
actual  event  coverage  is  vital.  Team 
physicians  must  know  how  to  con- 
tact an  ambulance  if  not  on  site  and 
how  to  transfer  an  injured  player. 


including  one  with  a cervical  spine 
injury.  They  must  be  prepared  to 
follow  up  on  transported  players. 
On  game  day,  they  should  arrive 
at  the  site  30  minutes  prior  to  the 
event,  scout  the  playing  field  for 
potentially  dangerous  areas  and 
note  ambulance  access.  Physicians 
without  a cellular  phone  must  lo- 
cate the  nearest  telephone  and  in- 
troduce themselves  to  the  officials 
and  other  coaches.  Above  all,  phy- 
sicians must  check  previous  inju- 
ries and  determine  fitness  of  ath- 
letes to  play.  After  the  event,  they 
should  re-evaluate  injuries  and  be- 
gin the  rehabilitation  plan. 

The  training  room  clinic  should 
be  held  weekly  at  a specified  time. 
Here  the  physician  can  follow-up 
on  game  injuries  and  make  on-go- 
ing  rehabilitation  assessment  with 
the  athletic  trainer  present.  The 
weekly  training  room  clinic  allows 
Continued  on  next  page 
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the  physician  to  develop  a conti- 
nuity relationship  with  the  players, 
coaches,  and  athletic  trainer. 

Outreach 

The  opportunities  for  outreach  are 
abundant.  The  pre-participation 
physical  exam  is  a chance  to  get  to 
know  the  athletes  and  set  up  the 
sports  medicine  team.  At  this  time 
the  physician  should  set  guidelines 
for  physical  activity  and  begin  pre- 
vention activities,  including 
healthful  eating  and  risk-avoid- 
ance habits.  Through  the  relation- 
ship with  the  school,  the  team  phy- 
sician can  educate  the  public  in- 
cluding the  athletes,  their  parents, 
and  the  coaches  and  promote  a 
healthy  lifestyle  for  today's  adoles- 
cents. 


Summary 

Being  a team  physician  can  be  a 
time-consuming  commitment.  The 
team  physician  is  responsible  for 
all  aspects  of  the  athlete's  care  and 
has  the  final  say  in  all  medical  mat- 
ters related  to  athletic  participa- 
tion. Primary  care  physicians  are 
well  suited  to  be  team  physicians. 
The  training  room  is  an  outstand- 
ing way  to  increase  physician  avail- 
ability  to  adolescents  and 
underserved  population.  Setting 
up  a training  room  must  be 
planned  in  advance,  including 
funding,  supplies  and  liability. 
Most  legal  problems  can  be 
avoided  with  a contract  and  proper 
documentation.  The  school-based 
training  room  provides  the  physi- 
cian with  an  excellent  opportunity 
for  community  service  and  can  be 
a very  rewarding  experience. 
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PO  Box  795 
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Emergency  Medicine  Practitioners 
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Park  Offices 

Varied  and  Challenging  Patient  Population 

New  Flexible  Scheduling  Options 

All  considered  Full-Time  with  Same  Base  Pay 

#1  40  hrs/wk,  no  evenings/ no  weekends 

#2  36  hrs/wk,  6 hrs  of  evenings /weekends 

#3  32  hrs/wk,  12  hrs  of  evenings/weekends 

#4  28  hrs/wk,  18  hrs  of  evenings/ weekends 

A 400-Physician  Multispecialty  Clinic 

Contact  Patrick  Moylan  at  612/993-5986 
or 

Send  CV  and  Letters  of  Inquiry  to: 
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David  B.  Honari,  MD,  Craig  C.  Young,  MD,  Melbourne  D.  Boynton,  MD,  and  John  Lachacz,  PT,  ATC, 
Milwaukee 


Diagnosis  and  treatment 
of  common  knee  injuries  in  athletes’ 


Knee  injuries  are  an  all  too  common  occurrence  in  athletes.  Prompt 
diagnosis,  aggressive  treatment  and  rehabilitation  is  necessary  to 
minimize  time  away  from  athletic  activity  and  to  maximize  function  at 
a competitive  level.  This  article  reviews  the  latest  trends  in  diagnosing 
and  treating  common  knee  injuries  in  athletes,  including  ligamentous 
and  meniscal  injuries.  Wis  Med  / 1996,95(6):361-366. 

w.™  the  Olympic  Games 

upon  us  once  again,  pub- 
lic awareness  of  injuries  to  these 
elite  worldwide  athletes  has  in- 
creased. Knee  injuries,  in  particu- 
lar, are  very  common  in  athletes 
participating  in  sporting  events,  es- 
pecially collision-type  activities. 

Such  injuries  have  received  much 
attention  in  the  news  in  recent 
years  when  prominent  athletes  are 
involved.  This  article  discusses  the 
latest  trends  in  the  management  of 
many  common  knee  injuries  seen 
in  athletics.  Early  diagnosis  and  ag- 
gressive treatment  are  crucial  to 
optimizing  function  and  return  to 
competition  for  these  athletes, 
whose  career  at  the  elite  level  may 
be  limited  to  a single  Olympiad. 


Anatomy 

Thorough  knowledge  of  knee 
anatomy  is  necessary  to  diagnose 
and  treat  knee  injuries.  The  knee 
is  a modified  hinge  joint  highly 
susceptible  to  injury,  especially  in 


collision  sports.  The  greatest  bony 
apposition,  and  thus  stabilization, 
takes  place  with  the  knee  in  full 
extension.  With  increasing  knee 
flexion  greater  reliance  is  placed  on 
ligamentous  and  muscular  stabili- 
zation. Thus,  a flexed  knee  has  in- 
creased vulnerability  to  overload- 
ing forces.  16 

Four  major  ligaments  provide 
most  of  the  knee  joint's  stability 
and  help  prevent  injury  to  other 
surrounding  structures.  The  ante- 
rior cruciate  ligament  (ACL)  pre- 
vents anterior  translation  of  the 
tibia  on  the  femur.  The  posterior 
cruciate  ligament  (PCL)  prevents 
posterior  tibial  displacement.  The 
medial  collateral  ligament  (MCL) 
prevents  valgus  angulation  or  me- 
dial knee  displacement.  The  lateral 
collateral  ligament  (LCL)  prevents 
varus  angulation  or  lateral  dis- 
placement of  the  knee.  The  menisci 
provide  knee  stability  by  increas- 
ing the  articular  surface  between 
the  femur  and  the  tibia  and  also  act 
as  "shock-absorbers"  to  decrease 
the  forces  within  the  knee  joint.16 
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John  Lachacz  are  with  the  Department 
of  Orthopaedic  Surgery,  Division  of 
Sports  Medicine,  Medical  College  of 
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also  is  with  the  college's  Department 
of  Family  and  Community  Medicine. 
Reprint  requests  to  David  Honari,  MD, 
9200  W Wisconsin  Ave,  Milwaukee,  WI 
53226.  *Based  on  Best  Scientific  Poster 
at  the  1994  Wisconsin  State  Medical 
Society  Annual  Meeting. 


Common  knee  ligament  injuries 
MCL  Injury 

MCL  injury  is  the  most  common 
ligament  injury  in  sports,  usually 
occurring  when  the  knee  is  hit  or 
stressed  from  the  lateral  side  as  in 
a valgus  stress  injury. 19 

History:  Patients  may  hear  a "pop" 
and  recall  being  hit  on  the  knee 


from  the  lateral  side  or  sustaining 
a twisting  knee  injury. 

Diagnosis:  A valgus  stress  test  with 
the  knee  at  20-30  degrees  of  flex- 
ion (Fig  1)  with  accompanying  pain 
and  instability  is  diagnostic  for 
MCL  injury.  There  usually  is  mini- 
mal or  no  joint  effusion  with  an  iso- 
lated MCL  tear.  A first-degree 
sprain  is  diagnosed  by  pain,  but 
with  no  increase  in  laxity,  through 
stress  testing.  A second-degree 
sprain  is  increased  laxity,  but  with 
a good  end  point.  A third-degree 
sprain  represents  complete  disrup- 
tion of  the  ligament  and  presents 
with  joint  laxity. 

Continued  on  next  page 
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Third-degree  MCL  sprains  are 
associated  with  injuries  to  other 
knee  structures,  most  commonly 
the  ACL.  "O'Donoghue's  terrible 
triad"  is  a classic,  albeit  relatively 
rare,  football  injury  consisting  of 
injury  to  the  medial  meniscus  tear, 
MCL  tear  and  ACL  tear  caused  by 
a clipping-type  block.  Radiographs 
should  be  taken  of  any  knee  that 
that  swells  after  injury  to  evaluate 
for  fractures.  Bilateral  extremity  x- 
rays  are  important  in  athletes  with 
open  growth  plates. 

Treatment:  Initial  treatment  is  with 
Rest,  Ice,  Compression,  and  Eleva- 
tion (RICE)  therapy.  Non-steroidal 
anti-inflammatory  drugs  (NSAIDs) 
may  be  useful  in  controlling  pain. 
Conservative  rehabilitation  with 
early  range  of  motion  is  the  current 
favored  regimen.  For  the  third-de- 
gree sprains,  a hinged  brace  will 
offer  some  protection  to  the  heal- 
ing ligament.  Athletes  may  return 
to  full  activity  once  they  attain  full 
range  of  motion  and  successfully 


pass  functional  drills  simulating 
their  normal  activity.  Recovery 
time  from  a MCL  injury  varies  with 
degree  of  severity  and  may  be  as 
little  asl  week  or  last  6 weeks  or 
more.812,13'19 

ACL  injury 

Not  only  is  ACL  injury  the  second 
most  common  ligament  knee  in- 
jury, it  is  also  the  most  common 
completely  torn  ligament  of  the 
knee,  and  one  of  the  most  common 
knee  ligament  injuries  seen  in  the 
physician's  office  (Table  l).2-4-6'813 
The  ACL  is  most  likely  to  be  injured 
when  the  athlete  is  rapidly  chang- 
ing direction  on  a weighted  leg 
(e.g.  landing  from  a jump  or  stop- 
ping quickly). 

History:  The  most  common  ACL 
injury  mechanism  is  a non-contact, 
pivoting-type  of  injury.  However, 
a direct  blow  to  the  knee,  such  as 
clipping  in  football,  also  may  cause 
an  ACL  injury.  Commonly  the  ath- 
lete or  others  nearby  hear  a "pop." 
The  injured  knee  usually  swells 
rapidly  and  the  athlete  is  unable  to 


continue  in  the  sporting  activity.  A 
person  with  a chronically  torn 
ACL  often  will  complain  that  the 
knee  "gives  out  or  gives  way." 
These  athletes  usually  are  unable 
to  return  to  their  sport  activities,  es- 
pecially activities  which  require 
pivoting  and  cuffing. 

Diagnosis:  The  Lachman  test  with 
the  knee  in  20  degrees  flexion  is 
the  most  accurate  diagnostic  test 
(Fig  2).  The  popular  anterior 
drawer  test  is  less  sensitive  and  less 
specific.  Acutely  there  is  usually  a 
large  effusion  which  is  a hemar- 
throsis.  A magnetic  resonance  im- 
age (MRI)  of  the  knee  provides  an 
excellent  view  of  the  anatomy  of 
the  knee,  including  the  ligaments 
and  the  menisci.  If  a clear  diagno- 
sis of  a complete  ACL  tear  can  be 
made  through  clinical  history  and 
physical  examination,  an  MRI  usu- 
ally is  not  needed.  17 

Treatment:  RICE  therapy  serves  as 
initial  treatment  for  several  weeks, 
followed  by  physician  re-examina- 
tion when  the  pain  and  swelling 


Table  1 - Sporting  activity  at  time  of  ligamentous  injury>f 


Sporting  activity  at  time  of  injury 


Injury 

Skiing 

Soccer 

Baseball 

Football 

Basketball 

Other 

Sports 

Total  injuries 
by  site 

ACL 

23 

(13.9%) 

33 

(20.0%) 

25 

(15.2%) 

27 

(16.4%) 

19 

(11.5%) 

38 

(23.0%) 

165 

(54.3%) 

MCL 

19 

(24.4%) 

10  ' 
(12.8%) 

16 

(20.5%) 

14 

(17.9%) 

6 

(7.7%) 

13 

(16.7%) 

78 

(25.7%) 

ACL  + MCL 

12 

(30.8%) 

9 

(23.1%) 

1 

(2.6%) 

6 

(15.4%) 

3 

(7.7%) 

8 

(20.5%) 

39 

(12.8%) 

PCL* ** 

1 

(6.7%) 

0 

5 

(33.3%) 

1 

(6.7%) 

2 

(13.3%) 

6 

(40%) 

15 

(4.9%) 

LCL** 

1 

(14.3%) 

1 

(14.3%) 

3 

(42.9%) 

0 

0 

2 

(28.6%) 

7 

(2.3%) 

Total 

Injuries  by 

56 

(18.4%) 

53 

(17.4%) 

50 

(16.4%) 

48 

(15.8%) 

30 

(9.9%) 

67 

(22%) 

304 

Sport 


* Modified  form  Hirshman  PH,  Daniel  DM,  Miyasksa  K.  In  Daniel  DM,  Akeson  WH,  O'Conner  J]  (Eds)  Knee  Ligaments: 
Structure,  Function,  Injury,  and  Repair.  New  York,  Raven  Press,  1990,  pp  481-503  . **Includes  isolated  and  combined  injuries 
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have  diminished.  Early  treatment 
focuses  on  restoring  range  of  mo- 
tion, followed  by  strengthening 
with  a concentration  on  quadriceps 
and  hamstring  muscle  exercises. 

Closed  kinetic  chain  (CKC)  ex- 
ercises simulate  functional  posi- 
tions and  normal  physiological 
loading  resulting  in  proprioceptive 
training,  prevention  of  bone  reab- 
sorption and  muscle  atrophy.  CKC 
exercises  for  lower  extremity 
strengthening  are  widely  recom- 
mended since  they  place  less  stress 
on  the  knee  joint,  especially  the 
patellofemoral  joint  and  the  ACL, 
when  compared  to  open  kinetic 
chain  exercises.3,5  CKC  exercises  in- 
clude squats,  step  downs,  stair 
climbing  machines  and  leg  press. 

Definitive  treatment  depends 
on  patient  lifestyle  and  knee  symp- 
tom longevity.  For  the  elite  athlete 
and  other  patients  who  are  active 
and  unwilling  to  modify  their 
lifestyle,  surgical  ACL  reconstruc- 
tion after  restoration  of  motion 
through  physical  therapy  is  the 
preferred  treatment.  If  these  pa- 
tients remain  active  in  pivoting/ 
twisting  activities  and  continue 
suffering  from  instability  as  evi- 
denced by  episodes  of  "giving 
way,"  they  run  the  risk  of  injuring 
the  cartilage  and  meniscus  within 
the  knee  which  later  can  lead  to 
painful  arthritis  and  degenerative 
changes.  With  current  accelerated 
post-ACL  reconstruction  rehabili- 
tations, athletes  may  start  jogging 
at  10  weeks  and  return  to  full  ac- 
tivity in  6 months,  or  in  some  cases, 
even  sooner.1418 

If  the  patient  is  less  active  or  is 
willing  to  modify  his  or  her 
lifestyle  and  activity  level,  then 
knee  rehabilitation  and  symptom- 
atic therapy  should  be  the  treat- 
ment of  choice.  If  disabling  knee 
instability  persists  after  rehabilita- 
tion, surgical  treatment  can  be  re- 
considered.24 

LCL  injury 

The  LCL  is  injured  much  less  fre- 
quently than  the  MCL.  The  LCL  is 


Fig  2.  Lachman  Test 


usually  injured  when  the  knee  is 
hit  or  stressed  from  the  medial  side, 
as  in  a varus  stress  injury. 

History:  Patients  recall  being  hit  on 
the  knee  from  the  medial  side. 

Diagnosis:  Use  a varus  stress  test 
with  the  knee  at  20-30  degrees  of 
flexion  with  accompanying  pain 
and  instability. 

Treatment:  LCL  injuries  are  treated 
similarly  to  MCL  injuries  with 
RICE  therapy,  NSAIDs  and  early 
range  of  motion  exercises.81213 

PCL  injury 

PCL  injury  is  rare  and  is  usually 
caused  by  knee  hyperflexion,  a 
blow  to  the  knee  during  hyperex- 
tension, or  a fall  on  the  anterior 
tibia  PCL  injury  is  much  less  com- 
mon than  ACL  injury.  Isolated 
chronic  PCL  injuries  are  rarely 
symptomatic.  The  average  Na- 
tional Football  League  professional 
football  team's  roster  contains  1 or 
2 players  with  an  isolated,  un- 
treated, asymptomatic  PCL  in- 
jury.1-8 

The  PCL  is  most  commonly  torn 
in  conjunction  with  other  knee 
ligaments  (see  section  on  knee  dis- 
location). 


History:  Patients  often  do  not  recall 
any  specific  injury  or  complain  of 
knee  instability.  Occasionally  pa- 
tients will  complain  of  anterior 
and/or  medial  knee  pain  with  in- 
stability during  twisting  or  jump- 
ing-type  activities. 

Diagnosis:  The  posterior  drawer 
test  is  the  diagnostic  test  of  choice. 
The  posterior  sag  test  also  can  be 
used,  looking  for  posterior  tibial 
step-off  (Fig  3). 

Treatment:  Rehabilitation  consists 
of  quadricep  muscle  strengthening 
exercises  along  with  propriocep- 
tion and  functional  exercises.  Non- 
operative treatment  for  most  PCL 
injuries  is  the  current  standard  of 
care.  Surgery  is  employed  only  in 
rare  cases.8-15 

Other  common  knee  injuries: 
Meniscal  injury 

Meniscal  injuries  are  one  of  the 
most  common  knee  injuries  in 
sports.  The  meniscus  is  usually 
torn  during  knee  rotation  when  the 
knee  is  moving  from  a flexed  to  an 
extended  position.  Because  the 
medial  meniscus  is  partially  fixed 
in  place  by  attachments  to  the 
Continued  on  next  page 
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MCL  and  the  medial  capsule,  it  is 
torn  3 times  more  often  than  the 
more  mobile  lateral  meniscus. 

History:  Patients  report  that  their 
knee  swells,  "locks,  clicks,  catches, 
pops,  or  gives  way,"  and  they  ex- 
perience pain  with  squatting.  His- 
tory of  true  locking  episodes,  in 
which  the  knee  being  fixed  in  po- 
sition which  requires  physical  ma- 
nipulation to  clear,  is  highly  suspi- 
cious of  a meniscal  tear. 

Diagnosis:  The  diagnosis  primarily 
is  based  on  history.  However,  char- 
acteristic physical  findings  may 
confirm  suspicions  of  meniscal  in- 
jury. The  patient  may  be  unable  to 
fully  extend  the  knee,  secondary  to 
pain  or  obstruction.  Joint  line  ten- 
derness and  effusion  may  be 
present  as  well  as  quadriceps  atro- 
phy. Circumduction  tests  (e.g.  the 
McMurray  test)  have  good  speci- 
ficity, but  only  moderate  sensitiv- 
ity.7 MR1  studies  are  commonly 
used  today,  but  can  yield  a high 
ratio  of  false  positive  results.10  In 
older  patients,  asymptomatic  de- 
generative meniscal  tears  are  com- 
monly seen  on  MRI.  The  gold  stan- 
dard test  is  knee  arthroscopy. 


Treatment:  Conservative  rehabilita- 
tion is  employed  initially.  If  symp- 
toms persist,  arthroscopic  surgery 
with  meniscal  repair  or  removal  of 
the  damaged  portion  is  the  stan- 
dard of  care. 


Patellofemoral  Syndrome 

Problems  with  the  patellofemoral 
joint  are  the  most  common  knee 
problems  seen  in  clinical  practice 
and  usually  are  related  to  overuse 
and  overtraining.917  Many  athletes 
are  biomechanically  predisposed, 
by  femoral  anteversion,  genu  val- 
gus, or  foot  proration,  to  develop- 
ing patellofemoral  syndrome. 

History:  Anterior  knee  pain  that  is 
commonly  aggravated  by  stair 
climbing  or  sitting  for  prolonged 
of  time  with  the  knee  flexed  at  90 
degrees,  called  a "theater's  sign." 
Swelling  usually  is  minimal  (a 
"puffy"  appearance)  with  no  joint 
effusion.  Patients  complain  of  a 
"catching  or  slipping  sensation." 
The  pain  also  may  be  reproduced 
with  squatting  activities  and  when 
ascending  or  descending  hills  or 
stairs. 

Diagnosis:  The  patient  reports  pain 
with  patella  compression.  Crepita- 


tion of  the  patellofemoral  joint  is 
heard  with  knee  range  of  motion. 
A grind  test  in  which  the  patella's 
superior  pole  is  held  in  place  fol- 
lowed by  the  patient  contracting 
their  quadriceps  and  a compres- 
sion test  in  which  the  patellar  is 
compressed  down  onto  the  femo- 
ral condyles  often  reproduces  the 
pain  of  patellofemoral  syndrome. 
X-ray  studies  to  evaluate  the 
patellofemoral  joint  and  help  rule 
out  pathology:  anterior-posterior 
(AP),  lateral,  and  infrapatellar 
(sunrise  or  merchant's)  views,  con- 
stitute the  knee  series  of  radio- 
graphic  views. 

Treatment:  Physical  therapy  with 
rehabilitation  exercises  help 
strengthen  the  quadricep  muscles 
and  increase  flexibility.  Biofeed- 
back techniques,  non-steroidal 
anti-inflammatory  agents,  activity 
modification,  and  correction  of 
anatomic  abnormalities  are  further 
useful  regimens  to  consider.  The 
goal  of  therapy  is  to  obtain  a nor- 
mal, pain-free,  and  functional  knee. 
This  can  be  achieved  in  up  to  80%- 
90%  of  patients  with  conservative 
treatment.  Various  surgical  options 
can  be  considered  if  non-surgical 
therapy  has  failed. 

Patellofemoral  rehabilitation 
emphasizes  stretching  of  key  struc- 
tures such  as  the  hamstrings,  ili- 
otibial band  and  lateral  patella  reti- 
naculum. Strengthening  exercises 
such  as  sitting  knee  isometrics,  step 
downs  and  mini-squats  focus  on 
the  vastus  medialis.  McConnell 
taping  of  the  patella  can  improve 
the  patellar  alignment,  allowing 
the  athlete  better  function  and  less 
pain. 

Patellar  Tendinitis 

Also  known  as  "jumper's  knee," 
patellar  tendinitis  is  commonly 
seen  in  basketball  and  volleyball 
players  and  is  usually  self-limited. 

Diagnosis:  Patient  history  and  ten- 
derness along  the  patellar  tendon 
inferiorly  indicates  patellar  ten- 


Fig  3.  Sag  Test.  The  near  knee  has  a positive  sag  test  compared  to  the  partially 
hidden  normal  far  knee. 
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dinitis.  The  patient  usually  has 
pain  with  resisted  knee  extension. 

Treatment:  The  patient  should  ap- 
ply ice  and  avoid  jumping-type 
activities  until  the  pain  subsides. 
Stretching  exercises  are  important 
in  prevention  of  recurrence.  In 
chronic  cases,  where  conservative 
management  fails,  surgical  therapy 
might  be  considered. 

Iliotibial  Band  Syndrome 

Also  known  as  "runner's  knee," 
iliotibial  band  syndrome  is  com- 
monly seen  in  runners  and  usually 
is  self-limited.  The  pain  is  caused 
by  repetitive  irritation  of  the  ili- 
otibial band  over  the  distal  lateral 
femoral  epicondyle. 

Diagnosis:  Athletes  usually  com- 
plain of  pain  over  the  lateral  knee 
at  the  beginning  of  activity  which 
lessens  through  the  activity  only  to 
return  after  activity.  The  pain  is 
aggravated  when  running  down 
hills  or  on  banked  surfaces  (e.g. 
indoor  tracks  and  steeply  crowned 
roads).  The  patient  usually  has  a 
tight  iliotibial  band  and  is  tender 
over  the  lateral  femoral  epi- 
condyle. 

Treatment:  Applying  ice,  avoidance 
of  hills  and  sloped  surfaces,  and 
decreasing  activity  levels  until  pain 
subsides  is  usually  effective.  Non- 
steroidal anti-inflammatory  agents 
may  be  helpful.  Stretching  exer- 
cises are  important  in  prevention 
of  recurrence.  In  chronic  cases, 
where  conservative  management 


fails,  a cortisone  injection  might  be 
considered. 

Patellar  Subluxation 
or  Dislocation 

This  injury  usually  occurs  with  the 
knee  bent  and  a subsequent  valgus 
and  external  rotation  force  applied 
to  the  knee.  It  almost  always  occurs 
laterally.  This  injury  also  can  occur 
with  patellar  trauma.919 

Diagnosis:  The  patient  commonly 
has  acute  hemarthrosis  with  pain 
over  the  medial  retinaculum  and 
adductor  tubercle  (origin  of  the 
patellofemoral  ligament).  A posi- 
tive apprehension  sign,  pain  or  ap- 
prehension while  the  examiner 
pushes  the  patella  laterally,  is  of- 
ten seen  following  acute  injury.  X- 
ray  the  knee  to  rule  out  osteochon- 
dral fractures  that  would  need  po- 
tential surgical  intervention. 

Treatment:  Many  of  these  injuries 
reduce  spontaneously.  If  not,  re- 
duce the  patella  with  the  knee  in 
extension.  These  injuries  usually 
respond  well  to  conservative 
therapy  programs  which  include 
strengthening  of  the  medial  quad- 
riceps. 

Knee  injury  emergency: 

Knee  Dislocation 
(Combined  ACL/PCL  Tear) 

Knee  dislocation  is  one  of  the  only 
sports  knee  injuries  that  is  a true 
orthopaedic  emergency.  A disloca- 
tion of  the  knee  is  a surgical  emer- 
gency, and  the  patient  must  be 


transported  to  the  hospital  imme- 
diately, ideally  to  a level  one 
trauma  center  for  optimal  care. 

Complete  knee  dislocation  in 
sports  is  rare,  occurring  only  after 
extensive  tearing  of  the  supporting 
ligaments  and  soft  tissues.  Injury 
to  neighboring  neurovascular 
structures  is  common  and  needs  to 
be  promptly  evaluated  by  an  ortho- 
paedic surgeon. 

Treatment:  The  knee  must  be  re- 
duced promptly,  usually  in  the 
emergency  room  or  under  general 
anesthesia  in  the  operating  room. 
An  angiogram  should  be  strongly 
considered  for  all  knee  disloca- 
tions. If  pedal  pulses  are  absent  or 
if  there  is  any  doubt  a lower  ex- 
tremity angiography  or  an  emer- 
gency vascular  surgical  consult 
must  be  obtained  to  rule  out 
popliteal  injury.  Vascular  surgery 
should  be  done  immediately  if  any 
major  vascular  injuries  are  present. 
The  prognosis  for  salvaging  a func- 
tional limb  is  poor  when  ischemia 
has  been  present  for  more  than  4 
hours.  After  vascular  patency  has 
been  restored,  the  issue  of  ligament 
repair  and/or  reconstruction  can 
be  addressed  with  the  orthopedic 
surgeon.11 

Discussion 

Knee  injuries  are  very  common  in 
sports,  and  evaluation  by  a sports 
medicine  physician  greatly  im- 
proves the  odds  for  favorable  long- 
term outcomes.  Early  diagnosis 
and  rehabilitation  are  vital  in  these 
Continued  on  next  page 


Table  2 - Sporting  activity  at  time  of  meniscal  injury* 


Sporting  activity  at  time  of  injury 


Skiing 

Soccer  & 
Rugby 

Baseball 

Football 

Basketball 

Other 

Sports 

Total 

Injuries 

36 

(7.1%) 

23 

(4.6%) 

41 

(11.1%) 

159 

(31.5%) 

93 

(18.4%) 

153 

(30.3%) 

505 

* Modified  from  Baker  BE,  Arthur  MD,  et  al.  Review  of  meniscal  injury  and  associated  sports.  Am  ] Sports  Med,  1985;  13:1-4. 
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injuries.  Most  of  the  injuries  men- 
tioned can  be  treated  conserva- 
tively with  rehabilitation  that  in- 
cludes various  exercise  programs. 
Surgery  to  reconstruct  the  ACL  is 
performed  in  athletes  who  expect 
to  continue  twisting  or  pivoting 
sports  or  patients  who  have  dis- 
abling episodes  of  instability  de- 
spite muscle  strengthening.  Com- 
bined ligament  injuries  and/or 
knee  dislocations  also  require  sur- 
gical intervention  for  favorable 
outcomes. 

The  ultimate  goal  in  treating 
knee  injuries  is  to  reestablish  nor- 
mal range  of  motion  and  function. 
Increased  research  and  current  ad- 
vances in  both  operative  and  non- 
operative management  of  knee  in- 
juries has  made  this  an  area  of  pub- 
lic interest  and  expectation.  Knee 
injuries  that  only  a few  years  ago 
would  have  resulted  in  a poorly 
functioning  knee  can  today  be  re- 
stored to  a near  normal  state,  in 
many  instances.  Further  research 
into  the  anatomy,  biomechanics, 
management  techniques,  and  reha- 
bilitation protocols  of  knee  injuries 
will  lead  to  further  improved  re- 
sults. 
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Risk  factors  for  anterior  cruciate  ligament  injury 

James  E.  Goris,  MD,  and  Ben  K.  Graf,  MD,  Madison 


Anterior  cruciate  ligament 
(ACL)  injuries  have  become 
a common  source  of  disability  in 
the  United  States.  In  fact,  it's  esti- 
mated that  100,000  ACL  injuries 
occur  per  year.1  Of  those  injured, 
67%  are  less  than  30  years  old.2  Al- 
though advances  in  surgical  recon- 
struction and  rehabilitation  tech- 
niques have  allowed  many  pa- 
tients to  return  to  full  activity  after 
ACL  injury,  it's  preferable  to  iden- 
tify risk  factors  for  ACL  injury  in 
order  to  decrease  injury  rates. 

Sports  activity,  female  gender, 
positive  family  history,  narrow  in- 
tercondylar notch,  ligamentous 
laxity,  hamstring  weakness,  and 
excessive  shoe  interface  friction  are 
seen  as  risk  factors  for  ACL  injury. 
Each  of  these  risk  factors  will  be 
discussed  and  accompanied  by  a 
review  of  the  relevant  literature. 

To  better  evaluate  the  relative 
risk  of  ACL  injuries  in  a specific 
patient  population,  it's  necessary 
to  know  ACL  injury  frequency  in 
the  general  population.  Evaluation 
of  the  280,000  members  in  the  San 
Diego  Kaiser  Health  Plan  in  the 
mid-1980s  showed  an  ACL  injury 
rate  of  0.34  per  1000  patient  years.3 
A Danish  study  found  a similar 
rate  of  0.3  per  1000  patient  years.4 
Prospective  studies  of  athletic 
populations,  however,  demon- 
strate much  higher  rates  of  ACL 
injury.  Twenty-three  ACL  injuries 
occurred  in  783  Texas  high  school 
athletes  followed  for  2 years.5  This 
is  equivalent  to  14.4  per  1000  pa- 
tient years  (i.e.  1 .4%  per  year)  for  a 
relative  risk  42  times  that  of  the 
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Kaiser  population.  A similar  re- 
view of  213  college  athletes  re- 
vealed an  even  higher  injury  rate 
of  16.3  per  1000  patient  years.6 
Clearly,  sports  participation  in- 
creases an  individual's  risk  of  ACL 
injury. 

Lemale  athletes  appear  to  be  at 
even  greater  risk  of  ACL  injury. 
Awareness  of  this  issue  was  height- 
ened by  an  article  in  Sports  Illus- 
trated that  included  a survey  of 
ACL  injuries  in  men's  and 
women's  Division  I college  basket- 
ball programs.  Survey  data 
showed  83  ACL  tears  in  women 

„ . Soccer 


compared  to  only  23  in  men.  A 
more  scientific  review  of  the 
NCAA  Injury  Surveillance  System 
from  1989  to  1993  also  demon- 
strated increased  rates  of  ACL  in- 
jury in  female  athletes.7  ACL  injury 
occurred  at  a rate  of  0.31  per  1000 
athlete  exposures  in  women's  soc- 
cer compared  to  0.13  per  1000  ath- 
lete exposures  in  men. 

The  difference  was  even  more 
pronounced  in  basketball,  where 
the  rate  was  0.29  versus  0.07  (Lig. 
1).  The  incidence  of  all  other  knee 
injuries  with  the  exception  of 
Continued  on  next  page 
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Fig  1.  Rate  of  ACL  injury  per  1,000  athlete  exposures  from  Reference  7 
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meniscal  tears  didn't  significantly 
differ  between  sexes.  The  increased 
incidence  of  meniscal  injury  ap- 
pears largely  due  to  the  disparity 
in  ACL  injuries.  The  reason  for  the 
increased  ACL  injury  rate  in 
women  is  unknown,  although  ana- 
tomic variations  and  the  rapid  in- 
crease in  female  athletic  participa- 
tion have  been  proposed  as  con- 
tributory factors. 

The  increased  risk  of  ACL  injury 
for  an  athlete  with  a positive  fam- 
ily history  is  difficult  to  quantify. 
No  data  are  available  on  the  per- 
centage of  all  athletes  who  have  a 
family  member  with  ACL  injury.  A 
recent  study  reported  that  4%  of 
individuals  with  unilateral  ACL 
injuries  have  a positive  family  his- 
tory.8 In  comparison,  35%  of  pa- 
tients with  bilateral  ACL  injuries 
have  a positive  family  history.  This 
study  didn't  evaluate  the  patients 
for  the  presence  of  other  risk  fac- 
tors such  as  anatomic  differences. 

Various  anatomic  factors  also 
contribute  to  ACL  injury.  A narrow 
intercondylar  notch  relative  to  dis- 
tal femoral  width  repeatedly  has 
been  associated  with  non-contact 
ACL  injuries.5,6,9  A standard  radio- 
graphic  technique  has  been  de- 
scribed for  measuring  the  notch 
with  index  (NWI)  (Fig.  2).  The 
NWI  equals  the  width  of  the  inter- 
condylar notch  divided  by  the 
width  of  the  femur  at  the  popliteal 
hiatus.  A NWI  of  0.21  or  greater  is 
considered  normal  while  one  of 
0.20  or  less  is  defined  as  stenotic. 

In  a 2-year  study  of  Western 
Michigan  University  athletes  a 
stenotic  intercondylar  notch 
contributeed  to  a 66-fold  higher 
risk  of  ACL  injury.6  A 26-fold  in- 
creased risk  for  non-contact  ACL 
injury  was  seen  in  Texas  high 
school  athletes  with  a stenotic 
NWI7  This  study  demonstrated  no 
significant  NWI  differences  for  in- 
dividuals sustaining  contract  ACL 
injuries.  In  a review  of  bilateral 
ACL  tears,  55%  of  patients  sus- 


tained their  first  injury  at  an  aver- 
age of  age  of  16  and  had  NWI  rat- 
ings 1 standard  deviation  below 
normal.9  These  patients  sustained 
a second  ACL  injury  by  predomi- 
nantly non-contact  mechanisms  at 
an  average  of  15  months  after  ini- 
tial injury.  The  author  recom- 
mended counseling  patients  in  this 
subgroup  on  the  risk  of  a second 
injury  after  the  initial  ACL  tear. 
Although  these  data  suggest  NWI 
may  be  an  important  indicator  of 
increased  ACL  injury,  other  stud- 
ies haven't  confirmed  its  predictive 
value.10 

The  relationship  of  other  ana- 
tomic factors  to  ACL  injury  isn't  as 
clearly  defined.  A 1970  study 
evaluated  professional  football 
players  for  5 indices  of  ligamentous 
laxity.  Performance  tests  assessed 
overall  flexibility,  knee  recur- 
vatum,  simultaneous  valgus,  ex- 
tension and  external  rotation  of  the 
knee  and  ankle,  hip  rotation,  and 
overall  upper  extremity  laxity.  Sev- 
enty-two percent  of  the  players 
with  3 positive  indices  sustained 
knee  ligament  injuries  compared  to 
4%  of  players  with  no  positive  in- 
dices.11 In  1974,  researchers  pro- 
posed that  a strength  imbalance  of 
greater  than  10%  between  quadri- 
ceps and  hamstrings  or  right  and 
left  lower  extremities  was  a risk 
factor  for  knee  injury.12  However, 
numerous  follow-up  studies,  in- 
cluding one  monitoring  2,300  West 
Point  cadets,  have  failed  to  pro- 
duce similar  results.13,14 

A final  factor  which  has  been 
extensively  studied  is  the  interface 
between  athletic  shoe  and  playing 
surface.  Physicians  in  the  1960s 
attributed  many  knee  injuries  to 
excessive  torsional  resistance  of 
long-cleated  football  shoes.  Ex- 
perimental studies  show  that  the 
force  required  for  torsional  release 
at  the  shoe  surface  interface  varies 
widely.15  This  force  is  affected  by 
shoe  material,  cleat  length  and  pat- 
tern, surface  material,  surface 
moisture  and  temperature.  A re- 
cently published  look  at  3,119  high 


Fig  2.  Calculation  of  notch  width  in- 
dex. NWI  equals  width  of 
intracondylar  notch  (A)  divided  by  the 
width  of  femoral  condyles  at  popliteal 
groove  (B).  From  Reference  9. 


school  football  players  studied 
over  3 years  supports  the  concept 
that  excessive  resistance  to  tor- 
sional force  increases  the  ACL  in- 
jury rate.16  Players  wearing  the 
shoe  with  the  highest  torsional  re- 
sistance had  an  ACL  injury  rate  of 
1.7%  compared  to  0.5%  in  athletes 
who  wore  shoes  with  lower  tor- 
sional resistance. 

It's  apparent  that  an 
individual's  ACL  injury  risk  is  de- 
pendent on  numerous  variables. 
Athletic  activity,  especially  cutting 
and  pivoting  sports,  increases  the 
risk  to  ACL.  In  addition,  female 
gender,  a positive  family  history,  a 
stenotic  intercondylar  notch,  and 
excessive  resistance  to  torsional 
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movements  appear  to  increase 
ACL  injury  rates.  A better  under- 
standing of  the  relative  contribu- 
tion of  each  factor  to  the  cumula- 
tive increase  in  risk  is  needed.  This 
would  aid  in  risk  counseling  for 
athletic  participants  and  better  fo- 
cus on  injury  prevention. 
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Athletic  performance  in  relation  to  training  load 

Carl  Foster,  PhD,  Erin  Daines,  MS,  Lisa  Hector,  MS,  Ann  C.  Snyder,  PhD,  and  Ralph  Welsh,  BS,  Milwaukee 


Abstract 

Athletic  performance  generally  is 
thought  to  improve  with  increases 
in  training  load.  However,  few  data 
exist  showing  the  quantitative  re- 
lationship between  training  load 
and  performance.  We  followed  56 
athletes  (16  runners;  40  cyclists/ 
speed  skaters)  during  12  weeks  of 
training.  We  recorded  index  perfor- 
mances (3.2  km  time  trial  or  5 or 
10  km  bicycle  ergometry)  after  6 
weeks  of  baseline  training  and  6 
weeks  of  a self-selected  training  in- 
creases. Training  load  was  quan- 
titated as  the  product  of  intensity 
(global  rating  of  perceived  exertion 
(RPE))  and  the  duration  (time)  of 
each  training  session.  Load  was  ex- 
pressed as  the  weekly  average  over 
the  6 weeks  preceding  each  index 
performance. 

We  also  recorded  the  duration 
of  high  intensity  training  (RPE>5, 
hard)  ( inten ).  From  6 to  12  weeks, 
performance  improved  12.95±3.83 
to  12.66+3.00  min  (p<.01).  Training 
time  (345±282  to  355±273  min/ wk) 
and  inten  (61±88  to  71+91  min/wk) 
did  not  change  significantly,  al- 
though RPE  (3.8±0.7  to  4.0±0.8) 
and  load  (1242±957  to  1386±978)  in- 
creased significantly.  No  strong 
correlations  existed  between 
changes  in  performance  and 
changes  in  any  training  measure 
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(TIME,  r=-0.031,  RPE,  r=-0.039, 
LOAD,  r=0.29,  INTEN,  r=0.025.) 
Data  suggest  that  improved  perfor- 
mance in  events  of  7-20  minutes 
duration  in  response  to  intensified 
training  is  primarily  dependent 
upon  increases  in  total  load  and 
overall  RPE  during  training  and; 
that  a 10-fold  increase  in  training 
load  may  be  associated  with  an 
-10%  improvement  in  perfor- 
mance. These  data  suggest  the  pos- 
sibility of  understanding  the  train- 
ing responses  of  athletes  on  a quan- 
titative basis. 

Key  words:  sports  performance, 
running,  cycling,  training. 

Introduction 

Few  understandings  are  more  uni- 
versal to  coaches  and  athletes  than 
the  concept  that  performance  im- 
proves with  training.  Indeed,  the 
legend  of  the  young  farmer  who 
lifted  a growing  bullock  on  a daily 
basis  until  he  became  one  of  the 
world's  strongest  men  defines  the 
concept  of  training  progression 
that  still  is  central  to  contemporary 
athletic  programs.  The  practical 
problem  coaches  and  athletes  face 
is  the  amount  of  training  required 
to  reach  specific  performance  lev- 
els. This  is  particularly  pertinent 
since  our  emerging  understanding 
of  the  overtraining  syndrome  sug- 
gests that  negative  adaptations  to 
exercise  also  are  training-dose  re- 
lated.1-2 Although  there  are  some 
cross-sectional  and  semi-quantita- 
tive data  linking  training  loads  to 
performance,3-4-5  the  lack  of  an  ac- 
cepted method  to  quantitatively 
measure  the  training  load  makes 
this  problem  difficult  to  address. 

Recent  measurement  tech- 
niques present  the  opportunity  to 
begin  the  process  of  quantitative 
training  load  variation  response 
modeling.6-7'8-9  Further,  recent  ad- 
vances in  our  understanding  of 


how  to  mimic  competitions  in  the 
laboratory  allow  us  to  make  com- 
petitively relevant  measures  of  ex- 
ercise capacity  in  the  controlled 
environment.1011  Thus,  this  study's 
intent  was  to  present  controlled 
observations  of  athletic  perfor- 
mance in  relation  to  training  load 
changes  in  athletes. 

Methods 

Subjects:  The  subjects  for  this 
study  were  56  competitive  ath- 
letes. Their  performance  capabili- 
ties varied  widely  from  serious  rec- 
reational  level  competitors  to 
members  of  U.S.  National  Teams 
(n=14)  to  members  of  U.S.  Olym- 
pic Teams  (n=5).  All,  however, 
viewed  themselves  as  serious 
competitors  and  trained  system- 
atically for  competitions.  All  pro- 
vided informed  consent  and  par- 
ticipated on  a voluntary  basis. 
Thirty  three  of  the  subjects  were 
male,  23  were  female.  Their  age 
(mean  +s.d.)  was  27.4+4.5  years. 
Their  primary  athletic  pursuits 
were  running  (n=16),  cycling 
(n=15)  and  speed  skating  (n=25). 

Performance  Measures:  The  run- 
ners' performance  was  assessed 
using  a 2 mile  (3.2  km)  unpaced 
time  trial.  The  trial  was  completed 
on  an  indoor  201m  oval.  The  cy- 
clists' and  speed  skaters'  perfor- 
mance was  assessed  using  5 km  or 
10  km  unpaced  time  trials,  respec- 
tively, on  a windload-resisted 
cycle.1011  Prior  to  all  trials,  goal 
times  were  discussed  with  the  ath- 
lete and  appropriate  pacing  cues 
(e.g.  lap  times)  were  calculated. 
Achieved  lap  times  were  provided 
throughout  the  effort.  Performance 
measures  were  recorded  at  the  end 
of  a 6-week  baseline  period  of  sub- 
jectively moderate  training  and  af- 
ter 6 weeks  of  a self-selected  train- 
ing load  increases.  All  subjects 
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Fig  1:  Comparison  of  mean  (+SE)  values  for  training  time,  training  RPE,  training  LOAD,  high  intensity  training,  and  time  trial 
performance  at  baseline  and  after  a self  selected  increase  in  training. 


were  habituated  to  the  perfor- 
mance measure  by  virtue  of  per- 
forming at  least  one  practice  trial 
before  the  first  trial  recorded  for 
this  study. 

Training  Load:  Athletes  first  were 
assessed  during  a period  of  active 
recovery  from  the  preceding  com- 
petitive season.  Although  this 
training  load  was  subjectively 
moderate  for  these  athletes,  it  still 
was  well  beyond  the  30-minute,  3- 
4 times  weekly  workout  at  mod- 
erate intensity  recommended  for 


fitness  participants.  The  training 
load  was  quantitated  for  a 6-week 
period  during  baseline  training 
and  during  6 weeks  of  a self-se- 
lected training  load  increases. 

The  method  of  quantitating 
training  load  has  been  previously 
described.8  After  the  conclusion  of 
each  training  session,  the  athlete 
rated  the  entire  training  session's 
subjective  intensity  using  a modi- 
fication of  the  Borg  Rating  of  Per- 
ceived Exertion  (RPE)  scale  (Table 
1).  We've  previously  demonstrated 
this  exercise  intensity  rating  relates 


to  the  mean  heart  rate  achieved 
during  training  and  to  the  percent- 
age of  time  the  heart  pumps  in 
zones  defined  by  blood  lactate  ac- 
cumulation.8 

The  session  RPE  was  multiplied 
by  the  total  duration  of  the  train- 
ing session  in  minutes  (time).  The 
product  of  session  RPE  x time, 
when  summated  on  a weekly  ba- 
sis, is  referred  to  as  the  total  train- 
ing load.  Lastly,  the  mean  weekly 
duration  of  high  intensity  training 
(RPE>5)  was  computed  (inten). 

Continued  on  next  page 
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Model  of  Relative  Performance  vs  Training  Load 


Fig  2:  (A)  Individual  plots  of  time  trial  performance  in  relation  to  training  LOAD  in  6 
speed  skaters  ivho  were  followed  over  an  extended  period  of  time  and  through  several 
variations  in  training;  (B)  the  averaged  results  for  these  subjects;  and  (C)  the  relationship 
of  training  LOAD  to  the  mean  data,  normalized  to  a 100%  performance  with  a training 
LOAD  of  500  units/week. 


Continued  from  previous  page 

Researchers  did  question  sub- 
ject variability  in  interval  training 
session  duration  reports.  Some 
subjects  preferred  to  report  only 
the  time  for  high  intensity  seg- 
ments while  excluding  recovery 
time  between  exercises  or  sets. 
Others  preferred  to  record  the  to- 
tal training  session  duration.  We 
were  unable  to  impose  a consistent 
pattern  across  subjects.  However, 
for  an  individual  subject  the  re- 
cording strategy  was  consistent. 

All  training  was  recorded  and 
included  in  the  analysis  regardless 
of  whether  it  was  specific  training 
or  cross-training.  Speed  skaters,  es- 
pecially, had  a tendency  to  use  sev- 
eral exercise  modes.  However,  we 
feel  our  quantitating  training  sys- 
tem corrects  for  this  problem  more 
effectively  than  a method  based  on 
entirely  physiologic  measures, 
such  as  heart  rate  or  blood  lactate. 
In  any  case,  the  choice  of  training 
activities  was  based  on  what  the 
athlete  felt  would  contribute  to 
improving  their  performance. 

Lastly,  in  a few  subjects  (speed 
skaters)  we  were  able  to  track  train- 
ing and  performance  over  a longer 
period  of  time.  Training  load  and 
performance  (10km  cycle  time 
trial)  were  recorded  at  convenient 
(although  non-standard)  intervals. 
A rolling  6-  week  load  average  was 
used  as  the  criterion  measure. 

Statistical  Approach:  We  com- 
pared mean  values  for  interest  vari- 
ables after  baseline  and  after  in- 
creased training  using  ANOVA. 
Performance  changes  were  related 
to  training  changes  using  correla- 
tion statistics.  In  the  subjects  fol- 
lowed over  a longer  period  of  time, 
the  n was  too  low  to  treat  with  con- 
ventional statistical  techniques. 
However,  we  plotted  the  relation- 
ship of  the  various  training  indicies 
to  performance.  From  this  we 
made  some  preliminary  attempts 
to  model  the  relationship  between 
training  load  and  performance. 
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Figure  3:  Comparison  of  the  normalized  plot  of  time  trial  performance  in  relation  to  train- 
ing in  relation  to  mean  data  from  longitudinal  training  studies  published  in  the  literature. 


Results 

There  was  no  significant  difference 
in  the  average  weekly  training  time 
from  baseline  to  second  evaluation 
(345±38  to  355±36  minutes/ week). 
However,  there  was  a significant 
increase  in  the  average  training  in- 
tensity as  reflected  by  the  global 
RPE  (3.8±0.1  to  4.0±0.1)(p<0.01). 
There  was  no  significant  difference 
in  the  average  weekly  time  de- 
voted to  high  intensity  training 
(61+12  to  71+12  minutes/week). 
There  was  a significant  (11.6%)  in- 
crease in  the  mean  weekly  training 
load  computed  as  time  * RPE 
(124+128  to  1386±130  units/ 
week)(p<0.01).  There  was  a signifi- 
cant (2.2%)  decrease  in  the  average 
(+SE)  time  required  required  to 
perform  a standard  time  trial 
(12.95+0.51  to  12.66+0.40  minutes) 
(p<0.01)  (Fig  1). 

There  were  no  significant  corre- 
lations between  changes  in  time 
trial  performance  and  changes  in 


Session  Rating  of  Perceived  Ex- 
ertion Scale 

The  Borg  scale  for  the  Rating  of 
Perceived  Exertion  (RPE)  was 
modified  by  asking  the  athletes 
to  rate  each  days  training  session 
in  the  following  way:  30  minutes 
following  the  completion  of  a 

training 

session,  describe  the 

overall  perception  of  effort  dur- 
ing the  session  as  if  you  were  re- 
sponding to  your  mother's  ques- 
tion, "How  was  your  workout. 

honey?" 

Rating 

Verbal  Description 

0 

Rest 

1 

Really  Easy 

2 

Easy 

3 

Moderate 

4 

Sort  of  Hard  Hard 

5 

Hard 

o 

7 

8 
9 

Really  Hard 

Really,  Really  Hard 

10 

Just  Like  My  Hardest 
Race 

training  time  (r=-0.031),  RPE  (r=- 
0.039),  inten  (r=0.025),  or  load 
(r=0.029). 

In  the  athlete  subgroup  we  fol- 
lowed through  several  variations 
in  training  load  in  relation  to  time 
trial  performance,  total  training 
load  (rather  than  training  time,  RPE 
or  inten)  related  best  to  perfor- 
mance variations.  The  relationship 
usually  was  best  described  with  a 
log  curve.  However,  the  curve  was 
individually  specific  (different  sub- 
jects performed  differently  with  the 
same  training  load)( Fig  2).  When  in- 
dividual results  were  averaged, 
there  also  was  a regular  relation- 
ship of  training  load  with  perfor- 
mance (Fig  2).  When  time  trial  per- 
formance was  normalized  to  that 
associated  with  minimal  training 
load  levels  (500  units /week)  there 
was  a regular  relationship.  Over 
the  range  of  our  observations,  there 
was  an  approximate  10%  improve- 
ment in  performance  for  a 10  fold 
increase  in  training  load  (Fig  2). 

Comparing  the  normalized 
model  to  the  results  of  the  larger 
group  in  this  study  and  to  the  re- 
sults of  longitudinal  training  stud- 
ies with  athletes  from  the  literature 
revealed  a fairly  good  correspon- 
dence (Fig  3).  Previous  laboratory 


data  suggest  a stronger  relation- 
ship between  training  LOAD  and 
performance  in  marathon  runners 
than  our  model  suggests.12  This  is 
consistent  with  other  cross-sec- 
tional data  with  marathon  runners, 
suggesting  a very  large  importance 
of  training  volume.3'513  Although 
the  data  of  Jeukendrup14  were  col- 
lected with  relatively  better  ath- 
letes, at  relatively  high  values  for 
training  load,  the  rate  of  change  of 
performance  vs  load  was  very 
similiar  to  our  model. 

Discussion 

This  study  is  one  of  the  first  stud- 
ies to  quantitatively  evaluate  the 
effect  of  training  load  changes  on 
athletic  performance.  The  results  of 
both  a larger  series  of  athletes 
evaluated  before  and  after  training 
load  increases  and  a smaller  series 
of  athletes  evaluated  in  relation  to 
several  training  load  changes,  sug- 
gest a systematic  relationship  (best 
described  by  a log  curve)  in  which 
a 10-fold  increase  in  training  load 
(from  keep-fit  levels)  results  in  ap- 
proximately a 10%  performance 
improvement.  It  must  be  borne  in 
mind  that  this  study  was  observa- 
tional rather  than  experimental 
Continued  on  next  page 
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and  that  other  strategies  for  in- 
creasing the  training  load  might  be 
more  or  less  effective.  At  the  same 
time,  the  pattern  of  increasing 
training  load  in  many  of  the  sub- 
jects was  dictated  by  professional 
coaches.  Thus,  we  feel  that  the  self- 
selected  increase  in  training  used 
in  this  study  probably  represents 
nearly  our  best  contemporary  un- 
derstanding of  how  to  prepare  ath- 
letes for  competition. 

The  duration  of  this  study's  cri- 
terion performances  (7-20  minutes) 
undoubtedly  places  a premium  on 
a certain  combination  of  training 
intensity  and  duration.  With  sig- 
nificantly shorter  or  longer  crite- 
rion performances,  different  com- 
binations might  best  describe  the 
relationship  between  training  load 
and  performance.  This  is  clearly 
evident  in  the  comparison  of  our 
training  model  to  a longitudinal 
study  with  marathon  runners  pre- 
viously conducted  in  our  labora- 
tory (Fig  3). 

As  already  noted  by  Busso,6 
Fitz-Clarke7  and  Morton,13  changes 
in  training  load  also  may  have  a 
negative  impact  on  performance 
(at  least  in  the  short  term)  in  rela- 
tion to  fatigue  associated  with 
heavier-than-usual  training.  The 
present  data  are  not  adequate  to 
fully  address  this  response  compo- 
nent to  training  load  variations, 
although  it  remains  an  important 
factor,  particularly  at  high  load  lev- 
els. Animal  model  studies  show 
that  lack  of  daily  training  load  vari- 
ability  contributes  to  negative 
training  responses  consistent  with 
overtraining  syndrome  (cf  1). 

Recent  laboratory  studiesl  have 
suggested  that  lack  of  training  vari- 


ability (training  monotony)  is  sig- 
nificantly associated  with  the 
liklihood  of  developing  minor 
training  illnesses  or  injuries.  The 
monotony  hypothesis  of  training 
injuries  has  been  supported  by 
work  in  other  laboratories.15  Sig- 
nificantly, similiar  methods  of  re- 
cording training  sufficient  to  calcu- 
late training  load,  may  also  be  used 
to  calculate  monotony .’  Thus,  we 
may  be  able  to  provide  guidance 
to  an  individual  athlete  based  on 
analysis  of  training  records. 

In  summary,  the  results  of  this 
study  demonstrate  that  althletic 
performance  can  be  understood  in 
terms  of  training  variables,  and 
that  training  outcomes  can  be 
mapped  from  simple  records  that 
the  athlete  can  maintain.  These 
data  imply  that  guidance  to  the 
athlete  can  be  provided  on  a ratio- 
nal basis,  and  that  difficulties  with 
training  may  be  understood  and 
corrected. 
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Exercise-induced  asthma  and  the  asthmatic  athlete 


Tobias  Enright,  MD,  Milwaukee 

Almost  all  asthmatics  involved  in  moderate  to  heavy  exercise  will 
experience  exercise-induced  asthma  (EIA).  Up  to  14%  of  athletes  exhibit 
EIA,  symptoms  of  which  include  dyspnea,  coughing,  chest  tightness 
and  wheezing.  Education,  warm-up  exercises  and  pre-treatment  with 
the  appropriate  medications  can  enable  an  athlete  to  excel  and  even 
win  a gold  medal  in  the  1996  Olympic  games.  Wis  Med  }.  1996;95 
( 6):375-378. 


Introduction 

Asthma  is  a pulmonary  disease 
with  the  following  characteristics: 
1 ) airway  obstruction  that  is  revers- 
ible in  most  patients  either  spon- 
taneously or  with  treatment;  2)  air- 
way inflammation;  and  3)  in- 
creased airway  responsiveness  to 
a variety  of  stimuli.1  Exercise-in- 
duced asthma  (EIA)  is  the  term 
used  to  describe  the  transitory  in- 
crease in  airway  resistance  that  fol- 
lows vigorous  exercise  in  most 
asthma  patients.2  Exercise-induced 
asthma  occurs  in  70%  to  90%  of 
asthmatic  patients  and  from  3%  to 
14%  of  world  class  athletes.3  Exer- 
cise-induced asthma  first  was  de- 
scribed by  Areteaus  the  Cappa- 
docian in  the  second  century  A.D. 
However,  only  in  the  past  2 de- 
cades has  the  recognition,  cause 
and  treatment  of  EIA  been  studied 
in  any  extensive  manner. 

Pathopsyiology 

Even  though  EIA  has  been  clini- 
cally recognized  for  a long  time, 
knowledge  of  its  underlying 
mechanism  is  still  incomplete.  It's 
generally  established  that  EIA  re- 
sults from  the  lung's  loss  of  heat 
or  water  or  both  during  exercise 
due  to  a marked  increase  in  venti- 
latory volume.  The  intermediate 
mechanisms  leading  to  broncho- 
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constriction  still  are  subject  to  de- 
bate. Anderson  suggests  that  with 
water  loss  the  ensuing 
hyperosmolar  environment  within 
the  airway  epithelial  fluid  stimu- 
lates mast  cell  mediator  release  and 
activates  vagal  pathways  leading 
to  bronchoconstriction.4 

On  the  other  hand,  McFadden 
suggests  that  airway  cooling  dur- 
ing exercise  leads  to  a reactive  hy- 
peremia, with  resultant  vascular 
congestion  and  edema.  This  pro- 
duces a thickening  of  the  mucosa 
and  reduced  airway  caliber.5 
McFadden  also  has  shown  that  EIA 
severity  is  influenced  by  the  rapid- 
ity and  magnitude  of  post-exercise 
airway  rewarming.6 

During  the  first  2 or  3 minutes 
of  exercise  bronchodilatation  oc- 
curs, in  part  due  to  the  release  of 
endogenous  epinephrine  that  di- 
lates airway  smooth  muscle.  How- 
ever, bronchoconstriction  occurs 
after  about  5 minutes  of  vigorous 
activity  and  peaks  about  5 to  10 
minutes  after  exercise.  Recovery 
usually  is  spontaneous  and  com- 
plete within  60  minutes.  When  the 
exercise  is  performed  repeatedly 
within  a period  of  60  minutes  or 
less,  the  bronchial  constriction  pro- 
gressively decreases,  inducing  ta- 
chyphylaxis and  a refractory  pe- 
riod. Only  about  half  of  asthmat- 
ics experience  a refractory  period 
with  EIA.8  The  existence  of  a de- 
layed asthmatic  response  after  ex- 
ercise is  controversial.9 

Clinical  presentation 

EIA  symptoms  usually  consist  of 


shortness  of  breath,  chest  tightness, 
fatigue,  coughing  and  occasional 
wheezing.  Frequently,  the  patient 
may  complain  only  of  shortness  of 
breath  or  coughing.  In  some  chil- 
dren, EIA  also  may  cause  abdomi- 
nal pain. 

Complaints  such  as  being  out  of 
shape,  being  winded  or  suffering 
from  a "locker  room  cough"  are 
common  EIA  symptoms  in  athletes 
and  often  are  missed  by  coaches 
and  trainers.10 

Factors  influencing  EIA  severity 
include  the  type,  intensity  and  du- 
ration of  exercise,  environmental 
conditions  (temperature,  humid- 
ity, and  air  pollution)  and  the  in- 
terval since  the  last  attack  (refrac- 
tory period).11  While  any  exercise 
or  sport  has  the  potential  to  pro- 
duce EIA,  certain  activities  are 
more  asthmagenic  than  others.  In 
particular,  high  intensity  sports  of 
intermediate  duration  are  more 
asthmagenic  than  sports  of  brief 
duration  or  little  exertion.  Thus, 
basketball  or  soccer  will  be  more 
likely  to  produce  EIA  in  athletes 
than  baseball.  Exercise  in  cold,  dry 
air  is  more  asthmagenic  than  exer- 
cise in  warm,  humid  air. 

Diagnosis 

Detailed  medical  histories  often 
can  detect  the  subtle  EIA  presenta- 
tions. However,  classic  symptoms 
may  be  missed  or  misinterpreted 
as  poor  conditioning  or  lack  of  ef- 
fort. As  many  as  50%  of  children 
with  a negative  history  may  exhibit 
EIA.12  Frequently,  a resting  pulmo- 
nary function  test  will  be  normal, 
especially  in  an  athlete.  With  a sug- 
gestive history,  a therapeutic  trial 
of  a pre-exercise  medication  may 
help  confirm  diagnosis.  EIA  diag- 
nosis is  most  accurately  established 
by  using  an  exercise  challenge  test, 
especially  in  the  case  of  athletes. 

Continued  on  next  page 
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Free  running,  treadmill  and 
cycle  ergometer  are  the  3 most 
commonly  used  proceedures  in 
EIA  testing.  Free  running,  usually 
outdoors,  for  6-8  minutes  is  the 
most  asthmagenic  and  practical  of 
the  3 for  the  patient  and  physician. 
Unfortunately,  free  running  is  dif- 
ficult to  quantify  or  monitor.  Tread- 
mill testing,  easier  to  monitor  and 
quantify,  is  most  often  recom- 
mended. 

In  an  exercise  challenge,  the  pa- 
tient exercises  at  a ventilation  level 
high  enough  to  produce  the  intra- 
airway thermal  events  creating 
obstruction.  This  can  be  obtained 
by  having  the  person  run  on  a 
treadmill  for  4 to  8 minutes  at  80% 
of  the  person's  target  heart  rate. 
Pulmonary  function  measure- 
ments are  determined  before  and 
after  exercise  and  at  5 minute  in- 
tervals after  exercise.1314  A positive 
exercise  challenge  results  in  a de- 
crease in  the  forced  expiratory  vol- 
ume in  one  second  (FEV,)  of  at  least 
15%  from  pre-exercise  values.15  If 
there's  a high  degree  of  suspicion 
of  EIA  and  the  exercise  test  was 
negative,  another  test  should  be 
done  under  cold,  dry  conditions 
(10  degrees  C or  less).  If  that's  also 
negative,  then  a methacholine  chal- 
lenge should  be  considered.  Per- 
sons who  may  be  at  risk  for  cardio- 
vascular disease  or  have  hyperten- 
sion should  have  cardiac  monitor- 
ing while  undergoing  any  exercise 
challenge. 

Therapy 

The  primary  goal  of  therapy  is  to 
decrease  or  prevent  EIA  symptoms 
that  interfere  with  a person's  par- 
ticipation in  an  activity  or  sport. 
Optimal  therapy  combines  educa- 
tion with  both  nonpharma- 
cological  and  pharmacological 
therapies.  The  educational  process 
should  include  participants,  par- 
ents, teachers,  coaches  and  train- 
ers. Studies  show  that  public 
school  coaches  don't  understand 


the  presenting  symptoms  of  EIA 
and  when  to  use  inhalers.16  Stud- 
ies evaluating  the  benefit  of  physi- 
cal training  programs  on  EIA  have 
produced  mixed  results.  Some 
studies  have  shown  no  benefit.17 
Others  have  demonstrated  a 25% 
reduction  in  EIA  severity  with 
training  programs.18  These  various 
studies  suggest  that  in  some  par- 
ticipants, a training  program  may 
reduce  EIA  severity. 

As  noted  previously,  50%  of  EIA 
sufferers  will  have  a refractory  pe- 
riod. This  is  important  in  athletes 
and  persons  required  to  perform 
repeated  strenuous  exercise  or 
sports  activity.  A warm-up  period 
of  15  to  30  minutes  before  exercise 
can  produce  a state  of  refractori- 
ness during  the  desired  activity. 
This  warm-up  period  doesn't  have 
to  produce  bronchoconstriction  or 
even  be  intense  to  induce  the  re- 
fractory state.  Schnall  and  Laudaw 
have  shown  that  multiple  sprints 
of  30  seconds  duration,  2 minutes 
apart,  performed  30  minutes  before 
prolonged  exercise  reduce  EIA  se- 
verity.19 Others  have  shown  that 
prolonged  submaximal  exercise 
also  reduce  EIA  severity.20  There's 
no  known  specific  warm-up  activ- 
ity that  will  consistently  induce  a 
refractory  period. 

The  medication  of  choice  for  EIA 
prevention  is  an  inhaled  B,  adren- 
ergic agonist.  The  most  frequently 
used  beta,  agonists  are  albuterol, 
pirbuterol  and  metaproterenol. 
Two  puffs  administered  10  to  15 
minutes  before  exercise  will  reduce 
or  completely  ablate  the  EIA  in  80% 
to  90%  of  patients.21  Albuterol  has 
protective  effects  against  El  A for  at 
least  3 hours  after  administration.22 

Recently,  a new  long  acting  B, 
adrenergic  agonist,  salmeterol,  has 
been  available  for  EIA  and  noctur- 
nal asthma.  Salmeterol  has  been 
shown  to  have  a protective  effect 
against  EIA  for  at  least  6.5  hours 
and  may  be  especially  beneficial 
for  athletes  who  exercise  repeti- 
tively during  the  day.23  The  dosage 
is  2 puffs  every  12  hours  in  persons 


12  years  and  older.  Salmeterol 
should  never  be  used  more  than 
twice  daily  at  the  recommended 
dose.  More  frequent  dosing  has 
been  fatal.24  Oral  B,  agonists  and 
theophylline  have  not  been  as  pro- 
tective in  EIA  and  have  more  side 
effects  than  inhaled  B,  agonists. 

For  people  who  can't  tolerate  an 
inhaled  B,  agonist,  2 to  4 puffs  of 
cromolyn  sodium  or  nedocromil 
sodium  can  be  used  about  15  min- 
utes before  any  exercise  or  sport- 
ing activity.  If  adequate  EIA  con- 
trol isn't  obtained  with  only  a B, 
adrenergic  agonist,  then  either 
cromolyn  sodium  or  nedocromil 
sodium  can  be  combined  with  a B, 
agonist  to  control  the  broncho- 
spasm.25  In  the  remaining  few  asth- 
matics not  controlled  by  this  medi- 
cation combination,  the  addition  of 
an  anticholinergic  inhaler  may  be 
beneficial.  Inhaled  steroids  given 
immediately  before  exercise  are  of 
no  benefit  in  EIA.  However,  in- 
haled steroids  as  maintenance 
medication  can  indirectly  reduce 
EIA  severity  possibly  by  control- 
ling the  underlying  asthma.26  An- 
tihistamines, such  as  terfenadine 
have  been  shown  to  attenuate  EIA, 
probably  due  to  their  blockade  of 
histamine  receptors  on  bronchial 
smooth  muscle.27  Other  medica- 
tions such  as  furosamide  and  cal- 
cium channel  blockers  have  been 
used  in  EIA,  but  are  of  question- 
able benefit. 

The  asthmatic  athlete 

EIA's  recognition  and  proper  treat- 
ment can  be  a significant  problem 
for  both  amateur  and  professional 
athletes.  These  well-conditioned 
athletes  frequently  have  symptoms 
only  with  maximal  effort.  Their 
symptoms  of  chest  tightness  or 
coughing  can  be  misinterpreted  as 
poor  conditioning  or  lack  of  effort. 
Numerous  studies  have  proved 
EIA's  unrecognized  existence  in 
both  collegiate  and  Olympic  ath- 
letes.28-29 Further,  many  of  these 
athletes  who  undergo  an  exercise 
test  don't  demonstrate  a decrease 
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of  their  FEVj  of  at  least  15%.  In 
view  of  this  finding,  some  investi- 
gators have  suggested  a drop  of 
10%  in  the  FEVj  be  considered  ab- 
normal in  athletes.30 

Perhaps  EIA's  most  challenging 
aspect  for  any  athlete  is  therapy. 
Nonpharmacological  management 
includes  education  (athlete,  coach, 
trainer),  satisfactory  aerobic  fit- 
ness, and  proper  warm  up  exer- 
cises. 

Certain  medications  used  in 
asthma  treatment  are  considered  to 
have  ergogenic  (performance  en- 
hancing) properties  and  are 
banned  by  most  sport  governing 
bodies.  Examples  of  ergogenic 
asthmatic  medications  include 
adrenaline  and  ephedrine.  In  1972, 
an  Olympic  athlete  was  disquali- 
fied because  of  ephedrine 
(marax®)  usage.31  Since  then  the 


United  States  Olympic  Committee 
(USOC)  and  other  sport  governing 
bodies  have  developed  a list  of 
banned  and  allowed  medications 
for  athletes.32  Different  sport  gov- 
erning bodies  ban  different  sub- 
stances. It's  important  to  remem- 
ber that  lists  of  banned  and  al- 
lowed medications  continually 
change  and  the  athlete  is  encour- 
aged to  obtain  the  most  recent  in- 
formation from  the  appropriate 
sport  governing  body  for  their  ath- 
letic competition. 

As  of  April,  1995,  the  only  B,- 
agonists  permitted  by  the  USOC 
were  albuterol  and  terbutaline  and 
with  prior  written  nofffication 
from  prescribing  physicians.  The 
USOC  hotline  is  l-(800)-233-0393 
and  the  NCAA  hotline  is  l-(800)- 
546-0441. 
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The  incidence  of  needlestick  and  sharps  injuries 
and  use  of  safer  devices  in  Wisconsin  hospitals 

Sarah  J.  Lulloff,  MS,  James  M.  Vergeront,  MD,  Jeannie  Druckenmiller,  CIC,  and  Neil  J.  Hoxie,  MS,  Madison 


Introduction 

The  increased  prevalence  of  hu- 
man immunodeficiency  virus 
(HIV)  infection  within  patient 
populations  has  heightened  health 
care  worker  concerns  about  the 
risk  of  transmission  of  bloodborne 
pathogens  through  needlestick  and 
sharps  injuries  (NSI).  This  concern 
is  well  founded:  the  Centers  for 
Disease  Control  and  Prevention 
report  46  health  care  workers  with 
documented  occupationally  ac- 
quired HIV  infection  through  June 
1995. 1 Experts  estimate  the  risk  of 
seroconversion  following  a percu- 
taneous injury  with  a HIV-con- 
taminated sharp  to  be  0.36%.2 

While  much  attention  is  given 
to  the  risk  of  occupationally  trans- 
mitted HIV  infection,  the  dangers 
of  hepatitis  B transmission  through 
NSI  pose  even  greater  risks  to 
health  care  workers.  An  estimated 
6%  to  30%  of  susceptible  persons 
who  sustain  an  NSI  from  a device 
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contaminated  with  blood  positive 
for  hepatitis  B surface  antigen 
(HBsAg)  will  become  infected.3 
Each  year  12,000  health  care  work- 
ers nationwide  are  occupationally 
infected  with  hepatitis  B.  As  many 
as  200  to  300  of  these  likely  will 
die.4 

Given  health  care  worker's 
risks  of  occupationally  acquired 
bloodborne  infections,  NSI  preven- 
tion should  be  given  priority.  This 
study  provides  estimates  of  the  in- 
cidence of  NSI  among  health  care 
workers  in  Wisconsin  hospitals,  the 
occupations  at  risk  for  NSI,  and  the 
devices  and  procedures  associated 


with  NSI.  The  report  also  provides 
data  on  the  extent  to  which  safer 
devices  are  being  used  in  hospitals 
to  reduce  NSI  incidence  in  Wiscon- 
sin. 

Methods 

In  March,  1993,  primary  infection 
control  practitioners  at  Wisconsin's 
128  general  hospitals  received  a 
questionnaire  requesting  informa- 
tion on  methods  used  to  monitor 
NSI,  the  number  of  NSI  reported 
during  1992,  the  number  of  NSI 
involving  HIV  seropositive  and 
HBsAg  positive  source  patients. 
Continued  on  next  page 


Nurses 


Fig  1 - Needlestick  and  sharps  injuries  by  occupation. 

*Residents,  nursing  students,  medical  students,  physician  assistants,  and  respiratory  thera- 
pists each  represented  1%  or  less  of  all  needlestick  and  sharps  injuries. 
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the  job  classification  of  NSI  recipi- 
ents, types  of  devices  and  proce- 
dures associated  with  NSI,  and  the 
types  of  safer  devices  in  use  at  the 
institution.  The  Office  of  Health 
Care  Information,  Wisconsin  Divi- 
sion of  Health,  and  individual  hos- 
pitals provided  institution-specific 
information,  including  number  of 
beds,  institutional  income  and 
profit,  and  number  of  employees.5 

To  quantify  the  extent  to  which 
hospitals  monitor  NSI  rates,  an  in- 
stitutional commitment  score  was 
calculated.  Each  score  was  deter- 
mined by  allocating  one  point  for 
a positive  response  to  each  of  the 
following: 

a)  whether  NSI  data  were  entered 
into  a computer  database; 

b)  if  the  institution  had  an  in-hos- 
pital telephone  number  for  im- 
mediate reporting  of  NSI 
events; 

c)  whether  NSI  were  tabulated  for 
given  time  periods; 

d)  if  rates  of  NSI  were  publicized 
to  hospital  employees; 

e)  whether  primary  infection  con- 
trol practitioners  were  aware  of 
EPINet6  (a  system  for  collecting 
and  analyzing  data  on  NSI  and 
blood /body  fluid  exposures 
and  for  product  evaluation); 
and 

f)  if  EPINet  was  in  use. 

Results 

Responses  were  received  from  88% 
(113/128)  of  hospitals  surveyed. 
Among  hospitals  responding,  96% 
reported  on  the  number  of  NSI, 
74%  reported  on  the  job  category 
of  injured  personnel,  66%  on  the 
device  causing  the  injury,  and  65% 
on  the  procedure  associated  with 
the  injury. 

Among  responding  hospitals, 
3,482  NSI  were  reported  during 
1992  with  a mean  of  32  per  hospi- 
tal (range:  2-261).  The  mean  re- 
ported institutional  NSI  rate  was 
1.82  per  1,000  inpatient  days 
(range:  0.04-11.19).  Multivariate 


Fig  2 - Needlestick  and  sharps  injuries  by  type  of  device.  *Vacuum  phlebotomy  tube  set 
5%,  lancets  5%,  prefilled  cartridge  syringes  3%,  winged  steel  needles  2%,  other  devices 
12%. 


analysis  showed  independent  as- 
sociations between  higher  NSI 
rates  and  fewer  hospital  beds 
(p=.004),  lower  institutional  total 
profit  margins  (p=.001),  higher  in- 
stitutional net  income  (p=.009), 
and  a lower  level  of  institutional 
commitment  to  monitoring  NSI 
rates  (p=.008). 

Among  99  hospitals  reporting 
the  HIV  serostatus  of  source  pa- 
tients, at  least  one  known  HIV  se- 
ropositive source  patient  was  re- 
ported by  11  (11%)  hospitals.  Al- 
together 0.7%  (20/3,021)  of  NSI 
were  associated  with  a known  HIV 
seropositive  source  patient  at  these 
institutions.  For  95  hospitals  re- 
porting the  HBsAg  status  of  source 
patients,  7 (7%)  reported  at  least 
one  NSI  involving  a known  HBsAg 
positive  source  patient.  Altogether 
0.4%  (10/2,840)  of  NSI  at  these  in- 
stitutions involved  a source  patient 
positive  for  HBsAg. 

The  job  category  associated  with 
NSI  is  shown  in  figure  1 . NSI  were 
reported  among  a wide  variety  of 
health  care  workers.  However,  the 
majority  (62%)  were  among  nurses. 
Among  1,287  NSI  reported  among 
nurses,  24%  occurred  among  oper- 
ating room  nurses.  Overall,  the 
NSI  rate  for  nurses  was  14.6  per  100 
employees  and  the  rate  for  physi- 
cians was  5.9  per  100  employees. 

Devices  associated  with  NSI  are 


shown  in  figure  2.  Rates  of  NSI  per 
100,000  devices  purchased  during 
1992  were  138  for  sutures,  100  for 
IV  catheters,  96  for  lancets,  92  for 
scalpels,  and  84  for  IV  tubing/ 
needle  assemblies.  All  other  de- 
vices had  NSI  rates  of  25  or  less  per 
100,000  devices  purchased. 

Procedures  most  commonly  as- 
sociated with  NSI  were  contact 
with  the  instrument  after  use  but 
before  disposal  (18%),  IV  manipu- 
lation (13%),  needle  disposal  (10%), 
and  suturing  (10%).  NSI  due  to 
another  person's  actions,  paren- 
teral injection,  drawing  blood, 
needle  recapping,  handling  trash, 
starting  an  IV,  and  handling  linens 
each  represented  7%  or  less  of  the 
injuries. 

Use  of  at  least  one  safer  device 
was  reported  at  89%  of  responding 
hospitals;  52%  reported  using  three 
or  more  safer  devices;  48  percent 
of  hospitals  reported  using 
needleless/recessed  needle  IV  ac- 
cess systems;  43%  use  retractable 
lancets;  40%  use  needle  recapping 
devices;  31%  pre-filled  cartridge 
syringes  with  a safety  design;  23% 
sliding-sleeve  or  self-sheathing 
safety  syringes;  16%  vacuum  tube 
phlebotomy  sets  with  a blunting 
device  or  sheath;  15%  IV  catheters 
with  a protective  sheath;  12% 
needleless  injection /vaccination 
systems;  4%  blunted  needles;  and 
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1%  retractable  needles.  Multivari- 
ate regression  analysis  showed  a 
significant  association  between  the 
number  of  safer  devices  used  and 
a greater  institutional  commitment 
to  monitoring  NSI  as  measured  on 
the  six  point  scale  (p=0.013). 

Discussion 

Although  this  study  shows  Wis- 
consin hospital  health  care  work- 
ers at  risk  for  exposure  to 
bloodborne  pathogens  through 
occupational  needlestick  and 
sharps  injuries,  we  advise  cautious 
interpretation  of  these  data.  The 
information  collected  in  this  study 
was  self-reported  by  individuals 
completing  questionnaires.  Many 
hospitals  were  unable  to  provide 
specific  information  on  NSI  rates, 
suggesting  that  NSI  records  may  be 
incomplete.  Furthermore,  within 
institutions,  NSI  may  be  under-re- 
ported by  up  to  60%. 7 As  a result, 
these  data  likely  underestimate  the 
incidence  of  NSI  among  Wisconsin 
health  care  workers. 

Our  data  shows  that  certain 
health  care  occupations,  device 
types  and  procedures  are  associ- 
ated with  a high  percentage  of  NSI. 
This  information  can  be  useful  for 
targeting  NSI  prevention  pro- 
grams. Such  programs  should  be 
based  on  the  Occupational  Safety 
and  Health  Administration 
(OSHA)  hierarchy  of  prevention 
controls.  These  controls  include 
utilization  of  safety  features  built 
into  the  product  by  the  manufac- 
turer (engineering  controls);  facil- 
ity-based policies  and  procedures 
(work  practice  controls);  and  bar- 
rier protection  that  includes  gloves, 
masks  and  gowns  (personal  pro- 
tective equipment.)8 

This  study  also  demonstrates 
that  some  Wisconsin  hospitals  use 
safer  devices.  However,  the  ben- 
efit of  using  safer  devices  to  reduce 
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the  incidence  of  NSI  is  not  clear. 
According  to  one  report,  85%  to 
90%  of  NSI  could  be  prevented 
with  product  redesign  using  cur- 
rent technology.9  Other  studies 
have  been  unable  to  demonstrate 
the  effectiveness  of  safer  sharp  de- 
vices in  preventing  NSI.101112  The 
higher  cost  of  safer  devices  and  the 
limited  data  documenting  their  ef- 
fectiveness may  impede  their 
implementation. 

Institutional  commitment  to 
monitoring  NSI  rates  is  an  impor- 
tant factor  in  successfully  reducing 
the  incidence  of  NSI.1314  This  study 
shows  an  association  between  a 
high  level  of  institutional  commit- 
ment to  monitoring  NSI  rates  and 
both  lower  NSI  rates  and  the  use 
of  a greater  number  of  safer  de- 
vices. These  results  suggest  that 
hospitals  which  closely  monitor 
NSI  rates  and  communicate  these 
data  to  employees,  also  are  more 
active  in  implementing  safer  de- 
vices, and  are  experiencing  fewer 
NSI. 

Acknowledgments 

We  gratefully  acknowledge  the  as- 
sistance provided  by  hospital  infec- 
tion control  practitioners  in  the 
completion  of  this  study. 

References 

1.  Centers  for  Disease  Control  and 
Prevention.  HIV/AIDS  Surveillance 
Report,  1995;7(no.l):pl5. 

2.  Marcus  R,  and  the  CDC  Coopera- 
tive Needlestick  Surveillance 
Group.  Surveillance  of  health  care 
workers  exposed  to  blood  from 
patients  infected  with  human  im- 
munodeficiency virus.  N Engl  J 
Med  1988;  319:1118-23. 

3.  Centers  for  Disease  Control.  Rec- 
ommendations for  protection 
against  viral  hepatitis.  MMWR 
1985;34:313-35. 

4.  Centers  for  Disease  Control. 


Guidelines  for  prevention  of  trans- 
mission of  human  immunodefi- 
ciency virus  and  hepatitis  B virus 
to  health-care  and  public-safety 
workers.  MMWR  1989;38(S-6):5. 

5.  Office  of  Health  Care  Information, 
Division  of  Health.  1992  Guide  to 
Wisconsin  Hospitals. 

6.  Canada  adopts  nationwide 
needlestick  surveillance  system — 
EPINet.  Infect  Control  Hosp 
Epidemiol  1993;  14(10):605. 

7.  Hamory  BH.  Underreporting  of 
needlestick  injuries  in  a university 
hospital.  Am  J Infect  Control  1983; 
11:174-7. 

8.  Department  of  Labor,  Occupa- 
tional Safety  and  Health  Adminis- 
tration. 29  CFR  part  1910.1030.  Oc- 
cupational exposure  to  bloodborne 
pathogens;  final  rule.  Federal  Reg- 
ister December  6,  1991;  64,175-82. 

9.  Emergency  Care  Research  Insti- 
tute. Needlestick  prevention  de- 
vices. Health  Devices  1991;20:154-80. 

10.  Skolnick  R,  LaRocca  J,  Barba  D, 
Paicius  L.  Evaluation  and  imple- 
mentation of  a needleless  intrave- 
nous system:  making  needlesticks 
a needless  problem.  Am  } Infect 
Control.  1993;  21:  39-  41. 

11.  Yassi  A,  McGill  ML,  Khokhar  JB. 
Efficacy  and  cost-effectiveness  of  a 
needle  less  intravenous  access  sys- 
tem. Am  ] Infect  Control.  1995;  23: 
57-64. 

12.  Orenstein  R,  Reynolds  L,  Karabaic 
M,  Lamb  A,  Markowitz  SM,  Wong 
ES.  Do  protective  devices  prevent 
needlestick  injuries  among  health 
care  workers?  Am  J Infect  Control. 
1995;  23:  344-51. 

13.  Haiduven  DJ,  DeMaio  TM,  Stevens 
DA.  A five  year  study  of 
needlestick  injuries:  significant  re- 
duction associated  with  communi- 
cation, education,  and  convenient 
placement  of  sharps  containers. 
Infect  Control  Hosp  Epidemiol.  1992; 
13:265-71. 

14.  D'Arco  SH,  Hargreaves  M. 
Needlestick  injuries.  A multidisci- 
plinary concern.  Nurs  Clin  of  N 
Amer  1995;  30(l):61-76.*> 


381 


Heat-related  deaths 

during  the  summer  of  1995,  Wisconsin 

Raymond  D.  Nashold,  PhD,  Jeffrey  M.  Jentzen,  MD,  Peggy  L.  Peterson,  and  Patrick  L.  Remington,  MD,  MPH 


During  the  summer  of  1995, 
154  Wisconsin  residents 
died  from  hyperthermia,  or  exces- 
sive heat,  from  a heat  wave  that 
plagued  the  state.  Excessive  heat 
was  cited  as  the  underlying  cause 
in  81  deaths  (53%)  and  as  a contrib- 
uting cause  in  another  73  deaths 
(47%).  During  the  60-day  period 
from  June  20  to  August  19,  heat- 
related  deaths  were  concentrated 
during  24  days.  However,  most  of 
the  deaths  occurred  in  July.  Of  the 
81  deaths  listing  heat  as  an  under- 
lying cause,  68  (84%)  occurred  in 
July,  9 in  June  and  4 in  August  (Fig). 
The  greatest  number  of  heat  deaths 
occurred  on  July  15  and  16.  Of 
those  deaths,  39  listed  heat  as  an 
underlying  cause,  while  43  cred- 
ited heat  as  a contributing  cause. 

Heat-related  deaths  were 
greater  among  older  persons,  in- 
creasing from  3.5  deaths/ 100,000 
for  persons  aged  45-64  to  38.3 
deaths/100,000  for  persons  85 
years  of  age  and  older  (Table).  The 
death  rate  was  greater  among  men 
than  women  (3.6  versus  2.5 
deaths/100,000).  Among  persons 
less  than  65  years  of  age,  men  had 
3 times  the  death  rate  of  women 


Dr  Nashold  is  the  director  of  the  Cen- 
ter for  Health  Statistics  and  registrar  of 
vital  statistics  for  the  Division  of  Health 
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Remington  is  chief  medical  officer  for 
chronic  disease  in  the  Bureau  of  Pub- 
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quests to  Patrick  Remington,  MD,  1414 
E.  Washington  Ave.,  Rm.  251,  Madison, 
WI  53703.  Copyright  1996  State  Medi- 
cal Society  of  Wisconsin. 


(1.8  versus  0.6/100,000  respec- 
tively). Finally,  excessive  heat  was 
more  likely  to  be  listed  as  the  un- 
derlying cause  of  death  for 
younger  persons  and  for  men 
(Table). 

Only  5 of  the  154  heat  deaths 
were  reported  as  work-related;  3 of 
these  involved  farm  work  and  4 
were  males  below  age  65.  Psycho- 
tropic medications  can  interfere 
with  a person's  normal  tempera- 
ture regulation  mechanism  in  hot 
weather,  and  persons  on  these 
medications  are  more  liable  to  po- 
tentially fatal  heat  stroke.1,2  Eigh- 
teen (22%)  of  the  81  deaths  listing 
excessive  heat  as  an  underlying 
cause  of  death  mentioned  psycho- 


tropic medications  as  a contribut- 
ing factor.  Psychotropic  medica- 
tion use  was  listed  as  a contribut- 
ing cause  of  death  for  36%  (17/47) 
of  the  deaths  among  persons  un- 
der the  age  of  65,  compared  with 
only  3%  (1/34)  of  the  deaths 
among  those  age  of  65  and  older. 

Alcohol  consumption  also  is  a 
risk  factor  for  heat-related  deaths 
and  was  mentioned  12  times  as  a 
contributing  cause  of  death. 
Twelve  death  certificates  also  men- 
tioned chronic  obstructive  pulmo- 
nary disease,  1 mentioned  emphy- 
sema, and  5 mentioned  smoking  or 
tobacco  abuse  (4  with  chronic  ob- 
structive pulmonary  disease). 
Smoking  frequently  is  not  men- 


Heat-related  deaths,  Wisconsin,  1995 


Group 

Number 

Rate* 

Underlying  Cause  (%) 

Age 

<20 

3 

0.2 

100% 

20-44 

17 

0.9 

94% 

45-64 

34 

3.5 

82% 

65-84 

68 

11.7 

31% 

85+ 

32 

38.3 

41% 

Sex 

Male 

90 

3.6 

57% 

Female 

64 

2.5 

47% 

County 

Milwaukee 

91 

9.6 

37% 

Racine 

10 

7.6 

60% 

Sheboygan 

8 

6.5 

100% 

Fond  du  Lac 

6 

6.2 

67% 

Manitowoc 

5 

5.6 

100% 

Kenosha 

4 

3.0 

100% 

Dane 

4 

1.0 

0% 

Balance  of  State 

26 

0.8 

77% 

TOTAL 

154 

3.0 

53% 

*Rate/ 100,000,  with  excessive  heat  listed  as  underlying  and  contributing  cause. 
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tioned  on  death  certificates  when 
it's  a contributing  factor. 

Of  the  154  total  heat-related 
deaths,  41  of  the  victims  (27%)  were 
found  more  than  24  hours  after  the 
estimated  time  of  death.  In  21  of 
these  cases,  excessive  heat  was 
listed  as  the  underlying  cause  of 
death.  Of  the  41  persons  found 
dead  after  24  hours,  only  9 were 
below  the  age  of  60.  Of  these  9 
deaths,  4 decedents  were  taking 
psychotropic  medications  and  4 
had  chronic  alcohol  problems. 

With  91  deaths,  Milwaukee 
County  accounted  for  over  59%  of 
total  heat  deaths  and  42%  of  the 
deaths  with  heat  listed  as  the  un- 
derlying cause.  The  highest  pro- 
portion of  Milwauke  County 
deaths  occurred  in  high-poverty 
areas  where  various  risk  factors 
also  are  likely  to  be  higher.  About 
two-thirds  of  Milwaukee  County 
heat  deaths  occurred  in  areas 
where  30%  or  more  of  the  popula- 
tion had  incomes  below  185%  of 
poverty. 

Following  Milwaukee,  counties 
reporting  the  highest  number  of 
heat  deaths  included  Racine  (10), 
Sheboygan  (8),  Fond  du  Lac  (6), 
Manitowoc  (5),  Kenosha  (4)  , and 
Dane  (4).  Medical  examiners  or 
coroners  in  three  counties,  with  a 
total  of  17  heat-related  deaths,  re- 
ported them  all  with  excessive  heat 
as  the  underlying  cause  of  death; 
whereas,  1 county  reported  none 
of  its  4 heat  deaths  with  excessive 
heat  as  the  underlying  cause.  Mil- 
waukee County  reported  excessive 
heat  as  the  underlying  cause  for 
37%  of  its  91  heat  deaths  compared 
to  53%  for  the  entire  state  (Table). 
The  county  data  show  variation  in 
heat  death  reporting.3 

Comment:  Although  the  num- 
ber of  heat-related  deaths  reported 
during  Wisconsin's  1995  heat  wave 
was  much  higher  than  the  3 to  4 
deaths  usually  reported  each  year, 
it  represents  only  a fraction  of  the 
529  heat-related  deaths  reported 
during  the  record  year  of  1936.4  All 
of  the  1936  deaths  listed  heat  as  the 


July,  1995 


Fig  - Heat-related  deaths,  listed  as  an  underlying  cause,  Wisconsin,  July,  1995. 


underlying  cause,  compared  to  just 
81  deaths  during  1995,  or  only 
about  15%  of  the  1936  number.  As 
expected,  deaths  from  excessive 
heat  also  vary  considerably  by  re- 
gion of  the  country.  Earlier  heat 
death  studies5-6,7'8  have  been  done 
in  other  areas  of  the  United  States, 
such  as  Texas. 

It's  possible  that  many  of  heat- 
related  deaths  that  occurred  in  Wis- 
consin during  the  summer  of  1995 
could  have  been  prevented.  If  ex- 
cessive and  prolonged  heat  is  fore- 
casted, the  elderly,  persons  with 
chronic  diseases  and  alcoholism, 
and  those  taking  psychotropic 
medications,  should  be  advised  to 
take  shelter  in  places  with  air  con- 
ditioning or  where  their  condition 
can  be  closely  monitored. 
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Don't  doctor  your  records 

Kalisa  Barratt,  JD,  SMS  staff  attorney,  Madison  and  Bonnie  Schwid,  Milwaukee 


If  your  records  are  subpoenaed 
for  a malpractice  suit  or  audit, 
does  terror  strike  you?  What  is  the 
first  thing  you  would  do?  Your  first 
inclination  might  be  to  "tidy  up" 
the  records.  As  enticing  as  this  may 
seem,  however,  doing  so  destroys 
both  the  records  and  your  credibil- 
ity and  potentially  exposes  you  to 
significant  liability. 

If  you  forgot  to  document  a pro- 
cedure or  significant  health  risk  in 
the  record,  once  you  receive  a sub- 
poena it  is  too  late  to  go  back  and 
record  it.  You  are  much  wiser  to 
admit  your  error  than  to  fraudu- 
lently reinvent  entries.  As  this  ar- 
ticle shows,  there  are  many  ways 
either  the  document  or  other  office 
records  could  incriminate  you. 

This  article  explains  the  law  as 
it  pertains  to  medical  record  docu- 
mentation in  Wisconsin,  how  fo- 
rensic document  examiners  work, 
and  describes  preventive  measures 
you  may  employ  to  protect  your- 
self and  your  records. 


Bonnie  Schwid  is  a Board  Certified 
Forensic  Document  Examiner,  with  of- 
fices in  Milwaukee  and  Chicago.  She 
is  the  past  president  of  the  Association 
of  Forensic  Document  Examiners,  has 
served  as  a non-lawyer  appointee  by 
the  Wisconsin  Supreme  Court  to  the 
Board  of  Governors  of  the  State  Bar  of 
Wisconsin,  and  Board  of  Attorneys  Pro- 
fessional Responsibility. 


The  importance  of 
documentation 

Historically,  physicians  used  the 
medical  record  for  planning  and 
coordinating  health  care  services. 
The  record  promoted  communica- 
tion between  health  care  providers 
and  helped  the  physician  remem- 
ber treatment  provided  to  his  or 
her  patients.  The  record  is  now  also 
used  for  several  other  related  and 
important  functions.  It  provides 
substantiation  of  services  for  reim- 
bursement purposes,  serves  to 
prove  and  promote  quality  health 
care  through  concurrent  and  retro- 
spective review,  and  is  an  invalu- 
able health  research  tool.  Finally, 
the  medical  record  is  used  as  a le- 
gal document.  Whether  an  attor- 
ney uses  the  record  to  prove  the 
extent  of  a patient's  injuries  or 
against  a physician  to  prove  negli- 
gence, it  is  one  of  the  most  impor- 
tant risk  management  devices 
available  to  health  care  practitio- 
ners. 

Documentation  issues  can 
haunt  a physician  in  a variety  of 
ways.  Insurers  may  recoup  mon- 
ies paid  for  medical  services  if  the 
medical  record  cannot  substantiate 
the  codes  submitted.  Even  if  the 
physician  actually  performed  the 
procedures,  if  the  record  does  not 
reflect  it,  recoupment  may  be  com- 
pletely justified.  It  is  the 
physician's  responsibility  to  assure 
adequate  documentation.  The  ad- 


age "If  it  isn't  documented,  it 
didn't  happen"  should  always  be 
in  the  back  of  the  documenter's 
mind. 

Fines  for  falsifying 

Given  the  tremendous  importance 
of  the  medical  record,  when  faced 
with  a subpoena  or  notification  of 
health  care  services  review,  there  is 
an  understandable  tendency  to 
want  to  make  the  records  as  pre- 
sentable as  possible.  However,  en- 
tries made  from  memory,  some- 
times months  later,  are  no  substi- 
tute for  contemporaneous  entries. 
Moreover,  falsifying  the  record  will 
only  exacerbate  the  existing  prob- 
lems. As  this  article  later  discusses, 
post-dating  a new  entry  should  be 
avoided. 

Under  federal  law,  record  falsi- 
fication could  be  viewed  as  submit- 
ting false  claims  under  the  Medi- 
care and  Medicaid  fraud  and  abuse 
statutes.  This  kind  of  violation  car- 
ries hefty  fines  as  well  as  the  pos- 
sibility of  being  excluded  from  the 
programs.  Also,  under  Wisconsin 
law,  any  person  who  knowingly 
and  wilfully  falsifies  health  care 
records  may  be  liable  for  actual 
damages  and  exemplary  damages 
of  $1,000.  There  is  a possibility  of 
fines  up  to  $1,000  or  imprisonment 
for  not  more  than  six  months  or 
both.  The  Medical  Examining 
Board  recently  added  a new  cat- 
Continued  on  next  page 
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egory  to  the  list  of  unprofessional 
conduct  specifically  relating  to  the 
content  of  medical  records.  Worse 
still,  record  tampering  will  only 
serve  to  undermine  a physician's 
credibility  at  trial  or  necessitate  an 
early  settlement. 

Examination  of  medical  records 
by  a document  examiner 

When  an  attorney  files  a malprac- 
tice suit  or  personal  injury  case,  one 
of  the  main  sources  of  information 
is  the  client's  records.  The  attorney 
scrutinizes  the  record  for  inconsis- 
tencies, alterations,  and  late  or 
missing  entries.  If  they  find  self- 
serving  statements  or  suspicious 
entries,  they  consult  a document 
examiner. 

Forensic  document  examination 
is  a procedure  that  helps  the  court 
or  jury  understand  how  a docu- 
ment was  created  or  whether  the 
writing  or  signature  is  authentic. 
One  attorney  described  the  tech- 
nique as  "verifying  the  pedigree  of 
the  document."  Most  document 
cases  involving  medical  and  den- 
tal records  concern  alterations  or 
additions  to  existing  records. 

Training  to  become  a document 
examiner  is  accomplished  by  in- 
ternship for  two  or  three  years  in  a 
crime  or  police  laboratory  or  with 
other  document  examiners  in  a 
mentorship  arrangement.  There  is 
no  specific  college  course  that 
teaches  document  examination  at 
this  time,  so  seminars,  research  and 
intensive  self  study  supplement 
training  for  everyone.  Several  rec- 
ognized professional  organizations 
offer  testing  and  certification  pro- 
grams. 

Record  analysis 

Record  analysis  consists  of  a study 
of  the  record  as  a whole  as  well  as 
the  usual  style  of  the  people  who 
make  entries.  Any  entry  that  looks 
forced  or  self-serving  is  evaluated 
carefully  if  the  information  is 
within  the  context  of  the  malprac- 


tice suit.  Added  entries  are  notice- 
able because  they  generally  are 
crowded  into  an  inadequate  space, 
causing  them  to  be  compressed 
and  awkward. 

The  writing  style  itself  also  is  ex- 
amined. Writing  varies  from  time 
to  time.  Therefore,  entries  made 
later  reflect  different  spacing  or 
slant  patterns  from  those  in  the 
original  entries.  The  harder  a per- 


son tries  to  make  his  writing  natu- 
ral and  like  the  first  entries,  the 
worse  it  looks.  Then  the  problem 
becomes  one  of  recreating  the 
whole  record  or  dealing  with  a 
record  that  can  be  proven  to  have 
been  altered. 

How  are  documents  examined? 
Examinations  begin  with  a visual 
study  and  are  aided  by  various  in- 


Fig  - This  is  an  example  of  a case  in  which  the  physician  claimed  that  the  patient's  vision 
was  20/80,  justifying  cataract  surgery.  Examination  of  the  document  revealed  that  the 
original  entry  ivas  20/30  and  was  later  changed  to  20/80.  Specialized  laboratory  equip- 
ment was  able  to  differentiate  the  ink  used  to  alter  the  record. 
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struments  including  a binocular 
microscope,  measuring  instru- 
ments, oblique  and  transmitted 
light,  infrared  scanning  equipment 
and  thin  layer  chromatography  to 
differentiate  inks.  In  addition,  an 
electrostatic  developing  instru- 
ment may  be  used  to  decipher  in- 
dentations in  paper  made  by  press- 
ing on  the  paper  on  top. 

A case  study 

The  following  anecdote  shows 
how  document  examination  re- 
vealed an  altered  document.  The 
physician  examined  his  patient  for 
potential  cataract  surgery.  The 
record  reflects  vision  as  20/80.  Sur- 
gery was  performed  and  was  un- 
successful, causing  great  harm  to 
the  patient. 

The  problem  with  the  records 
became  obvious  when  it  could  be 
demonstrated  that  the  vision  was 
really  20/30,  and  that  the  surgery 
should  never  have  taken  place. 
When  he  realized  that  he  had 
harmed  the  patient  and  that  his 
records  were  not  defensible,  the 
physician  changed  the  original  en- 
try of  20/30  to  20/80,  using  what 
he  believed  was  the  same  pen  as 
the  earlier  entry.  Laboratory  tests 
revealed  the  change. 

This  case  ultimately  did  not  go 
to  trial,  but  settled  for  a high 
amount,  with  the  alteration  play- 
ing a significant  role  in  the  settle- 
ment negotiations.  "It's  hard 
enough  to  defend  a mistake,  but  is 
impossible  to  defend  an  altered 
record,"  claimed  the  litigation  de- 
fense attorney. 

How  can  you  protect  yourself 
from  accusations  of  altering  a 
record? 

If  you  must  insert  information  into 
a record  after  other  information  has 
been  recorded  or  following  the 
date  it  refers  to,  there  are  protocols 
which,  if  followed  consistently,  will 
keep  the  integrity  of  your  records 
intact.  Anyone  who  makes  entries 
in  the  chart,  whether  allied  health 


care  professionals  or  office  staff, 
should  be  made  aware  of  and  fol- 
low record  correction  policies. 
Consider  these  recommendations: 

• Never  add  or  clarify  an  entry  af- 
ter you  have  received  a sub- 
poena for  records. 

• Never  make  entries  in  pencil  or 
erasable  ink  and  never  correct 
by  erasing. 

• Never  obliterate  an  entry  or  use 
correction  fluid  like  "white- 
out."  Merely  draw  a line 
through  the  entry  so  that  the 
original  entry  is  still  readable. 

• Make  a note  either  explaining 
the  correction,  or  directing  the 
reader  to  the  appropriate  adden- 
dum. Date  and  sign  the  correc- 
tion. Place  the  addendum  in  se- 
quence. 

• When  making  corrections, 
avoid  self-serving  statements 
that  exaggerate  or  otherwise 
appear  forced. 

• Maintain  consistency  for  all  en- 
tries. Use  a standard  format 
such  as  SOAP  (Subjective,  Ob- 
jective, Assessment  Plan)  to  en- 
sure accurate  and  adequate 
documentation. 

• All  entries  are  dated  and  signed. 

• The  record  should  be  kept  in 
chronological  order.  If  there  are 
areas  of  blank  spaces  at  the  end 
of  a page,  cross  them  out  before 
starting  a new  page. 

• Fasten  all  loose  items  securely 
to  the  record.  Missing  pages  or 
items  such  as  lab  reports,  radi- 
ology films,  and  EKG  strips  are 
an  immediate  "red  flag"  to  at- 
torneys. 

It  is  good  office  policy  to  have 
scheduled,  periodic  review  of  your 
records.  Use  the  review  as  a qual- 
ity assurance  and  educational  de- 
vice. Also,  a system  should  be  in 
place  to  notify  the  office  if  labs  or 
x-rays  have  been  ordered,  but  re- 
sults have  not  been  posted.  More 
than  one  malpractice  suit  has  been 
lost  due  to  lack  of  follow  up  of  test 
orders. 


Conclusion 

If  you  have  made  a mistake  in 
documentation,  correct  it  immedi- 
ately using  the  suggested  methods. 
If  the  records  have  been  subpoe- 
naed, do  nothing  that  could  jeop- 
ardize your  case.  Honesty  about 
your  mistakes  up  front  will  save 
embarrassment  later  on.  Most 
malpractice  insurance  carriers  will 
have  further  practice  management 
advice  concerning  medical  record 
documentation.  ❖ 


Sign  up  todagr  call 

1-8B8-TBU8-888! 


It's  Tour 
de  Cure 
and  it's  comm'  at  ya' 

We've  got 
great  routes. 
Challenge 
yourself,  or 
just  have  fun . 
hammer,  or 
just  spin! 

And  raise 
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Telemedicine 


Doug  Turecek,  Management  Information  Systems  director 


Telemedicine  continues  to  be 

a hot  topic  whenever  there 
is  a discussion  involving  the  use  of 
technology  in  the  health  care  de- 
livery system.  The  precipitous 
drop  in  implementation  costs  and 
a corresponding  increase  in  func- 
tionality feed  the  pressure  on 
health  care  organizations  to  get  in- 
volved. For  many,  the  issue  is  not 
"if"  to  invest  in  telemedicine  but 
"when". 

Definition 

Telemedicine  includes  the  transfer 
of  medical  information  (graphic, 
video,  voice,  etc.)  between  remote 
locations.  At  the  most  basic  level, 
telemedicine  is  a specialty  field  in 
the  world  of  videoconferencing. 
Through  the  utilization  of  com- 
pressed video  over  phone  lines, 
and  the  addition  of  certain  equip- 
ment for  medical  applications, 
telemed icine  can  link  patients, 
health  care  specialists,  clinics,  hos- 
pitals, and  primary  physicians  in 
distant  locations  for  diagnosis, 
treatment,  consultation,  and  con- 
tinuing education.  It  should  also 
be  emphasized  that  telemedicine  is 
not  a substitution  for  the  patient- 
physician  relationship.  Rather  it  is 
an  adjunct  to  the  primary  care  phy- 
sician or  the  emergency  technician 
providing  the  direct  patient  care. 

Applications 

Through  the  investment  of  early 
adopters,  we  have  seen  a wide 
spectrum  in  the  application  of 
telemedicine  and  it  is  obvious  that 
the  possibilities  are  virtually  limit- 
less. University  hospitals  have 
used  telemedicine  technology  to 
provide  second  opinions  and  con- 
tinuing medical  education  to  rural 
community  hospitals.  Relief  orga- 
nizations have  used  it  to  provide 
medical  "consultation"  during 
natural  disasters  such  as  hurri- 


canes and  earthquakes.  Industry 
has  used  it  to  assist  in  the  treatment 
of  injured  workers  on  oil  rigs  and 
cargo  ships.  Correctional  institu- 
tions have  also  begun  to  use 
telemedicine  in  the  treatment  of 
prisoners  in  order  to  avoid  the 
costly  and  dangerous  transport  to 
health  care  facilities. 

These  early  adopters  have  also 
documented  indirect  benefits  real- 
ized through  the  use  of 
telemedicine.  Through  patient  sat- 
isfaction surveys,  some  have  re- 
ported an  increase  in  confidence  in 
the  rural  hospital  by  the  commu- 
nity at-large,  which  reduces  the  ef- 
fects of  competition.  The  availabil- 
ity of  telemedicine  services  can 
lead  to  increased  patronage  and 
increased  revenues  for  the  previ- 
ously threatened  rural  hospital.  In 
addition,  telemedicine  can  reduce 
the  isolation  of  health  care  profes- 
sionals and  aid  in  the  recruitment 
or  retention  of  qualified  personnel. 

Cost  justification 

Although  greatly  refined,  the  tech- 
nology behind  telemedicine  has 
been  available  for  many  years. 
Today's  heightened  interest  is  pri- 
marily due  to  the  recent  leap  in 
functional  engineering  and  the 
continual  drop  in  acquisition  price. 
Both  of  these  lead  to  a significantly 
shortened  return-on-investment 
period;  often  under  two  years.  In 
a simple  patient  consultation  sce- 
nario, potential  savings  can  in- 
clude the  reduction  of  provider 
time  and  travel,  necessary  person- 
nel, patient  time  and  travel,  and 
potentially  redundant  tests.  Poten- 
tial savings  in  a professional  and 
continuing  education  scenario  can 
include  travel  costs,  unproductive 
travel  time,  and  a general  reduc- 
tion in  the  need  to  find  replacement 
personnel  when  participants  are 
travelling.  From  the  patient's  per- 


spective, and  society  as  a whole, 
telemedicine  can  result  in  access  to 
more  comprehensive  and  cost-ef- 
fective health  care. 

In  many  cases,  there  is  also  a po- 
tential for  additional  revenue  gen- 
eration. The  most  obvious  ex- 
ample comes  through  the  ability  to 
provide  additional  consultations. 
An  expert  in  a particular  subspe- 
cialty is  no  longer  limited  by  those 
patients  who  can  journey  to  that 
particular  site.  Through  telemedi- 
cine, access  to  their  expertise  is  lim- 
ited only  by  potential  licensure  and 
legal  boundaries.  In  the  area  of 
continuing  education,  revenue  can 
be  generated  through  the  re-selling 
of  bandwidth,  which  is  allowing 
other  organizations  to  use  the 
telemedicine  facilities  for  their  own 
education  or  administrative  meet- 
ing activities. 

Issues  to  be  resolved 

As  with  any  new  technology,  the 
development  of  appropriate  regu- 
lations and  procedures  is  trailing 
the  development  of  new  ways  to 
utilize  telemedicine. 

Standards:  The  ability  for  systems 
from  different  vendors  to  exchange 
the  various  data  formats  is  central 
to  the  proliferation  of  telemedicine 
sites.  The  establishment  of  a body 
of  standards,  which  would  be  con- 
tinually updated,  would  assist  in 
the  elimination  of  technology  is- 
lands where  a hospital  who  has 
invested  in  vendor  A can  only  link 
to  other  sites  with  equipment  from 
vendor  A. 

Liability  and  Licensure:  Federal  and 
state  public  policies  regarding 
telemedicine  continue  to  be  de- 
bated in  the  various  levels  of  gov- 
ernment and  the  court  system.  The 
typical  scenario  of  a physician  pro- 
viding a consultation  across  state 
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lines  presents  several  multi-faceted 
issues  with  regards  to  state  licen- 
sure, professional  liability  and 
standard  practice  procedures. 

Reimbursement:  Medicare,  Medic- 
aid and  many  other  government 
and  private  health  insurance  pro- 
grams have  been  hesitant  to  recog- 
nize consultations  and  treatment 
via  telemedicine  as  legitimate  re- 
imbursable costs. 

Privacy/Security:  No  information 
system,  not  even  the  paper  forms 
that  flow  around  a typical  practice 
environment,  is  100%  secure  or 
private.  But  anytime  you  expand 
the  boundaries  of  transporting  this 
information,  the  issues  involved  in 


maintaining  an  adequate  level  of 
security  are  also  expanded.  The 
transmission  of  telemedical  inter- 
actions and  their  electronic  storage 
require  a standard  set  of  special- 
ized procedures  and  guidelines. 

While  some  of  these  issues  have 
been  explored  in  detail,  there  is 
obviously  more  work  to  be  done. 

The  future 

Telemedicine  discussions  often  re- 
sult in  the  prediction  of  virtual 
medical  communities  or  virtual 
hospitals  serving  large  geographic 
regions.  To  some  degree,  this  has 
already  begun  to  occur.  It  may  be 
a while  before  we  can  stand  in  front 


of  a diagnosis  machine  in  the  pri- 
vacy of  our  own  homes  with  full 
access  to  adequate  exams  and  con- 
sultation, but  it's  not  out  of  the 
realm  of  possibilities.  The  limita- 
tions of  the  technology  are  rapidly 
dissolving.  In  fact,  research  is  well 
underway  for  the  transmission  of 
olfactory  information  via 
telemedicine. 

Even  though  issues  need  to  be 
resolved  on  a local,  state  and  na- 
tional level,  the  rapidly  evolving 
health  care  delivery  system  is  driv- 
ing solutions.  As  long  as  telemedi- 
cine continues  to  save  money,  in- 
crease productivity  and  improve 
the  quality  of  patient  care,  it  will 
continue  to  reach  out  to  us  all.*:* 


From  Pewaukee  to  Phoenix 
From  Green  Bay  to  Greenville 


CASW ITL/WI  NTt  D6 

AM)  ASSOCIATES.  ISC 
Physician  Search  Consiliums 


✓'  A thorough,  customized  physician  recruiting  effort 
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Practice  Management 
Giving  You  a Headache? 
We’re  your  Rx! 


The  SCHENCK  HealthServices  Group  of 
practice  management  specialists  won’t  give 
you  a generic  prescription  to  solve  your 
practice  and  business  concerns.  Give  us  a 
call  today  so  you  can  get  back  to  what  you  do 
best  — practice  medicine! 


Services  Include: 

• Managed  Care  Consulting 

• Comprehensive  Practice  Analysis 

• Practice  Administration 

• Billing  & Payroll  Administration 

• Practice  Development 

• Accounting  & Tax  Services 
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CD  Rom  Review 
Pediatric  bookshelf 

R.  Zorba  Paster,  MD,  Oregon 


The  review 

What  appears  to  be  a singleton  of- 
fering is  really  an  electronic  book- 
shelf published  by  the  American 
Academy  of  Pediatricians.  At  first 
flush  it  looks  as  if  you  need  to  be  a 
pediatrician  to  find  this  useful.  But 
in  fact  family  doctors,  physician 
assistants  and  nurse  practitioners, 
primary  care  residency  directors 
and  anyone  who  delivers  ongoing 
care,  especially  anticipatory  care, 
would  gain  by  purchasing  this  in- 
expensive disc. 

The  cost 

It's  relatively  inexpensive:  $150  if 
you're  a member  of  the  American 
Academy  of  Pediatrics  and  $200  if 
you're  not.  Again  it's  a savings 
over  buying  all  the  texts  individu- 
ally but  one  could  argue  that 
hardly  anyone  would  buy  this  par- 
ticular combination.  Compared  to 
what  a rubber  chicken  dinner  CME 
costs,  this  program  is  cheap. 

The  display 

Seems  crude  to  start  with  some- 
thing as  simple  as  the  display  but 
that's  what  hits  you,  the  screen. 
Remember  the  Internet.  Around  in 
a simple  DOS  format  for  years  yet 
it  only  caught  on  with  the  Nerds. 
Then  put  in  a snazzy  graphical  in- 


Paster  is  a family  practitioner  associ- 
ated with  the  Dean  Medical  Center  and 
a news  commentator  for  Wisconsin 
Public  Radio  and  WISC-TV  3 news. 
This  column  is  not  reviewed  by  the 
Editorial  Board  of  the  Wisconsin  Medi- 
cal Journal.  Any  products,  resources  or 
materials  mentioned  in  the  column  are 
not  to  be  regarded  as  endorsed  by  the 
State  Medical  Society,  nor  is  the  SMS 
or  WMJ  responsible  for  product  perfor- 
mance or  customer  satisfaction. 


Title: 

American  Academy  of  Pediatrics  - Selected  Works 

Publisher: 

CMC  Medical  Division  in  cooperation  with  the 
The  American  Academy  of  Pediatrics 
322  NW  Fifth  Avenue  — Suite  201 

Portland  Oregon  97209 

Tel:  1-800-854-9126  or  call  the  AAP  at  1-800-433-9016 

Rating: 

(out  of  5) 

Audience: 

Pediatricians,  Family  Docs,  Public  Health  Clinics, 
Residencies 

terface  and  before  you  know  it 
Netscape  becomes  a multi-million 
dollar  stock.  I wish  I had  bought 
it.  It's  the  screen/ graphical  inter- 
face that  has  caused  so  much  huba- 
huba  over  the  Net. 

Using  that  '90s  logic,  without  a 
good  screen  it's  not  a good  pro- 
gram. This  is  a good  screen.  You 
start  out  with  a nifty  display  that 
looks  like  a modern  bookshelf, 
wooden  case  and  all.  In  the  Mod- 
ern Office  of  the  next  decade  a 
dedicated  on-line  info  rich  com- 
puter is  ON  when  you're  ON.  That 
means  instant  access  to  on-line 
texts  such  as  these. 

So. ...back  to  the  review....  The 
bookshelf.  You  point  and  click 
with  your  mouse  on  the  text  you 
want  and  bam  you're  there.  Texts 
are: 

• The  Red  Book 

• APLS- The  Pediatric  Emergency 
Medicine  Course 

• Sports  Medicine:  Health  Care 
for  Young  Athletes 

. School  Health:  Policy  and 
Practice 

• Guidelines  for  Prenatal  Care 

• Pediatric  Nutrition  Handbook 

• Guidelines  for  Health 
Supervision  II 


• Adolescent  Health  Update 

Let's  look  at  some  of  the  texts. 

The  Red  Book.  The  standard  that 
every  pediatrician  and  most  fam- 
ily docs  have.  The  information  it 
contains  is  invaluable  when  you 
have  a pediatric  infectious  disease 
that  needs  attending  or  have  a 
question  about  immunizations  or 
perhaps  the  uses  and  abuses  of  Im- 
mune Globulin.  When  you  have  a 
question  about  amebiasis  or 
giardaia,  cat  scratch  disease  or  tri- 
chinosis you'll  find  your  answer 
here.  If  you  are  a primary  care  doc 
seeing  children  and  you  do  not 
have  this  text  (in  hard  copy  or  soft 
copy)  your  library  is  lacking.  (PS. 
if  you  want  just  this  text  on  CD 
ROM  you  can  purchase  it  sepa- 
rately from  the  same  sources). 

APLS-The  Pediatric  Emergency 
Medicine  Course:  A good  text  essen- 
tial for  anyone  who  is  on  the  front 
line  in  pediatric  emergencies. 

Sports  Medicine:  Health  Care  for 
Young  Athletes:  Guidelines  for 
sports  physicals  and  recommenda- 
tions for  kids  who  want  to  partici- 
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pate  with  special  problems.  I es- 
pecially liked  the  articles  on  female 
athletes.  Some  useful  information 
here. 

Pediatric  Nutrition  Handbook:  From 
lactation  to  breast  and  nipple  care, 
from  toddler  to  adolescent  advice 
the  handbook  has  it.  Also  includes 
the  cardiac  prudent  diet  and  how 
to  encourage  it  in  the  young  ath- 
lete. 

The  search  engine 

What's  a program  without  search 
and  retrieve.  It's  the  strength  of  any 
computer  program  to  retrieve, 
print  and  cross  reference.  The  CMC 
engine  is  an  improvement  over 
their  last  version.  Easy  to  use  with- 
out any  instruction. 

LET'S  GO! 

Looking  for  giardia  treatment: 

• First  You  punch  the  Search 
Command 

• Then  You  chose  the  book(s)  you 


want  to  search  in. 

• Next  Hit  the  go  button  and 
scroll  down. 

Just  as  you  would  expect  the  Red 
Book  will  give  you  lots  of  info  on 
how  to  make  the  diagnosis  and 
treatment  options.  But  since  I 
chose  not  one  book  but  all  books  I 
receive  some  info  that  I didn't  ex- 
pect. 

The  Sports  Medicine  Handbook  gave 
me  some  info  how  giardia  is  spread 
in  swimming  pools. 

The  Pediatric  Nutrition  Handbook 
had  a complete  section  in  the 
workup  for  chronic  diarrhea  of  the 
newborn  and  toddlers. 

School  Health  Policy  and  Practice: 
told  me  about  the  public  health 
consequences.  What  to  do  with  the 
school  if  the  child  is  attending. 

So  in  a few  short  punches  of  my 


mouse  I receive  more  information 
than  I bargained  for.  And  defi- 
nitely more  information  than  just 
the  Red  Book  which  would  have 
normally  been  the  only  book  I con- 
sulted. 

Pros 

Has  some  good  texts  like  the  Red 
Book,  an  easy,  simple  to  use , quick 
search  engine  faster  than  some  oth- 
ers I've  used.  The  graphics,  tables 
and  drawings  are  useful  and  quick 
to  print.  The  display  is  nifty. 

Cons 

Because  it's  a compendium  of 
books  there  are  those  that  you 
might  not  otherwise  buy. 

In  summary 

The  Pediatric  Bookshelf  has  a 
place.  It's  not  an  exhaustive  text 
but  a very  good  selection  that 
works.  If  your  CD-ROM  bookshelf 
has  no  Peds  texts  (and  you  see  Peds 
problems)  consider  this  one.* 


AMA  awards 

The  Wisconsin  physicians 
listed  below  recently  earned 
AMA  Physician's  Recognition 
Awards  for  March,  1996.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratu- 
lations. The  * indicates  members 
of  the  SMS. 

* Gonzalez,  Erick  F. 

Gosain,  Arun  K. 

Hartmann,  Robert  G. 

* Kobema,  Paul  A. 

Nelin,  Mary  A. 

* Patel,  Priti  D. 

* Wild,  Joseph  P. 

* Yousif,  N.  John* 


“I  want  to  live.” 


Ashley  has  cancer.  It 
sounds  like  such  a grown-up 
disease,  but  each  year,  more 
than  6,000  American  children 
will  be  stricken  with  cancer. 

Ashley,  and  thousands  of 
others  like  her,  will  have  a 
chance  to  beat  cancer  thanks 
to  the  research  and  treat- 
ments developed  at  St.  Jude 
Children’s  Research  Hospital. 

To  find  out  more,  call 
1-800-877-5833. 

ST.  JfVDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas.  Founder 
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Domestic  violence: 

The  physician  as  patient  advocate 


ElMPOWFWlV/fFMT 


“The  Advocacy  Wheel"*  developed  by  the  Domestic  Violence  Project,  Inc.,  6308 
8th  Ave,  Kenosha,  WI 53143,  (414)  656-8502 

*Modeled  after  the  "Power  & Control  and  Equality  Wheels"  developed  by  the  Do- 
mestic Abuse  Intervention  Project,  206  West  4th  St.,  Duluth,  MN  55806,  (218) 
722-4134. 


Larry  LaCrosse,  MD,  Mequon 

The  topic  of  domestic  abuse 
has  received  increased  atten- 
tion in  the  media  and  all  physicians 
should  be  familiar  with  the  role 
they  take  in  helping  their  patients 
who  may  be  the  victims  of  abuse. 

Screening  for  the  victims  of 
abuse  should  be  a part  of  every 
physician's  routine  exam.  Many 
physicians  are,  unfortunately,  still 
reluctant  to  ask  due  to  a lack  of 
knowledge  on  how  to  deal  with  a 
positive  response. 

Each  physician's  office  should 
have  a guideline  or  plan  for  assist- 
ing a victim  of  domestic  abuse.  A 
very  easy  way  to  locate  the  infor- 
mation for  your  area  is  to  start  at 
your  hospital.  Since  1992,  the  Joint 
Commission  on  Accreditation  of 
Healthcare  Organizations 
(JCAHO)  has  required  a plan  be 
established  for  the  identification, 
assessment  and  treatment  of  vic- 
tims of  abuse  through  all  ages  in- 
cluding child  abuse,  elder  abuse 
and  domestic  violence.  JCAHO 
also  requires  that  each  Emergency 
Department  maintains  a current 
list  of  community  based  and  pri- 
vate family  violence  agencies. 

A good  model  for  the 
physician's  role  in  helping  the  vic- 
tim of  domestic  abuse  is  the  "Em- 
powerment Wheel."  This  is  where 
advocacy  for  the  patient  becomes 
the  focus  of  the  physician's  re- 
sponse. 

Regrettably,  it  has  to  be  accepted 
that  some  victims  may  not  feel 
ready  to  disclose  their  abuse.  One 
way  to  help  these  individuals  is  to 
have  a sign,  similar  to  the  one  on 
page  393,  posted  in  each  exam 


Article  submitted  by  Larry  LaCrosse, 
MD,  on  behalf  of  the  Domestic  Violence 
subcommittee,  Injury  Prevention  and 
Control  Commission. 


room.  While  having  posters  or  bro- 
chures in  the  waiting  room  is  also 
a good  idea,  embarrassment  about 
their  situation  may  prevent  victims 
form  picking  up  the  information  or 
to  be  seen  reading  it  in  a public 
place.  In  almost  every  case,  a per- 
son is  going  to  have  some  time 
alone  in  the  exam  room.  Many  vic- 
tims are  so  afraid  of,  or  controlled 
by,  their  abusers  that  even  having 
a card  or  brochure  from  a domes- 
tic abuse  organization  may  in- 
crease their  danger.  One  way 
around  this  is  to  have  the  nearest 
hotline  phone  number  camou- 
flaged as  something  non-threaten- 
ing to  the  abuser.  In  one  area  recipe 
cards  have  been  printed  and  lo- 
cated somewhere  on  the  card  is  the 
hotline  or  shelter  number. 


The  sign  printed  on  page  393 
may  be  reproduced  and  posted  in 
each  exam  room.  It  includes  a few 
easily  memorized  steps  to  begin  a 
safety  plan.  These  few  points  may 
be  enough  to  start  the  patient  form- 
ing a plan  and  won't  require  a 
physical  document  that  may  rep- 
resent a threat  to  their  safety.  The 
phone  number  of  a local  hotline, 
shelter  or  advocacy  agency  should 
be  written  in  the  blank  provided. 
If  you  are  having  difficulty  locat- 
ing a number,  contact  the  SMS  and 
they  can  help  you  identify  the  ap- 
propriate number.  Recently,  a na- 
tional domestic  abuse  hotline  was 
established.  The  toll-free  number 
is  1 -800-799-SAFE  and  will  not 
show  up  on  the  caller's  telephone 
bill.-:* 
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To  my  patients  who  may  be  victims  of 

DOMESTIC  ABUSE 


I encourage  you  to  let  me  know  so  I may  help  you  in  planning 
for  your  future  safety.  I acknowledge  your  right  to  decide  for 
yourself  and  understand  you  may  not  be  ready  to  tell  me,  but 
all  abusive  relationships  have  the  potential  of  becoming  vio- 
lent. 


I suggest  you  take  the  following  steps,  even  if  you  think  you 
may  never  need  them: 


Call 


Memorize  this  number.  It  is  the  phone  number  of  a 
place  where  you  can  get  some  help. 


Keys 


Hideaset  of  keys  to  your  home  and  car  somewhere 
outside  the  house. 


Clothes 


Pack  a small  bag  with  a change  of  clothes  for  you 

and  your  children.  Ask  a trusted  friend  or  family 
member  to  keep  it  for  you. 


Medicine 


Keep  a current  list  of  all  prescription  medica- 
tions, including  names  and  doses,  for  you  and 
your  children  in  the  bag.  Also  include  any 
eyewear  prescriptions. 


Money 


If you  can,  keep  a small  emergency  fund  in  the 

bag.  At  least  keep  a list  of  checking  account, 
saving  account  and  credit  card  numbers. 


Identification  Make  copies  of  Driver’s  license,  Birth 

Certificates,  SS  cards,  etc. 

__ ^ 


The  Domestic  Violence  subcommittee  suggests  that  physicians  post  a sign  like  this  one  in  their  exam  rooms  to 
encourage  potential  victims  of  domestic  abuse  to  disclose  the  abuse,  or  at  least  to  provide  them  the  information 
they  need  in  a private  setting. 
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A word  from  WIPRO 

Hospitals  working  on  improving  use  of  prophylactic 
antibiotics 

Joseph  Blustein,  MD,  MS,  Jay  A.  Gold,  MD,  JD,  MPH,  Deanna  Nolden,  RN,  Patricia  Martin,  MS,  and 
Nathan  Williams,  MS,  Madison 


The  Wisconsin  Peer  Review 
Organization  (WIPRO)  has 
designed  and  is  collaborating  on  a 
project  to  improve  the  use  of  pro- 
phylactic antibiotics  for  elective 
surgical  procedures.  The  idea  for 
the  project  came  from  published 
research  showing  a clear  associa- 
tion between  proper  timing  of  pre- 
operative prophylactic  administra- 
tion of  antibiotics  and  decreased  in- 
cidence of  surgical  wound  infec- 
tions and  from  studies  on  the  det- 
rimental effects  of  prolonged  use 
of  postoperative  prophylactic  an- 
tibiotics. 

The  use  of  preoperative  prophy- 
lactic antibiotics  is  recommended 
for  several  surgical  procedures.1 
Classen,  et  al  showed  that  the  rela- 
tive risk  of  postoperative  surgical 
wound  infection  is  lowest  when 
prophylactic  antibiotics  are  admin- 
istered within  two  hours  prior  to 
surgical  incision.2  In  routine  surgi- 
cal cases,  postoperative  prophylac- 
tic antibiotic  administration  is  gen- 
erally unnecessary.3  There  is  con- 
sensus that  prolonged  postopera- 
tive use  of  prophylactic  antibiotics 
is  not  necessary  and  may  be  detri- 
mental to  the  patient,  as  well  as  to 
the  community  by  increasing  mi- 
crobial antibiotic  resistance.4,5 


A zvord  from  WIPRO  is  not  reviewed  by 
the  WMJ  Editorial  Board.  Dr  Blustein 
is  Clinical  Coordinator;  Dr  Gold  is 
Principal  Clinical  Coordinator;  Ms 
Nolden  is  Project  Coordinator;  Ms 
Martin  is  Data  Analyst;  and  Mr  Will- 
iams is  Biostatistician  and  are  all  asso- 
ciated with  WIPRO.  Reprint  requests 
to  Jay  A.  Gold,  MD,  JD,  MPH,  WIPRO, 
2909  Landmark  Place,  Madison,  WI 
53713. 


A study  group,  composed  of  in- 
fectious disease  specialists,  sur- 
geons, infection  control  and  qual- 
ity improvement  personnel  met 
and  refined  the  project  design  and 
then  later  reviewed  the  data  analy- 
ses. There  were  two  indicators  for 
this  project.  First  the  rate  at  which 
prophylactic  antibiotics  were  given 
within  2 hours  prior  to  incision  and 
second  the  rate  at  which  prophy- 
lactic antibiotics  were  stopped 
within  24  hours  after  surgical  clo- 
sure. Initially  six  hospitals  were 
recruited  for  the  pilot  phase  and 
data  were  collected  on  three  surgi- 
cal procedures:  hysterectomy,  co- 
lon resection  and  cholecystectomy. 

After  collecting  and  analyzing 
the  data  from  these  initial  collabo- 
rators it  was  clear  that  an  opportu- 
nity to  improve  existed  for  the  par- 
ticipating institutions.  The  results, 
after  being  reviewed  by  the  study 
group,  were  presented  to  each  pro- 
vider. Based  on  these  provider 
feedback  encounters  which  were 


well  received,  the  collaborating 
hospitals  formulated  and  imple- 
mented plans  to  improve  hospital 
performance  on  these  indicators. 
The  success  of  this  pilot  phase 
prompted  WIPRO  to  take  in  a 
much  larger  collaboration  base. 

The  project  was  expanded  and 
offered  to  all  Wisconsin  hospitals 
interested  in  collaborating.  A let- 
ter describing  the  project  and  the 
opportunity  to  collaborate  was 
sent  to  each  provider's  quality  im- 
provement/WIPRO  contact.  The 
expanded  project  included,  in  ad- 
dition to  the  original  procedures, 
three  further  ones:  coronary  artery 
bypass  graft,  total  hip  arthroplasty 
and  total  knee  arthroplasty.  Col- 
laboration was  strictly  voluntary. 
Hospitals  were  asked  not  to  par- 
ticipate if  they  recently  had  carried 
out  a successful  improvement 
project  in  this  area. 

Over  30  hospitals  volunteered  to 
participate  in  this  project.  Collabo- 
rating hospitals  came  from  both 
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Fig  1.  Two  hour  preoperative  window  - hysterectomy. 
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Fig  2.  Prophylactic  postoperative  antibiotics  >24  hours  - hysterectomy. 
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rural  and  urban  settings  and 
ranged  from  small-  to  large-sized. 
The  cases  requested  from  the  col- 
laborating hospitals  were  restricted 
to  Medicare  beneficiaries  65  years 
and  older.  The  majority  of  cases 
requested  were  from  the  time  pe- 
riod 1-1-94  through  3-31-95.  If  a 
provider  had  more  than  30  cases 
per  surgical  procedure,  then  a ran- 
dom sample  of  30  was  selected.  If 
the  provider  had  less  than  30  cases 
then  all  cases  were  requested.  Over 
1000  cases  were  requested  from  the 
collaborating  hospitals,  abstracted 
and  analyzed. 

Information  on  the  timing  of  an- 
tibiotic administration,  the  specific 
antibiotic  given,  and  other  clinical 
information  was  abstracted  from 
the  records.  All  cases  that  were 
receiving  antibiotics  on  admission 
or  longer  than  24  hours  either  pre- 
operatively  or  postoperatively 
were  referred  to  the  clinical  coor- 
dinator. If  there  was  evidence  that 
antibiotics  were  therapeutically  in- 
dicated, the  case  was  excluded 
from  analysis.  Other  exclusions 
included  significant  immune  sup- 
pression, infection  at  the  time  of 
surgery,  or  age  less  than  65. 

The  proportion  of  included 
cases  given  antibiotics  within  two 
hours  prior  to  surgery  was  deter- 
mined. For  postoperative  antibi- 
otic analyses,  the  proportion  of 
those  given  prophylactic  antibiot- 
ics for  greater  than  24  hours  (co- 
lon, hysterectomy,  cholecystec- 
tomy) or  48  hours  (knee,  hip, 
CABG)  was  determined.  The 
study  group  made  the  latter  recom- 
mendation—that  the  line  for  inap- 
propriate use  of  prophylactic  anti- 
biotics in  knee,  hip  and  CABG  sur- 
gery should  be  drawn  at  48  hours 
postoperatively— despite  their  con- 
sensus that  the  sooner  prophylac- 
tic antibiotics  are  stopped  after  sur- 
gery, the  better. 

The  results  showed  wide  varia- 
tion, which  confirmed  the  oppor- 
tunity for  improvement.  Variation 
was  found  across  all  procedures  for 
the  first  indicator,  namely,  the  rate 


at  which  prophylactic  preoperative 
antibiotics  were  administered 
within  2 hours  before  surgery.  The 
percentage  of  patients  receiving 
preoperative  prophylactic  antibiot- 
ics within  the  2 hour  window 
ranged  from  36.7%  for  the  open 
cholecystectomies  to  85.4%  for  to- 
tal knee  arthroplasties.  When  spe- 
cific procedures  were  looked  at  by 
hospital,  even  greater  variation 
was  seen,  as  illustrated  in  Figure  1 
with  hospital  specific  rates  for  the 
first  indicator  for  hysterectomy. 

The  average  and  median  length 
of  time  for  prophylactic  postopera- 
tive antibiotics  postoperatively 
also  showed  wide  variation. 
Across  procedures  this  ranged 
from  a mean  of  21.7  hours  for 
laparoscopic  cholecystectomies  to 
one  of  60.5  hours  for  open  chole- 
cystectomies. There  also  was  a 
clear  demonstration  of  the  wide 
variation  that  exists  among  insti- 
tutions. 

The  percentage  of  patients  that 
remained  on  antibiotics  for  more 
than  24  hours  also  showed  much 
variation  by  procedure,  ranging 
from  33.6%  for  hysterectomy  to 
79.3%  for  CABG.  For  the  knee,  hip, 
and  CABG  procedures,  the  per- 
centages of  cases  on  prophylactic 
antibiotics  for  more  than  48  hours 
postoperatively  were  6.8%,  18.2% 
and  20.7%  respectively.  As  an  ex- 


ample, Figure  2 for  hysterectomy 
demonstrates  the  considerable 
variation  among  providers  by  pro- 
cedure. 

After  reviewing  the  data,  the 
collaborating  hospitals  submitted 
improvement  plans,  which  they 
are  proceeding  to  implement. 

There  is  good  reason  to  expect 
considerable  improvement  in  the 
administration  of  prophylactic  an- 
tibiotics within  2 hours  of  incision 
if  a well-thought-out  action  plan  is 
implemented.  One  provider  re- 
ported going  from  a rate  of  60%  to 
98%  of  cases  receiving  prophylac- 
tic antibiotics  within  two  hours 
prior  to  incision,  one  month  after 
implementation  of  a protocol 
change.  The  rate  at  3 months  after 
implementation  was  99%.  At  this 
institution,  prior  to  this  project  pro- 
phylactic antibiotics  were  being  ad- 
ministered on  the  floor  before  the 
patient  was  sent  to  the  surgical 
area.  The  start  time  for  the  antibi- 
otics was  based  on  the  printed  op- 
erating room  schedule.  Often  there 
were  unanticipated  delays  in  sur- 
gery resulting  in  a loss  of  the  opti- 
mal 2 hour  time  window  for  the 
prophylactic  antibiotic.  Their  ac- 
tion plan  changed  their  protocol  so 
that  all  prophylactic  preoperative 
antibiotics  would  be  administrated 
in  the  surgical  holding  area.  Other 
Continued  on  next  page 
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action  plans  include  standing  or- 
ders for  prophylactic  antibiotics  for 
the  elective  surgical  procedure  to 
be  given  at  one  hour  before  surgi- 
cal start  time  with  the  unit  clerk 
being  responsible  for  communicat- 
ing directly  to  the  nurse  any  "pos- 
sible" delays  in  surgery. 

For  the  original  six  collaborators 
in  the  pilot  project,  WIPRO  is  in  the 
process  of  follow-up  review.  Cases 
since  the  implementation  of  the 
action  plans  were  collected  using 
the  same  sampling  strategy  as  be- 
fore. One  hundred  eighty  charts 
have  been  requested  from  those 
initial  hospitals  and  over  130  al- 
ready are  being  abstracted  and  ana- 
lyzed. The  results  will  be  provided 
to  the  institutions  to  demonstrate 


the  success  of  their  endeavors  or 
to  help  modify  their  improvement 
plans  if  they  are  not  meeting  their 
goals. 

A 22-minute  video  production 
as  presented  by  members  of  the 
prophylactic  antibiotic  study 
group  is  being  sent  to  all  partici- 
pating hospitals.  The  video  fea- 
tures Drs  Dennis  Maki,  Mark  An- 
drew, Haywood  Gilliam  and  James 
Ninomiya  explaining  the  indica- 
tors and  presenting  key  aggregate 
data.  This  video  is  available  to  all 
Wisconsin  hospitals  free  of  charge. 
If  you  are  interested  in  having  your 
hospital  obtain  a copy  either  con- 
tact your  hospital's  WIPRO  con- 
tact or  call  WIPRO  at  800-362-2320. 
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Your  financial  fitness 

Cutting  costs  on  automobile  insurance 


Michael  J.  Dolan,  CLU,  ChFC,  Madison 

If  you  drive  a car,  you  should 
have  automobile  insurance. 

And,  you  should  also  be  sure  to 
have  adequate  amounts,  particu- 
larly liability  insurance.  In  an  era 
of  large  jury  awards,  you  don't  • 
want  to  cut  corners;  but  it  is  still 
possible  to  keep  auto  insurance 
costs  down.  Here  are  some  things 
to  consider: 

• Some  cars  cost  more  to  insure 
than  others.  If  you're  in  the  mar- 


Dolan  is  vice  president  arid  chief  oper- 
ating officer  of  SMS  Insurance  Services 
and  a member  of  the  National  Asso- 
ciation of  Life  Underwriters. 


ket  for  a new  car,  ask  your  in- 
surance agent  about  discounts 
or  surcharges  on  the  models  you 
are  considering. 

Self-insure,  to  the  extent  you  can 
afford  to,  by  buying  insurance 
with  deductibles.  Collision  in- 
surance, for  example,  may  be 
written  with  deductibles  rang- 
ing from  $100  to  $500,  or  even 
more.  A deductible  of  $200  in- 
stead of  $100  could  mean  a sav- 
ings of  perhaps  10  percent  on 
your  collision  coverage;  a $500 
deductible  could  up  the  savings 
to  25  percent.  Comprehensive 
insurance  may  be  written  with 
varying  deductibles;  choosing  a 
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$50  deductible  instead  of  full 
coverage  could  save  you  eight 
to  12  percent  on  this  portion  of 
your  insurance. 

* Drop  coverage  you  no  longer 
need.  You'll  still  need  liability 
insurance  and  you  may  well 
want  comprehensive  insurance, 
but  after  your  car  is  four  or  five 
years  old  you  may  want  to  con- 
sider dropping  collision  cover- 
age. 

• Don't  duplicate  coverage.  If  you 
belong  to  an  automobile  club, 
you  may  not  need  towing  insur- 
ance. If  you  carry  towing  insur- 


ance, you  may  not  need  to  be- 
long to  an  auto  club. 

• Be  sure  to  notify  your  insurance 
agent  when  your  circumstances 
change.  Insurance  premiums 
can  go  down  if  a youthful  driver 
turns  25  or  gets  married,  or  if 
you  stop  driving  to  work  or  join 
a carpool. 

• Take  advantage  of  as  many  dis- 
counts as  possible.  Your  com- 
pany may  offer  discounts  for 
one  or  more  of  the  following: 

- Safe  driver  plans,  for  drivers 
with  accident-free  driving 
records. 


- Anti-theft  devices,  and  airbag 
or  automatic  seatbelt  sys- 
tems. 

- Multiple-car  discounts,  when 
you  insure  two  or  more  cars 
with  the  same  company. 

- Car  pool  discounts,  for  those 
who  share  the  driving  to 
work. 

- Driver  education  discounts, 
for  high  school  and  college 
students  who've  taken  be- 
hind-the-wheel  driving 
courses. 

- Away-from-home  discounts 
for  students  (who  don't  own 
cars)  living  at  school  100  or 
more  miles  from  home.*:* 


County  society  news 


Ashland-Bayfield-Iron.  The 

Ashland-Bayfield-Iron  County 
Medical  Society  approved  the  fol- 
lowing physician  for  membership: 
Michael  Asbell,  MD. 

Brown.  Brown  County  Medical 
Society  approved  the  following 
physicians  for  membership:  Rob- 
ert M.  McGucken,  MD;  John  E. 
Stevenson,  MD. 

Columbia-Marquette-Adams.  Co- 

lumbia-Marquette-Adams  County 
Medical  Society  approved  the  fol- 
lowing physicians  for  member- 
ship: Jon  A.  Arnason,  MD;  Mary  R 
Davis,  MD;  Dale  P.  Fanney,  MD; 
Kevin  M.  Rak,  MD;  Mumtaz  A. 
Siddiqui,  MD;  Thomas  P.  Sullivan, 
MD. 

Door  Kewaunee.  The  Door 
Kewaunee  Medical  Society  ap- 
proved the  following  physicians 
for  membership:  Donald  Rowe, 
MD;  Deborah  Reisen,  MD. 


Fond  du  Lac.  The  Fond  du  Lac 
County  Medical  Society  approved 
membership  for:  Seth  D.  Udlis, 
MD;  Joanell  K.  Wheeler,  MD;  Xian- 
Seng  Gu,  MD. 

Kenosha.  The  Kenosha  County 
Medical  Society  approved  the  fol- 
lowing physicians  for  member- 
ship: Janet  Tan  Chua,  MD; 

Katherine  M.  Abbo,  MD;  Jimmy 
Mistry,  MD. 

Marathon.  The  Marathon  County 
Medical  Society  approved  the  fol- 
lowing physicians  for  member- 
ship: Beverly  Braak,  MD;  Stephen 
Fox,  MD. 

Marinette-Florence.  Richard 
Derman,  MD,  was  approved  for 
membership  in  the  Marinette-Flo- 
rence County  Medical  Society. 

Milwaukee.  The  Medical  Society 
of  Milwaukee  County  approved 
the  following  physicians  for  mem- 


bership: Allen  H.  Babbitz,  MD; 
Debra  Lee  Berridge,  MD;  Gerald  L. 
Clinton,  MD;  Ana  K.  Curry,  MD; 
James  W.  Forest-Lam,  MD;  Jerry  L. 
Franz,  MD;  Anne  M.  Kis,  MD; 
Robert  A.  Low,  MD;  Lenoard  J. 
Quadracci,  MD;  Jeffrey  S.  Villwock, 
MD;  Mohamad  S.  Al-Rifai,  MD; 
Michelle  R.  Andrew,  MD;  Phoebe 
A.  Ashley,  MD;  Matthew  R.  Biebel, 
MD;  Amy  J.  Caruso,  MD;  James  A. 
Censky,  MD;  George  D.  Cherayil, 
MD;  Douglas  Coe,  MD;  Eugene  E. 
Curry,  MD;  Lisa  M.  Cooney,  MD; 
Maria  G.  Drake,  MD;  Timothy  G. 
Drake,  MD;  Anthony  A.  Ferguson, 
MD;  James  J.  Gibson,  MD;  Erik  A. 
Gundersen,  MD;  Catherine  A. 
Gupta,  MD;  Robin  L.  Helm,  MD; 
Paul  T.  Hoell,  MD;  Rick  J.  Hutson, 
MD;  Steven  W.  Kincaid,  MD;  Kip 
L.  King,  MD;  Joan  K.  Knight,  MD; 
Ron  Lamdan,  MD;  Melissa  E. 
Lucarelli,  MD;  Daniel  Shun  Hang 
Lui,  MD;  Rossana  M.  Madamba, 
MD;  Christopher  S.  Massa,  MD; 
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Ann  Mirchevich,  MD;  Christopher 
K.  Nagy,  MD;  Andrew  W.  Piering, 
MD;  Michael  D.  Puchalski,  MD; 
Nicholas  Rizzo,  MD;  Lisa  Y. 
Rolstad,  MD;  Maria  O. 
Romanenko,  MD;  Scott  T. 
Schlaishunt,  MD;  Dipan  Shah,  MD; 
Renee  Sinopoli,  MD;  Kristi  L.  Skjei, 
MD;  Gregory  L.  Smith,  MD; 
Annette  Stokes,  MD;  Joy  P.  Walker, 
MD;  Lisa  A.  Wolf,  MD;  Mon  Lun 
Yee,  MD;  David  P.  Black,  MD;  Mar- 
garet J.  Byers,  DO;  Marcel  A.  Cesar, 
MD;  David  L.  Drury  MD;  Charles 
T.  Durkee,  MD;  Bradley  J.  Fedderly, 
MD;  Seth  L.  Foldy,  MD;  Steven  A. 
Harvey,  MD;  Larry  R.  Sprung,  MD; 
Emma  Voloshin,  MD;  Jacqueline  J. 
Wertsch,  MD;  Nediljka  Buljubasic, 
MD;  Evan  Christodoulou,  MD; 
William  Hall  Jr.,  MD;  George  F. 
Holliday,  MD; 

Oconto.  The  Oconto  County  Medi- 
cal Society  approved  membership 


Physicians  briefs 

Nancy  J.  Cressman,  MD,  a psy- 
chiatrist, has  joined  the  medical 
staff  at  Marshfield  Clinic.  She 
earned  her  medical  degree  from 
Michigan  State  University  in  East 
Lansing.  She  served  a residency  in 
general  adult  psychiatry  at  the 
University  of  Virginia  in 
Charlottesville. 

Thomas  Julian,  MD,  University  of 
Wisconsin  Medical  School  profes- 
sor of  obstetrics  and  gynecology 
and  director  of  Benign  Gynecology 
at  UW  Hospital  and  Clinics,  has 
been  re-elected  to  the  board  of  di- 
rectors of  the  American  Society  for 
Colposcopy  and  Cervical  Pathol- 
ogy. He  is  a specialist  in  diseases 


for  the  following  physicians:  Ellen 
Blando,  MD;  Mary  Abdulky,  MD; 
Gary  Leong,  MD. 

Outagamie.  The  Outagamie 
County  Medical  Society  approved 
membership  for  the  following  phy- 
sicians: Yamil  M.  Arbaje,  MD; 
Heidi  L.  Mailing,  MD;  Marion  H. 
Scholz,  MD;  Cyril  P.  Walsh,  MD. 

Polk.  The  Polk  County  Medical 
Society  approved  membership  for: 
Rene  B.  Milner,  MD;  H.  John  Park, 
MD. 

Racine.  Lawrence  W.  Platt,  MD; 
Laura  Black  Ulmer,  MD;  and  Den- 
nis J.  Andersen  MD  were  approved 
for  membership  in  the  Racine 
County  Medical  Society. 

Sheboygan.  The  Sheboygan 
County  Medical  Society  approved 
membership  for:  Scott  Glaeser,  MD 
and  Andrew  Heritch,  MD. 

Walworth.  The  Walworth  County 
Medical  Society  approved  the  fol- 


of the  lower  genital  tract  and  has 
been  appointed  executive  editor  of 
the  Journal  of  Lower  Genital  Tract 
Disease.  He  was  the  featured 
speaker  at  the  sixth  International 
Vaginal  Surgery  Conference. 

Jay  P.  Keepman,  MD,*  a family 
practitioner,  has  retired  from 
Grantsburg  Clinic.  He  earned  his 
medical  degree  from  the  Univer- 
sity of  Wisconsin  in  1954.  He  com- 
pleted his  internship  from  St. 
Mary's  Hospital  in  Duluth,  Minn. 
He  came  to  Grantsburg  from  Salt 
Lake  City,  Utah  and  within  a year 
he  purchased  the  clinic  and  started 
expanding  services,  increasing  staff 
and  adding  specialists.  He  was 


lowing  membership  for  Thomas 
J.  James,  MD. 

Waukesha.  The  Waukesha  County 
Medical  Society  approved  mem- 
bership for  Aaron  J.  Hanesworth, 
MD;  Chris  Wood,  MD;  Martin  L. 
Robbins,  MD;  Paul  L.  Mueller,  MD; 
Sherry  L.  Prowatzke,  MD;  Thomas 
A.  Prier,  MD;  Mack  A.  Karnes,  MD. 

Winnebago.  Winnebago  County 
Medical  Society  approved  mem- 
bership for:  Indu  J.  Dave,  MD;  Pe- 
ter R.  Garcia,  MD;  David  A. 
Janssen,  MD;  Daniel  A.  Thimsen, 
MD. 

Wood.  David  Crowther,  MD  and 
Crystal  Schlosser,  MD  were  ap- 
proved for  membership  in  the 
Wood  County  Medical  Society. 

Walworth.  The  Walworth  County 
Medical  Society  approved  the  fol- 
lowing physician  for  membership: 
Thomas  J.  James,  MD.* 


also  a doctor  in  the  medical  corps 
for  20  years  serving  in  the  reserves 
with  stints  in  Germany  and  En- 
gland. He  served  on  the  boards  of 
both  North  Memorial  and  Abbott- 
Northwestern  hospitals. 

Michael  F.  Koszalka,  MD,  has  re- 
cently joined  the  Marshfield  Clinic 
as  an  obstetrician/gynecologist. 
He  received  his  undergraduate 
degree  from  North  Dakota  State 
University  in  Fargo.  He  earned  his 
medical  degree  from  the  Univer- 
sity of  Minnesota  Medical  School 
in  Minneapolis.  He  completed  a 
residency  in  obstetrics  and  gyne- 
cology at  St.  Paul-Ramsey  Medical 
Center  in  St.  Paul,  Minn,  and  a fel- 
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lowship  in  maternal  fetal  medicine 
at  Denver  General  Hospital  in  Den- 
ver, Colo. 

Roland  Liebenow,  MD,*  was  re- 
cently recognized  by  the  Honor 
Society  of  Phi  Kappa  Phi  as  an  out- 
standing member.  His  accomplish- 
ments exemplify  their  motto  "Let 
love  of  learning  guide  humanity." 
He  was  honored  for  his  contribu- 
tions to  learning  within  the  medi- 
cal profession  and  in  his  commu- 
nity. Among  his  many  accomplish- 
ments, he  lists  service  on  the  Wis- 
consin State  Task  Force  on 
Alzheimer's  Disease  and  Chair- 
man of  the  Committee  on  Aging 
and  Extended  Care  Facilities  for 
the  State  Medical  Society.  He  has 
worked  extensively  within  the 
Lake  Mills  community  to  promote 
learning.  He  has  been  actively  in- 


volved in  supporting  the  library 
and  has  worked  with  the  Boy 
Scouts,  the  Lake  Mills  Aztalan  His- 
torical Society  and  the  National 
Youth  Science  Camp. 

Michelle  Melson,  MD,  a psychia- 
trist has  joined  the  medical  staff  at 
Beloit  Memorial  Hospital.  She  re- 
ceived her  undergraduate  and 
medical  degrees  from  the  Univer- 
sity of  Missouri  in  Kansas  City. 
She  completed  her  general  psy- 
chiatry residency  at  Lutheran  Gen- 
eral Hospital,  an  affiliate  of  the 
University  of  Chicago,  in  Park 
Ridge,  111.  She  completed  a one- 
year  fellowship  in  child  and  ado- 
lescent psychiatry  at  Children's 
Memorial  Hospital/Northwestern 
University  Medical  School  in  Chi- 
cago. She  also  counseled  female 
prison  inmates  for  a year  at  the 


Dwight  Correctional  Center  in 
Dwight,  111. 

John  Park,  MD,*  an  orthopedic 
surgeon  has  joined  the  medical 
staff  of  River  Valley  Medical  Cen- 
ter and  St.  Croix  Valley  Memorial 
Hospital.  He  spent  four  years  at 
Rhode  Island  Hospital  as  a surgi- 
cal intern  and  a general  surgeon. 
He  completed  his  orthopedic  train- 
ing at  Tufts  New  England  Medical 
Center,  in  Boston,  Mass. 

Daniel  Zimmerman,  MD,  a fam- 
ily practitioner,  has  recently  joined 
the  medical  staff  at  River  Falls 
Medical  Clinic.  He  earned  his 
medical  degree  from  Mayo  Medi- 
cal School  in  Roschester,  Minn,  in 
1989.  He  completed  his  family 
practice  residency  at  Fort  Lewis, 
Wash,  after  being  commissioned  to 
the  medical  corps. ♦> 
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Because  the  sooner  a stroke,  or  brain 
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One  in  live  Americans  will  develop  skin  cancer  in  their  liietime 
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Classified  ads 


ALL  SPECIALTIES:  Opportunities  in 
Iowa,  Minnesota,  North  Dakota,  South 
Dakota  & Wisconsin.  Permanent  and 
Locums.  PHYSICIAN  SERVICES,  3600 
West  80th  Street,  Suite  550,  Minneapo- 
lis, MN  55431.  (612)896-3492,  FAX 
(612)896-3425.  6/96 

CENTRAL  WISCONSIN:  New  urgent 
care  center  needs  FP/IM/EM  physi- 
cians full  and  part  time.  Competitive 
salary  and  benefits.  Excellent  recre- 
ational area.  40  hour  week,  no  OB,  no 
call.  Contact  Ms.  Jo  Thomas,  Rib 
Mountain  Urgent  Care  Center,  2200 
Oriole  Lane,  Suite  3A,  Wausau,  WI 
54401, (715)843-5120.  6/96 

WISCONSIN  - Outstanding  Eastern 
Wisconsin  IM  opportunities.  Progres- 
sive and  economically  thriving  com- 
munities. Varied  cultural  and  recre- 
ational opportunities.  Lake  Michigan, 
national  forests,  in-land  lakes  and  a 
Midwest  premiere  resort  area  close  by! 
Family  friendly  call  schedules  and  pro- 
fessional growth  fostered.  Call  Adam 
at  Strelcheck  and  Associates:  (800)243- 
4353.  6/96 

WISCONSIN  LAKE  COUNTRY: 

Seeking  primary  care  physicians  - re- 
spected multispecialty  group  has  im- 
mediate full-time  openings  for  seventh 
internist  and  sixth  pediatrician.  Fine 
clinic  facilities,  minimum  managed 


RATES:  70  cents  per  word,  with 
a minimum  charge  of  $30  per  ad. 

BOXED  AD  RATES:  $40  per  col- 
umn inch.  All  ads  must  be  pre- 
paid. 

DEADLINE:  Copy  must  be  re- 
ceived by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401 . 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or 
toll-free  1-800-362-9080. 


care.  Safe,  affordable  community  with 
excellent  schools  near  Milwaukee, 
Madison  and  Chicago.  Not  a J-l  visa 
site.  Respond  to  Patrick  Schmidt  (IM) 
or  Rebecca  Turley  (Pediatrics)  800-338- 
7107;  FAX  414-785-0895;  or  E-Mail: 
fha@execpc.com.  6-8/96 

WISCONSIN  - GREAT  LAKES 
AREA!  Family  physicians  needed 
ASAP!  Choose  traditional  family  prac- 
tice with  or  without  OB  or  same  day 
care  with  NO  CALL.  Two-year  salary 
guarantee,  signing  bonus,  comprehen- 
sive benefits.  Proximity  to  Chicago  and 
Milwaukee.  Call  or  send  CV  to  Jane 
Vogt,  1-800-546-0954,  ID  #4280 WI, 
FAX:  314-726-3009;  or  E-Mail: 
careers@cejka.com.  6-7/96 

WISCONSIN,  LA  CROSSE. 

Franciscan  Skemp  Healthcare,  Mayo 
Health  System,  seeks  residency- 
trained,  primary  care  physicians  to  join 
established,  seven  member  urgent  care 
department  at  large  multispecialty 
clinic/hospital-part  of  an  integrated 
delivery  system.  Emergency  medical 
and  trauma  department  adjacent  to 
clinic.  Exceptional  specialty  support. 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary 
assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

TFN/95 


PPS  for  PSP2* 
Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

PO.  Box  791  • Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


Scheduled  hours.  No  call.  No  hospital 
responsibility.  Location  does  not 
qualify  for  J-l  visa  status.  La  Crosse  has 
metropolitan  population  of  100,000 
and  is  well-served  medically. 
Healthcare  and  education  are  largest 
employers  in  area  along  with  light/ 
precision  manufacturing,  agriculture, 
tourism.  Public  and  private  schools 
send  well  over  50%  of  graduates  on  to 
post  secondary  education.  Mississippi 
River  bluff  country  provides  wide  va- 
riety of  recreation.  Contact  Bonnie  Nulf 
or  Tim  Skinner,  Franciscan  Skemp 
Healthcare,  Mayo  Health  System,  700 
West  Avenue  South,  La  Crosse,  WI 
54601-4796,  (800)269-1986,  (608)791- 
9844;  Fax  (608)791-9898.  6-8/96 

WISCONSIN,  Milwaukee:  Excellent 
opportunity  for  board-certified /board- 
prepared  emergency  or  otherwise 
qualified  physician  to  join  a stable, 
well-established,  board-certified  9 
member  fee-for-service  ED  group  staff- 
Continued  on  next  page 


South-Central  Wisconsin 
Primary  Care 
Opportunities 


Physicians  Plus  Medical  Group,  a 
multi-specialty  group  of  245+  phy- 
sicians seeks  additional  Primary 
Care  Physicians  for  its  regional 
sites.  Established  and  new  loca- 
tions. Large  call  groups.  Full  lab 
and  x-ray.  Guaranteed  salary  plus 
incentives  with  a full  benefits 
package.  Send  CV  or  call  collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)  252-8580 
FAX:  (608)282-8288 

Physicians 

#Plus 

An  Equal  Opportunity  Employer 
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ing  a 475  bed  tertiary-care  flagship  hos- 
pital for  a major  metropolitan  health 
care  system  (with  4 member  hospitals.) 
A teaching  affiliate  of  the  Medical  Col- 
lege of  Wisconsin.  40,000  visits  annu- 
ally with  fast  track  and  physician  as- 
sistants. Comprehensive  specialty 
backup  includes  in-house  residents  in 
internal  medicine,  surgery,  ob/gyn  and 
radiology.  Exceptional  compensation 
and  benefit  package.  Equitable  partner- 
ship.  Send  CV  to  I.  Gailans,  MD, 
FACEP,  5000  West  Chambers  St.,  Mil- 
waukee, WI 53210;  or  call  414-447-2171. 

5-6/96 

FAMILY  PRACTICE,  MINNEAPO- 
LIS - BC/BE  Family  Practice  Physi- 
cians needed  to  join  the  Family  Prac- 
tice Department  of  a 400-physician 
multispecialty  clinic  in  desirable  Twin 
Cities  area.  Currently,  we  have  posi- 
tions available  at  our  Burnsville, 
Northfield,  Plymouth,  Prior  Lake,  St. 
Louis  Park  and  Shakopee  offices.  A di- 
versity of  practice  opportunities  exists 
which  would  allow  an  individual  to 
work  in  either  an  urban  or  suburban 
location  and  also  in  small  primary  care 
or  large  group  multispecialty  settings. 
Some  positions  may  not  require  either 
a hospital  practice  or  call.  Salary  and 
benefits  are  highly  competitive.  For  ad- 
ditional information  contact  Patrick 
Moylan  at  (612)993-5986  or  send  CV 
and  letters  of  inquiry  to  Professional 
Practice  Resources,  Park  Nicollet  Clinic 


Strelcheck  & Associates  offers 
a variety  of  desirable  settings 
complementing  your  lifestyle! 
You  owe  it  to  yourself  to  evalu- 
ate these  exceptional  opportuni- 
ties. Progressive  multispecialty 
groups  and  a staff  model  HMO 
are  seeking  additional  family 
physicians  in  Wisconsin,  Iowa, 
and  Michigan.  Practice  state-of- 
the-art  health  care  with  friendly 
progressive  colleagues  at  well 
established  clinics  with  liberal 
call  coverage  and  comprehen- 
sive salary /benefits.  Now  is  the 
time  to  take  initiative!  Call  Jackie 
Laske  at  (800)  243-4353. 

Strelcheck  and  Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
IVlequon,  WI  53092 


HealthSystem  Minnesota,  6500  Excel- 
sior Boulevard,  St.  Louis  Park,  MN 
55426,  or  Fax  (612)993-6490.  5-6/96 

WISCONSIN  OCCUPATIONAL 
MEDICINE  POSITION.  Dean  Medi- 
cal Center,  a 350  physician  multi-spe- 
cialty group  is  actively  recruiting  a 
board  eligible/board  certified  occupa- 
tional medicine  physician  to  join  its 
four  member  department.  This  posi- 
tion would  be  based  at  our  Riverview 
Clinic  in  Janesville,  and  would  also 
provide  coverage  at  our  locations  in 
Madison.  Work  hours  are  8am-5pm 
with  possible  evening  and  Saturday 
hours.  Excellent  communication  and 
marketing  skills  are  required.  This  po- 
sition would  include  practicing  the  full 
gamut  of  occupational  medicine  in- 
cluding toxicology,  medical  surveil- 
lance, injury  care  and  independent 
medical  exams.  Please  contact  Scott 
Lindblom,  Dean  Medical  Center,  1808 
West  Beltline  Highway,  Madison,  WI 
53713  or  call  608-250-1550  or  home  608- 
845-2390.  3-6/96 

NOT  JUST  ANOTHER  RECRUIT- 
MENT AD.  Opportunities  at  North 
Memorial  owned  and  affiliated  clinics 
will  give  you  a shot  of  adrenaline  be- 
cause we  practice  in  a care  manage- 
ment environment  that  FPs,  IMs  and 
OB/GYNs  thrive  on.  Guide  your  pa- 
tients through  their  entire  care  process 
at  one  of  our  25  clinics  in  urban  or  semi- 
rural  Minneapolis  locations.  Interested 
BC/BE  MDs,  call:  (800)275-4790  or  fax 
CV  to  (612)520-1564.  2,4,6,8,10,12 

IOWA.  Integra  Health,  a primary  care 
organization  with  over  170-physicians, 
is  actively  recruiting  BE/BC  family 
practitioners  and  internists  to  join  this 
private  physician  group.  Integra 
Health  has  55  clinic  locations  in  Cen- 
tral and  Eastern  Iowa.  Competitive 
salary  and  benefits  are  offered.  For 
more  information,  contact  Sara 
Votroubek,  Director  of  Human  Re- 
sources at  1-800-734-3415,  or  fax  your 
CV  to  319-369-8057.  6/96 


Family  Practice  Opportunity  on 
North  Shore-Lake  Superior 

Primary  Care  Clinic 

Focus:  Wholeness,  prevention  and  education 

Contact: 

Jon  Ward,  21 8 226-4431. 

Bay  Area  Health  Center 
50  Outer  Drive,  Silver  Bay,  MN  5561 4 


FAMILY  PRACTICE/OB-GYN  to  join 
progressive  14-physician  group  prac- 
tice. Rural  college  town  30  miles  from 
St.  Paul,  MN.  New  clinic  and  new  hos- 
pital. Contact  Robert  B.  Johnson,  MD, 
River  Falls,  WI  54022,  (715)425-6701. 

TFN 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 350  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville,  Milton  and  Delavan, 
Wisconsin.  Janesville,  population 
55,000,  is  a safe,  beautiful,  family  ori- 
ented community  with  excellent 
schools  and  abundant  recreational  ac- 
tivities. Excellent  compensation  and 
benefits  are  provided  with  employ- 
ment leading  to  shareholder  status. 
Send  CV  to  Stan  Gruhn,  MD, 
Riverview  Clinic,  P.O.  Box  551, 
Janesville,  WI  53547,  or  call  (608)755- 
3500.  ll-12/95;l-10/96 


Position  Sought 

BOARD  CERTIFIED  PHYSICIAN  IN 
INTERNAL  MEDICINE  AND 
RHEUMATOLOGY,  university 
trained  and  with  four  years  of  private 
practice  experience  seeks  Rheumatol- 
ogy and / or  Internal  medicine  position 
in  the  Milwaukee  area.  Please  call  717- 
822-0618.  5-6/96 
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NSURANCE  SERVICES,  INC. 

P.O.  Box  1109  330  E.  Lakeside  Street  Madison,  WI  53701 
800-545-0631  608-283-5483 


committed  to  serving  you. 


Business  Insurance 

Workers’  Compensation 
Business  Overhead 
Property  Coverage 
Liability 

Umbrella  Coverage 


Employee  Benefits 

Group  Health 
1|  Group  Lj(|| 
■VISION  Pi 

Self  Funded  Options 
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Opinions 


President's  page 

Medicaid:  Another  chance  for  a distressed  program 


The  issues  of  patients  rights 
and  patient  advocacy  have 
been  at  the  forefront  of  discussion 
in  our  field  of  medicine  through- 
out most  of  this  year.  As  I pointed 
out  in  my  inaugural  address  in 
April  in  Milwaukee  (see  page  502  in 
this  issue),  every  patient  has  the 
right  of  access  to  good  medical 
care. 

That  includes  Medicaid  pa- 
tients. 

Governor  Thompson,  as  chair- 
man of  the  National  Governors' 
Association,  has  asked  Congress  to 
revamp  Medicaid  programs,  giv- 
ing states  vast  flexibility  with  block 
grants  while  also  guaranteeing 
coverage  for  certain  groups  of 


people  and  guaranteeing  certain 
benefits. 

States  would  have  to  provide 
Medicaid  for  pregnant  women  in 
families  with  incomes  up  to  33  per- 
cent above  the  official  poverty 
level;  for  children  under  age  6 in 
families  with  incomes  up  to  33  per- 
cent above  the  poverty  line,  and  for 
children  ages  6 to  12  in  families 
below  the  poverty  level. 

The  governor's  proposal  would 
guarantee  each  Medicaid  recipient 
a package  of  benefits  including 
hospital  care,  doctors'  services,  di- 
agnostic tests  and  childhood  im- 
munizations. 

States  like  Wisconsin  will  be  able 
to  streamline  eligibility  determina- 


Richard  H.  Ulmer,  MD 


tions,  close  loopholes  and  tie  Med- 
icaid coverage  to  participation  in 
job  programs  like  Wisconsin's  W-2 
program.  This  would  enforce  ac- 
countability where  it  truly  matters: 
in  establishing  fiscal  controls,  un- 
dertaking independent  audits  and 
evaluations,  and  requiring  public 
reporting  of  program  performance. 

SMS  Task  Force  Report 

The  SMS  has  just  completed  pub- 
lication of  the  SMS  Medicaid  re- 
form report,  which  will  be  pre- 
sented to  Governor  Thompson. 
This  report  originated  with  Gov. 
Thompson's  request  in  January 
Continued  on  next  page 


The  SMS  Medicaid  Task  Force  made  recommendations 
concerning: 


1.  Managed  Care  Philosophy 

2.  Physician  Reimbursement  Policy 

3.  Physician  Participation  Policy 

4.  Scope  of  Services  Policy 

5.  Eligibility  Criteria  Policy 

6.  Long-Term  Care  Policy 

7.  Disabled  Population /SSI  Policy 

8.  Other  Services  Policy 

9.  Medicaid  Administrative  Cost  Issue  Policy 

10.  Urban  Medicine  Policy 

11.  Rural  Health  Policy 

12.  Recipient  Responsibility  Policy 

13.  Graduate  Medical  Education  Policy 

14.  Outcomes  Research  Policy 
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EVP  report:  The  view  from  here 
A fond  farewell 


For  nearly  20  years,  I have  had 
the  honor  and  privilege  of 
serving  individuals  who  are 
among  the  brightest,  best  educated 
and  most  compassionate  of  all 
Americans:  physicians.  I have 
walked  the  halls  of  congress  and 
state  capitals  to  present  your  views 
to  policymakers.  I have  worked 
with  you  to  develop  innovative  so- 
lutions to  the  complex  problems  in 
the  practice  of  medicine  and,  along 
with  you,  have  made  this  medical 
society  the  outstanding  medical 
association  in  America. 

The  time  has  now  come  for  me 
to  go.  To  pursue  your  interests  in  a 
new  and  different  venue.  Perhaps 
in  this  time  of  unprecedented 
change,  that  is  as  it  should  be.  For 
like  your  quest  to  constantly  im- 
prove your  knowledge  of  the  hu- 
man body  and  how  to  keep  it 
healthy,  1 must  strive  to  stay  cur- 
rent and  move  as  far  as  my  abili- 
ties will  carry  me.  In  that  way,  we 
all  leave  a positive  mark  on  our 


world  community  and  contribute  to 
history. 

The  future  of  medicine  in  Wiscon- 
sin is  in  your  hands.  It  always  has 
been.  As  I have  told  many  of  you 
over  the  years,  you  have  a choice: 
you  can  come  together  and  deter- 
mine the  future  of  medicine,  or 
someone  else  will  do  it  for  you.  For 
over  150  years,  Wisconsin  doctors 
have  risen  to  that  task.  I pray  that 
you  will  do  so  in  the  future. 

To  everything  there  is  a season,  and  a 
time  to  every  purpose  under  the  heaven: 
A time  to  be  born,  and  a time  to  die;  a 
time  to  plant,  and  a time  to  pluck  up 
that  which  is  planted; 

A time  to  kill,  and  a time  to  heal;  a time 
to  break  down,  and  a time  to  build  up; 
A time  to  weep,  and  a time  to  laugh;  a 
time  to  mourn,  and  a time  to  dance; 

A time  to  cast  away  stones,  and  a time 
to  gather  stones  together;  a time  to  em- 
brace, and  a time  to  refrain  from  embrac- 
ing; 

A time  to  get,  and  a time  to  lose;  a time 


Continued  from  previous  page 

1995  for  the  SMS  to  draw  on  its 
members'  expertise  to  develop 
ways  to  improve  the  state's  Med- 
icaid program.  In  particular,  the 
Governor  is  searching  for  ways  to 
restrain  costs  of  the  $2.4  billion  pro- 
gram. 

As  a result,  the  SMS  convened 
the  Medical  Assistance  Task  Force, 
a diverse  group  of  health  care  pro- 
viders chaired  by  Dr  Nancy  Ness 
of  Mauston.  The  dedicated  group 


met  monthly  from  May,  1995  until 
issuing  their  report  to  the  SMS  Board 
of  Directors  in  February. 

The  Board  embraced  the  group's 
recommendations  on  14  issue  areas 
(see  sidebar  on  page  407),  ranging  from 
managed  care  to  physician  reim- 
bursement to  patient  access.  The 
House  of  Delegates  likewise  sup- 
ported the  report  at  the  April  Annual 
Meeting. 

The  report  represents  an  exciting 
opportunity  for  the  SMS,  because  of 
the  "block  grant''  talk  of  Medicaid 


Thomas  L.  Adams,  CAE 


to  keep,  and  a time  to  cast  away; 

A time  to  rend,  and  a tune  to  sew;  a 
time  to  keep  silence,  and  a time  to 
speak; 

A time  to  love,  and  a time  to  hate;  a 
time  of  war,  and  a time  of  peace. 

Ecclesiastes  3,  verse  1 ❖ 


block  grants  coming  out  of  Wash- 
ington in  the  last  year.  If  Medic- 
aid block  grants  become  law,  is- 
sues such  as  provider  pay  levels, 
coverage  and  eligibility  will  shift 
to  the  states  to  decide.  This  re- 
port will  leave  physicians  well- 
positioned  because  of  the  group's 
far-reaching  proposals  will  al- 
ready be  on  the  desk  of  Thomp- 
son, a vocal  block  grant  sup- 
porter. The  Task  Force  members, 
and  especially  Dr.  Ness,  deserve 
our  thanks  for  a job  well  done.*:* 
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Letters 

Communicate  across  cultural  lines 


To  the  editor:  I refer  to  the 
recent  excellent  articles  on 
the  cultural  practices  of  the  Amish 
as  they  relate  to  the  practice  of 
medicine.  As  a physician  who  has 
treated  many  Amish  patients,  1 
must  caution  my  fellow  physicians 
that,  aside  from  their  cultural  prac- 
tices, the  Amish  are  patients  first 
and  foremost.  They  have  some 
pressing  needs  for  medical  educa- 
tion. 

Whether  the  Amish  believe  in 
immunizations  or  not,  they  must 
be  told  sternly  that  H-Flu  vaccina- 
tions prevent  disability  in  many 


children.  I recently  saw  some  chil- 
dren with  mutilated  penises  sec- 
ondary to  a botched  circumcision 
done  by  an  untrained  midwife. 
Rather  than  accept  this  as  an  Amish 
cultural  choice,  I took  steps  to  stop 
this  practice. 

In  American  medicine,  time  has 
come  that  we  focus  less  on  cul- 
tural/race characteristics  and  more 
on  proper  communications.  We 
should  no  longer  open  our  history 
and  physicals  as  "25-year-old 
Amish,  black,  Jew,  white,"  etc.  No 
doubt  race  and  culture  are  impor- 
tant in  the  medical  sense,  but  these 


Potential  pitfalls  of  AB  441 


To  the  Editor:  I am  writing 
in  response  to  the 
president's  page  of  the  June  issue 
of  the  Wisconsin  Medical  Journal.  I 
certainly  agree  that  the  ramifica- 
tions of  this  type  of  legislation  ex- 
tend far  beyond  the  abortion  issue. 

I applaud  Dr  Ulmer's  willing- 
ness to  bring  this  discussion  before 
the  entire  membership  of  the  State 
Medical  Society  from  whom  we 


abortion  providers  often  feel  iso- 
lated. I am  sure  he  will  be  the  tar- 
get of  the  usual  anti-abortion  rheto- 
ric. However,  1 am  also  confident 
that  the  majority  of  the  member- 
ship will  wholeheartedly  support 
his  effort  to  keep  the  legislature 
from  insinuating  itself  into  the  doc- 
tor-patient relationship. 

Thank  you  for  representing 
those  of  us  whose  primary  goal  in 


Note:  Letters  to  the  editor 
may  be  edited  for  length, 
clarity  and  grammar. 
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details  should  rightly  come  under 
family  history,  i.e.,  a ratchet  down 
on  the  totem  pole  of  medical  ex- 
amination. To  focus  on  race  and 
culture  as  our  opening  consider- 
ation, clouds  proper  decision  mak- 
ing, to  say  the  least.  Plus,  it  is  rude. 

—Vinoo  Cameron,  MD 
Athens*:* 


practicing  medicine  is  to  minister 
to  the  needs  of  our  patients  and  is 
not  to  promote  some  self  serving 
delivery  system,  political  bureau- 
cracy, or  religious  philosophy. 

—Dennis  D.  Christensen,  MD 
Madison*:* 


50  Years  of  Service 


a 


In  1946,  members  of  the  State  Medical 
Society  of  Wisconsin  established  Wisconsin 
Physicians  Service  (WPS)  to  provide 
not-for-profit  medical  and  surgical 
insurance  for  Wisconsin  residents. 


50  years  later,  the  tradition  of  value  and 
service  lives  on. 


Wo* 


In  1996,  WPS  employs  the  latest  managed 
care  strategies  and  advanced  technologies, 
but  the  goal  remains  the  same  as  it  was  50 
years  ago:  to  work  with  health  care  providers 
to  ensure  Wisconsin  residents  enjoy  top 
quality,  cost-effective  health  care. 


W I /J . 
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WPS  continues  to  work  with  Wisconsin 
health  care  providers  to  provide  businesses 
and  families  across  Wisconsin  w ith 
unparalleled  service  and  quality,  just  as  we 
did  50  years  ago. 
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Some  things  never  change. 
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Board  and  Bylaivs 


SMS  officers  and  directors:  1996-1997 


Richard  H.  Ulmer,  MD,  was  elected 
president  elect  of  the  SMS  in  April 
1995.  A board-certified  internist. 
Dr  Ulmer  is  a cardiologist  at 
Marshfield  Clinic  where  he  has 
practiced  since  1969.  He  is  on  the 
hospital  staff  of  St  Joseph's  Hospi- 
tal, Marshfield,  and  has  consulting 
privileges  at  St  Michael's  Hospi- 
tal, Stevens  Point;  Howard  Young 
Medical  Center,  Woodruff;  and 
Lakeview  Medical  Center,  Rice 
Lake.  He  is  a clinical  associate 
professor  of  medicine  at  the  Uni- 
versity of  Wisconsin. 

A native  of  Chicago,  Dr  Ulmer 
graduated  from  Stritch  School  of 
Medicine  of  Loyola  University  in 
Chicago,  111,  in  1961.  He  also  earned 
a Master  of  Science  degree  in  physi- 
ology from  the  Loyola  University 
graduate  school  the  same  year.  He 
completed  his  internship  at  the 
University  of  Chicago  Hospitals, 
followed  by  a residency  in  internal 
medicine  and  then  a fellowship  in 
cardiology  at  the  same  institution. 
Dr  Ulmer  earned  his  bachelor's  de- 
gree at  Xavier  University  in  Cincin- 
nati, Ohio. 

He  served  two  years  in  the 
United  States  Medical  Corps  as 
assistant  chief  of  medicine  at  the 
US  Army  Hospital  in  Fort  Camp- 
bell, Ky,  and  then  as  chief  of  medi- 
cine at  the  US  Army  Hospital, 


Hunter  Army  Air  Field,  Savannah, 
GA. 

Dr  Ulmer  is  a member  of  the 
American  College  of  Physicians, 
the  American  Heart  Association 
and  its  Council  on  Clinical  Cardi- 
ology, and  the  American  Medical 
Association.  He  has  served  as  a 
delegate  to  the  SMS  House  of  Del- 
egates since  1974  and  a member  of 
the  SMS  Board  of  Directors  since 
1986.  He  was  elected  vice  chair  in 
1987  and  1988,  and  chairman  of  the 
SMS  Board  of  Directors  in  1989,  a 
position  he  held  for  six  years.  Dr 
Ulmer  has  been  a member  of  the 
Wisconsin  AMA  delegation  since 
1983,  first  as  an  alternate  delegate 
and  then  a delegate  in  1995.  Dr 
Ulmer  presently  chairs  the  AMA 
Advisory  Committee  on  Group 
Practice  Physicians. 

Dr  Ulmer  is  a nine-term  mem- 
ber of  the  Executive  Committee  of 
the  Marshfield  Clinic.  He  was  sec- 
retary of  the  Marshfield  Clinic  for 
the  Department  of  Internal  Medi- 
cine, and  the  chair  of  the  Depart- 
ment of  Cardiology. 

Dr  Ulmer  was  a member  for 
nine  years  of  the  St  John  the  Bap- 
tist school  board  in  Marshfield, 
which  he  chaired  for  six  years.  He 
also  served  on  the  Parish  Council 
for  six  years  and  was  a member  of 


Richard  H.  Ulmer,  MD 

Marshfield 


President 

(1996-1997) 

the  Marshfield  Area  Catholic 
School  Board. 

He  was  a member  of  the  first 
group  in  Wisconsin  to  be  trained 
to  serve  as  a state  instructor-trainer 
for  cardio-pulmonary  resuscitation 
by  the  Wisconsin  Division  of  the 
American  Heart  Association  and 
has  trained  many  nurses,  physi- 
cians and  ambulance  personnel 
who  subsequently  invested  their 
skills  in  their  local  communities. 
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Sandra  L.  Osborn,  MD 

Madison 

President-Elect 

(1996-1997) 

Dr  Osborn,  whose  specialty  is  pediatrics,  graduated  from  the  University 
of  Wisconsin  Medical  School  in  Madison.  She  was  a member  of  the  SMS 
Board  of  Directors  representing  District  2 from  1987  to  1994.  She  is  a mem- 
ber of  the  WISPAC  Board  of  Directors  and  co-chair  of  the  SMS/WNA 
Committee.  Dr  Osborn  served  as  president  of  the  Dane  County  Medical 
Society  from  1982  to  1983  and  as  Speaker  of  the  SMS  House  of  Delegates 
from  1993  to  1996.  She  has  also  served  as  chair  of  the  SMS  House  of  Del- 
egates Nominating  Committee,  the  Credentials  Committee  and  the  Ref- 
erence Committee  on  Scientific  Affairs.  Dr  Osborn  was  a member  of  the 
Ad  Hoc  Committee  on  Child  Abuse  and  Neglect  and  the  SMS  Committee 
on  Women  Physicians. 


Marcia  J.S.  Richards,  MD 

Milwaukee 

Immediate  Past  President 
(1996-1997) 

A board-certified  radiation  oncologist.  Dr  Richards  is  in  private  practice 
in  Milwaukee  where  she  is  medical  director  of  the  section  of  radiation 
oncology  at  St  Lukes  Medical  Center.  She  is  also  president  of  Radiation 
Oncology  Associates,  SC. 

Dr  Richards  graduated  from  the  University  of  Wisconsin  Medical 
School  in  1970,  completed  an  internship  in  pediatrics  and  a fellowship  in 
radiation  oncology  at  University  of  Wisconsin  Hospitals-Madison. 

Dr  Richards  has  served  on  the  SMS  Board  of  Directors  since  1988.  She 
was  president  of  the  Medical  Society  of  Milwaukee  County  (MSMC)  in 
1990-1991  and  has  served  as  an  MSMC  board  member  since  1986.  She  has 
served  on  the  board  of  directors  for  the  Foundation  for  Medical  Care  Evalu- 
ation (1982);  American  Cancer  Society  Wisconsin  Division,  serving  as  ACS 
president  in  1993-1994;  and  the  Wisconsin  Radiological  Society  (1989- 
present),  where  she  currently  serves  as  vice  president.  She  is  also  past 
president  of  the  Wisconsin  Society  of  Radiation  Oncologists  (1981-1983) 
and  current  board  member  for  PIC  Wisconsin. 


Thomas  L.  Adams,  CAE 

Madison 

Executive  Vice  President 
(April  21,  1996-July  31, 1996) 

Thomas  L.  Adams  was  named  secretary-general  manager  of  the  SMS  in 
1987.  Adams  was  director  of  the  American  Society  of  Anesthesiologists 
prior  to  joining  the  Society  in  1986  as  secretary-general  manager  desig- 
nate. Adams  served  as  assistant  executive  director  and  lead  lobbyist  for 
the  North  Carolina  Medical  Society  from  1978  to  1983,  when  he  joined 
the  anesthesiology  group.  Adams  graduated  from  Lenoir  Rhyne  College 
in  Hickory,  NC.  He  will  become  EVP  of  the  Medical  Group  Management 
Association,  Denver,  Colo,  on  August  1. 
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Harry  J.  Zemel,  MD 

Fond  du  Lac 
Treasurer 
Director,  District  5 
(1996-1997) 

Dr  Zemel  was  first  elected  to  the  SMS  board  in  1987.  He  graduated  from 
the  University  of  Missouri  School  of  Medicine  and  specializes  in  pathol- 
ogy. Dr  Zemel  was  president  of  the  Fond  du  Lac  County  Medical  Society 
in  1979,  has  been  chair  of  the  SMS  Finance  Committee  since  1989,  and 
SMS  Treasurer  since  1993.  Currently,  Dr  Zemel  serves  on  the  Finance  and 
Investment  Committees  for  the  College  of  American  Pathologists. 


Michael  C.  Reineck,  MD 

West  Bend 

Speaker,  House  of  Delegates 
(1996-1997) 

Dr  Reineck  graduated  from  the  University  of  Wisconsin  in  1970  and 
completed  an  internship  at  Milwaukee  County  General  Hospital  and  a 
residency  at  St  Mary's  Hospital,  in  affiliation  with  the  Medical  School  of 
the  University  of  Michigan,  in  Grand  Rapids.  He  is  in  private  practice  at 
Orthopaedic  Associates  of  West  Bend,  SC.  Dr  Reineck  is  past  chair  of  the 
Governmental  Affairs  Committee,  and  past  president  of  the  Wisconsin 
Orthopaedic  Society  and  the  Washington  County  Medical  Society.  He  is 
also  a past  member  of  the  Wisconsin  Professional  Liability  Committee. 
He  is  a member  of  the  American  Academy  of  Orthopaedic  Surgeons 
Committee  on  CPT  and  ICD  Coding  and  Bylaws  Committee.  He  was  the 
Washington  County  Medical  Society  delegate  to  the  SMS  House  of 
Delegates  for  11  years  prior  to  his  election  as  vice  speaker  in  1994. 


Kevin  T.  Flaherty,  MD 

Wausau 

Vice  speaker.  House  of  Delegates 
(1996-1998) 


Dr  Flaherty  received  his  medical  degree  from  Loyola  University  in 
Chicago.  He  served  an  internship  at  Sacred  Heart  Medical  Center  in 
Spokane,  Wash,  and  his  residency  at  Loyola  University  in  ophthalmol- 
ogy. He  took  post  residency  training  in  corneal  transplant  surgery  at  the 
University  of  Louisville  in  Louisville,  Ky,  and  in  ophthalmic  plastic  and 
reconstruction  surgery  at  the  Massachusetts  Eye  and  Ear  Infirmary  at 
Boston,  Mass.  He  has  been  in  practice  in  Wausau  for  7 years.  For  the  past 
3 years.  Dr  Flaherty  has  served  as  medical  director  for  the  North  Central 
Health  Protection  Plan,  a cooperative  health  plan  of  Wausau  Insurance. 
He  is  currently  president  of  the  Wisconsin  Academy  of  Ophthalmology 
and  serves  on  its  executive  committee.  Dr  Flaherty  has  served  as  the 
Marathon  County  Medical  Society  delegate  to  the  SMS  House  of  Del- 
egates. He  has  also  been  a member  of  the  Marathon  County  Medical 
Society  Executive  Committee  and  currently  serves  as  president.  He  has 
chaired  reference  committees  at  the  Young  Physicians  Section  of  the  AMA 
and  SMS.  In  1995,  Dr  Flaherty  was  elected  as  an  alternate  delegate  to  the 
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Wisconsin  delegation  of  the  AMA. 

Raymond  C.  Zastrow,  MD 

Milwaukee 

Chair,  Board  of  Directors 
Director,  District  1 
(1996-1997) 

Dr  Zastrow,  who  specializes  in  clinical  pathology,  graduated  from 
Marquette  University  School  of  Medicine  (now  the  Medical  College  of 
Wisconsin).  He  served  on  the  SMS  Physicians  Alliance  Commission  from 
1977  to  1989,  and  was  a member  of  the  WISPAC  Board  of  Directors.  He 
served  as  chair  of  the  SMS  Bylaws  Committee,  was  a member  of  the  Fi- 
nance Committee  and  was  an  alternate  delegate  to  the  AMA  from  1983  to 
1984.  Dr  Zastrow  has  also  served  on  the  AMA  Ad  Hoc  committee  on  the 
Health  Policy  Agenda  for  the  American  People  (HPA).  He  has  served  on 
the  SMS  Board  of  Directors  since  1990,  and  was  vice-chair  from  1991- 
1996. 


Mark  H.  Andrew,  MD 

Viroqua 

Vice  Chair,  Board  of  Directors 
Director,  District  3 
(1996-1997) 

Dr  Andrew,  a general  surgeon,  graduated  from  the  University  of 
Wisconsin  Medical  School,  and  served  his  internship  and  residency  at 
Southwestern  Michigan  Area  Health  Education  Center  in  Kalamazoo.  He 
was  chair  of  the  Young  Physicians  Section  of  SMS  in  1991 . He  is  a member 
of  the  SMS  Commission  on  Governmental  Affairs,  the  SMS  Ad  Hoc  Mem- 
bership Committee,  the  SMS  Nominating  Committee,  and  is  president  of 
the  Vernon  County  Medical  Society. 


Clarence  P.  Chou,  MD 

Mequon 

Director,  District  1 
(1996-1999) 

Dr  Chou  received  his  medical  degree  from  the  Medical  College  of 
Wisconsin.  He  completed  his  internship,  residency,  and  a fellowship  in 
child  psychiatry  at  Medical  College  of  Wisconsin  Affiliated  Hospitals.  He 
practices  at  the  Child-Adolescent  Treatment  Center  in  Wauwatosa.  He 
serves  as  a consultant  to  Southeastern  Wisconsin  Medical  and  Social  Ser- 
vices, Inc,  and  is  a consultant  to  the  Children's  Service  Society  in  Milwau- 
kee. Dr  Chou  is  an  assistant  clinical  professor  at  the  Medical  College  of 
Wisconsin,  and  an  examiner  for  the  Child  Psychiatry  Boards.  He  is  chair 
of  the  Public  Education  Committee  of  the  Medical  Society  of  Milwaukee 
County,  as  well  as  a member  of  the  Task  Force  on  Managed  Care  and  the 
Strategic  Planning  Committee.  He  is  a member  of  the  SMS  Commission 
on  Public  Information,  and  a member  of  the  American  Academy  of  Child 
and  Adolescent  Psychiatry,  American  Psychiatric  Association,  and  the 
Wisconsin  Psychiatric  Association. 
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Gerald  G.  Govin,  MD 

Milwaukee 
Director,  District  1 
(1996-1999) 

Dr  Govin,  a specialist  in  plastic,  reconstructive  and  hand  surgery,  gradu- 
ated from  the  Medical  College  of  Wisconsin  in  1973.  He  completed  his 
internship  and  residency  programs  in  general  surgery  at  the  Navy  Re- 
gional Medical  Center  in  San  Diego,  Calif.  Following  the  completion  of 
his  residency,  he  served  as  an  instructor  for  the  general  surgery  and  fam- 
ily practice  residents  of  the  University  of  California  and  Navy  programs. 
At  NRMC,  Camp  Pendleton  he  served  as  chair  of  several  committees  and 
was  the  director  of  critical  care  for  the  medical  center.  He  also  supervised 
the  intensive  care  unit  and  the  recovery  room.  As  a staff  surgeon  in  the 
Navy  with  special  expertise  in  trauma  and  critical  care,  he  served  in  South 
East  Asia,  the  Middle  East,  Alaska,  and  the  Pacific.  In  1981,  he  resigned 
his  commission  as  Commander,  USN  in  order  to  take  a residency  in  plas- 
tic surgery,  which  he  completed  at  the  Medical  College  of  Wisconsin  in 
1983.  He  is  a diplomat  of  both  the  American  Board  of  Surgery  and  the 
American  Board  of  Plastic  Surgery.  Dr  Govin  has  served  as  a member  of 
the  Ethics,  Emergency  Care  and  Public  Education  Committees  for  the 
Medical  Society  of  Milwaukee  County.  He  has  been  a member  of  the  Tis- 
sue Committee  and  the  Hyperbaric  Medicine  Group  at  Columbia  Hospi- 
tal. He  is  a member  of  the  burn  team  at  St  Mary's  Hospital  and  has  been 
a delegate  to  the  SMS  since  1986. 


Charles  E.  Holmburg,  MD 

Menomonee  Falls 
Director,  District  1 
(1996-1999) 

Dr  Holmburg  received  his  medical  degree  from  the  University  of 
Wisconsin  Medical  School  in  1966,  and  completed  a residency  in  internal 
medicine  at  Milwaukee  County  General  Hospital  in  1972.  He  has  been 
affiliated  with  the  Medical  College  of  Wisconsin  as  an  assistant  clinical 
professor  since  1979.  He  has  also  been  active  in  the  American  College  of 
Physicians  Mentor  Program  as  a teacher,  since  1992.  Dr  Holmburg  has 
been  an  active  member  of  numerous  medical  organizations,  including 
the  American  College  of  Physicians,  Wisconsin  Society  of  Internal  Medi- 
cine (board  member),  American  Society  of  Internal  Medicine,  and 
Waukesha  County  Medical  Society,  serving  as  president  in  1992.  He  has 
been  a delegate  to  the  State  Medical  Society  of  Wisconsin  and  served  on 
the  Commission  on  Continuing  Medical  Education.  In  addition  to  prac- 
ticing internal  medicine.  Dr  Holmburg  was  director  of  clinical  research  at 
Medical  Associates,  a group  that  performed  clinical  research  for 
premarketing  of  new  pharmaceuticals. 
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David  J.  Matteucci,  MD,  FACS 

Kenosha 

Director,  District  1 
(1996-1999) 

Dr  Matteucci  received  his  medical  degree  at  Creighton  University  School 
of  Medicine,  Omaha,  Neb,  in  1974.  He  went  on  to  complete  his  residency 
in  general  surgery  at  Creighton  University  Affiliated  Hospitals,  and  a fel- 
lowship in  colon/rectal  surgery  with  the  Cleveland  Clinic  Foundation. 
He  is  a fellow,  American  Society  of  Colon/Rectal  Surgeons  and  American 
College  of  Surgeons;  was  a founding  member  of  the  Society  of  American 
Gastrointestinal  Endoscopic  Surgeons  in  1980;  member  of  the  Midwest 
Society  of  Colon/ Rectal  Surgeons  and  Wisconsin  College  of  Surgeons. 
He  was  a member  of  the  Kenosha  County  Medical  Society  Board  of  Di- 
rectors from  1986-1989,  and  was  president  in  1988.  He  has  been  a member 
of  numerous  committees  covering  a wide  variety  of  medical  topics.  Ad- 
ditionally, Dr  Matteucci  has  held  several  instructorship  and  professor- 
ship positions  since  1977,  and  currently  serves  as  assistant  clinical  pro- 
fessor, Department  of  Surgery,  Medical  College  of  Wisconsin. 


Timothy  G.  McAvoy,  MD 

Waukesha 
Director,  District  1 
(1996-1999) 

Dr  McAvoy  graduated  from  New  York  Medical  College.  Specializing  in 
internal  medicine  and  emergency  medicine.  Dr  McAvoy  served  his  in- 
ternship at  Boston  City  Hospital.  His  residency  was  completed  at  Boston 
City  Hospital  and  the  University  of  Wisconsin  Hospital  and  Clinics  in 
Madison.  He  served  as  president  of  the  Waukesha  County  Medical  Soci- 
ety and  has  been  a member  of  the  Physicians  Alliance  Commission  from 
1987  to  1996. 


Marvin  G.  Parker,  MD 

Racine 

Director,  District  1 
(1996-1999) 

An  internist.  Dr  Parker  received  his  medical  degree  from  the  University 
of  Missouri  in  St  Louis,  and  served  his  residency  and  fellowship  in  inter- 
nal medicine  and  hematology  at  the  University  of  Missouri.  Dr  Parker 
began  practice  in  Racine  in  1966.  In  1986,  he  joined  SC  Johnson  Wax  as 
corporate  director  of  occupational  and  preventive  medicine  and  in  1990, 
became  vice  president  of  Corporate  Medical  Affairs.  He  chaired  the  SMS 
Health  Planning  Commission  for  five  years,  also  chaired  the  SMS  Task 
Force  on  Medical  Manpower,  and  is  a member  of  the  SMS  Finance  Com- 
mittee. 
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Robert  F.  Purtell,  Jr,  MD 

Milwaukee 
Director,  District  1 
(1995-1998) 

Dr  Purtell  has  been  a member  of  the  SMS  Board  of  Directors  and  its  Ex- 
ecutive Committee  since  1989.  He  was  chair  of  the  SMS  Federal  Legisla- 
tive Policy  Committee  from  1977-1985,  and  a member  of  the  Commission 
on  Governmental  Affairs  from  1978-1985.  He  served  as  the  delegate  to 
the  House  of  Delegates,  Family  Practice  Section,  and  chair  of  the  Physi- 
cians Alliance  Commission  from  1985  through  1989.  Dr  Purtell  served  on 
the  Reference  Committee  on  National  Issues  at  the  House  of  Delegates  in 
1980-1982.  He  has  been  a member  of  the  Nominating  Committee  since 
1986,  serving  as  chair  in  1989-1990.  Dr  Purtell  has  been  active  in  the 
Wisconsin  Academy  of  Family  Physicians.  He  served  as  president  of  the 
Medical  Society  of  Milwaukee  County  in  1992-1993,  and  has  served  as  an 
alternate  delegate  to  the  AMA  since  1990.  He  was  president  and  chair  of 
the  board  of  directors  of  PrimeCare  Health  Plan  of  Wisconsin  from  1982 
through  1986.  Dr  Purtell  graduated  from  Marquette  University  in  1961, 
and  served  his  internship  at  Misericordia  Hospital  in  Milwaukee,  and  his 
residency  at  St  Joseph's  Hospital  in  Milwaukee. 


George  R.  Schneider,  MD 

West  Allis 
Director,  District  1 
(1994-1997) 

A specialist  in  internal  medicine.  Dr  Schneider  graduated  from  Marquette 
University  School  of  Medicine  (now  the  Medical  College  of  Wisconsin)  in 
Milwaukee  and  served  an  internship  at  the  University  of  Missouri  Medi- 
cal Center  in  Columbia.  He  also  completed  a residency  at  the  Medical 
College.  He  is  in  solo  practice  of  internal  medicine  and  was  recently  ap- 
pointed medical  director  of  the  Greater  Milwaukee  Free  Clinic  in  West 
Allis. 


Frank  H.  Urban,  MD 

Brookfield 
Director,  District  1 
(1994-1997) 

Dr  Urban,  a retired  physician,  is  currently  the  State  Representative  for 
the  99th  Assembly  District.  He  received  his  medical  degree  from  the  Uni- 
versity of  Wisconsin-Madison,  and  an  MS  from  the  University  of  Minne- 
sota. Dr  Urban  is  the  past  president  of  the  Milwaukee  County  Medical 
Society,  an  assistant  clinical  professor  at  the  Medical  College  of  Wiscon- 
sin, and  is  a member  and  past  president  of  the  Wisconsin  Dermatology 
Society.  Legislative  appointments  include  vice  chair  of  the  Assembly  Com- 
mittee on  Health,  chair  of  the  Subcommittee  on  Nursing  Homes,  chair  of 
Urban  and  Local  Affairs,  and  a member  of  Consumer  Affairs  and  Urban 
Education. 
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Cassandra  P.  Welch,  MD 

Milwaukee 
Director,  District  1 
(1995-1998) 

Dr  Welch  is  an  internist  and  the  medical  director  of  Milwaukee  Health 
Services,  Inc.  She  graduated  from  the  Medical  College  of  Wisconsin  and 
completed  her  residency  at  Long  Beach  Veterans  Administration  Medical 
Center  in  Long  Beach,  Calif.  She  is  a member  of  the  Medical  Society  of 
Milwaukee  County's  (MSMC)  Professional  Education  Committee,  where 
she  serves  as  vice  chair.  Previously,  she  was  a member  of  the  MSMC  Eth- 
ics Committee.  In  addition  to  MSMC,  she  is  presently  serving  on  the  State 
Program  Advisory  Committee  for  the  Wisconsin  Area  Health  Education 
Center;  the  Milwaukee  Area  Health  Education  Center  as  Board  vice  presi- 
dent; the  Governor's  Council  on  African  American  Affairs;  and  Region  V 
Clinician's  Network,  as  president. 


John  W.  Beasley,  MD 

Verona 

Director,  District  2 
(1996-1999) 

Dr  Beasley  graduated  cum  laude  from  Harvard  College  in  1964  and  re- 
ceived his  medical  degree  from  the  University  of  Minnesota  in  1969.  Fol- 
lowing a Peace  Corps  appointment  overseas.  Dr  Beasley  completed  his 
family  practice  residency  at  the  University  of  Wisconsin-Madison.  He  is 
associate  professor  of  family  medicine  at  UW-Madison,  and  the  founder 
and  director  of  the  Wisconsin  Research  Network  (WReN).  Dr  Beasley  was 
co-originator  of  the  Advanced  Life  Support  in  Obstetrics  (ALSO)  course, 
and  headed  the  task  force  that  developed  the  first  nationally-used  exami- 
nation in  family  medicine  for  medical  students.  Dr  Beasley  is  a past-presi- 
dent of  the  Wisconsin  Academy  of  Family  Physicians,  served  as  presi- 
dent of  the  Wisconsin  Institute  of  Family  Medicine,  and  the  Dane  County 
Medical  Society.  He  is  a convener  of  the  Wisconsin  Primary  Care  Organi- 
zation Consortium.  His  work  with  the  State  Medical  Society  of  Wiscon- 
sin includes  service  on  the  Task  Force  on  Rural  Health  Care,  the  Task 
Force  on  Health  Care  Reform,  and  as  a member  of  the  Commission  on 
Continuing  Medical  Education.  He  maintains  an  active  practice  in  Verona, 
Wis. 
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Cyril  M.  (Kim)  Hetsko,  MD 

Madison 

Director,  District  2 
(1994-1997) 


Dr  Hetsko  was  president  of  the  SMS  from  1991-1992.  He  graduated  from 
the  University  of  Rochester  School  of  Medicine  and  Dentistry  and  com- 
pleted his  internship  and  residency  and  was  chief  resident  at  the  Univer- 
sity of  Wisconsin  Hospitals.  He  served  in  active  duty  US  Army  from  1972 
to  1975  and  was  a research  internist  at  the  US  Army  Medical  Research 
Institute  of  Infectious  Diseases  in  Frederick,  Maryland.  He  has  been  a 
member  of  the  Dean  Medical  Center  since  1975  and  is  clinical  professor 
of  medicine  at  the  UW-Madison. 

Dr  Hetsko  is  past-president  of  the  Wisconsin  Society  of  Internal  Medi- 
cine, and  has  been  chair  of  the  SMS  Task  Force  on  AIDS  since  1987.  In 
addition,  his  SMS  activities  have  included:  vice  speaker  of  the  House  of 
Delegates,  a member  of  the  Task  Force  on  RBRVS,  Strategic  Planning  Com- 
mittee, and  Task  Force  on  Physician  Discipline  and  Review;  and  service 
on  the  Board  of  Directors  from  1978-1987  and  from  1993  to  present,  and 
past  chair  of  the  board  finance  committee. 

He  has  been  a member  of  the  Wisconsin  delegation  to  the  AMA  since 
1983,  and  is  currently  chair  of  the  delegation.  He  is  a past  chair  of  the 
Department  of  Medicine  at  St  Mary's  Hospital  Medical  Center,  Madison, 
and  was  a member  of  its  Medical  Staff  Executive  Committee.  He  was  a 
founding  member  of  the  board  of  directors  of  Dean  Care  HMO,  and  served 
on  that  board  from  1983  to  1994. 

He  has  received  the  Presidential  Award  from  the  Dane  County  Medi- 
cal Society  and  the  SMS  Meritorious  Service  Award.  Dr  Hetsko  is  now  a 
trustee  of  the  American  Society  of  Internal  Medicine,  and  is  a member  of 
the  Commission  on  Office  Laboratory  Accreditation.  Dr  Hetsko  is  presi- 
dent of  the  North  Central  Medical  Conference.  He  also  was  elected  last 
year  to  the  AMA  Council  on  Medical  Service. 


Jerry  M.  Ingalls,  MD 

Monroe 

Director,  District  2 
(1994-1997) 

Dr  Ingalls  graduated  from  Duke  University,  Durham,  North  Carolina, 
and  completed  his  internship  and  residency  at  Duke  University  and  the 
University  of  Oklahoma.  A past  president  of  the  Illinois  State  Medical 
Society  (1975),  he  presently  serves  as  chair  of  the  Medical  Quality  Re- 
search Council  and  is  a member  of  the  SMS  Finance  Committee.  He  is 
also  the  president  of  the  Monroe  Medical  Foundation  for  Research  and 
Education. 
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Bradley  L.  Manning,  MD 

Madison 

Director,  District  2 
(1995-1998) 

Dr  Manning,  whose  specialty  is  plastic  and  reconstructive  surgery,  gradu- 
ated from  the  University  of  Illinois  College  of  Medicine  and  completed 
his  general  surgery  and  plastic  surgery  residency  at  the  University  of 
Wisconsin-Madison.  He  has  served  as  a trustee  and  president  of  the  Dane 
County  Medical  Society.  He  was  chair  of  the  department  of  surgery  and 
vice-president  of  medical  staff  at  Meriter  Hospital.  Dr  Manning  served 
on  the  SMS  Task  Force  on  Health  Care  Reform  and  on  the  Commission  on 
Public  Information.  He  has  served  as  a delegate  for  the  SMS  and  is  cur- 
rently a director  and  member  of  the  Health  Care  Finance  and  Delivery 
Commission,  and  a member  of  the  SMS  Finance  Committee. 


Ayaz  M.  Samadani,  MD 

Beaver  Dam 
Director,  District  2 
(1994-1997) 

A family  physician.  Dr  Samadani  received  his  medical  degree  in  Paki- 
stan. He  served  his  internship  at  Henrotin  Hospitals  in  Chicago.  He  spent 
5 years  of  post  graduate  training  in  internal  medicine  and  pediatrics  in 
London.  He  is  a fellow  of  the  Royal  Society  of  Tropical  Medicine  and 
Hygiene  and  certified  in  child  health  from  the  Royal  College  of  Physi- 
cians and  Surgeons  of  London.  He  has  been  in  practice  in  Beaver  Dam 
since  1971,  and  is  chair  of  the  pediatric  department  of  Beaver  Dam  Com- 
munity Hospital.  He  has  served  as  secretary  and  president  of  Dodge 
County  Medical  Society  and  is  past  president  of  the  Wisconsin  chapter  of 
the  Association  of  Pakistani  Physicians  of  North  America.  He  is  a mem- 
ber of  the  SMS  Medical  Outcomes  Research  Project.  Dr  Samadani  is  a 
member  of  the  AMA  Advisory  Committee  of  International  Medical  Gradu- 
ates, and  a fellow  of  the  American  Academy  of  Family  Physicians. 


Paul  A.  Wertsch,  MD 

Madison 

Director,  District  2 
(1994-1997) 

Dr  Wertsch  graduated  from  the  University  of  Wisconsin  Medical  School 
in  1970.  He  completed  a rotating  internship  at  St  Paul  Ramsey  Hospital 
and  a family  practice  residency  at  USPHS  Indian  Hospital  in  Gallup,  NM. 
He  was  a co-founder  of  the  Wildwood  Family  Clinic,  where  he  has  been 
practicing  since  1978.  Dr  Wertsch  was  chair  of  the  Department  of  Family 
Practice,  St  Mary's  Hospital  Medical  Center,  from  1983-1986,  and  chief  of 
staff  at  St  Mary's  from  1988-1990.  He  was  an  alternate  delegate  to  the 
SMS  from  1986-1989,  and  a delegate  from  1989  to  the  present.  Committee 
experience  includes  credentials,  pharmacy  and  therapeutics,  utilization, 
bio-ethics,  integrated  quality  assurance,  bylaws,  medical  records,  and 
executive. 
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Jack  M.  Lockhart,  MD 

La  Crosse 
Director,  District  3 
(1995-1998) 

A specialist  in  rheumatology.  Dr  Lockhart  graduated  from  Harvard  Medi- 
cal School  and  served  an  internship  at  University  Hospitals  of  Cleveland. 
He  also  completed  fellowships  at  the  University  of  Minnesota  Medical 
School  in  Minneapolis.  Dr  Lockhart  has  served  as  a delegate  to  the  SMS 
and  as  a member  of  the  Nominating  Committee.  He  also  served  on  the 
SMS  Physicians  Alliance  Commission  for  9 years  and  is  a member  of  the 
SMS  Finance  Committee  and  the  Executive  Committee  of  the  La  Crosse 
County  Medical  Society.  He  is  also  a past-president  of  the  La  Crosse 
County  Medical  Society. 


Robert  J.  Jaeger,  MD 

Stevens  Point 
Director,  District  4 
(1994-1997) 

Dr  Jaeger  is  a specialist  in  obstetrics  and  gynecology.  He  attended  the 
University  of  Wisconsin  Medical  School  and  served  an  internship  and 
residency  at  Milwaukee  County  General  Hospital.  Dr  Jaeger  is  an  assis- 
tant clinical  professor  in  the  Department  of  Obstetrics  and  Gynecology  at 
the  Medical  College  of  Wisconsin  and  serves  on  the  board  of  directors  of 
the  University  of  Wisconsin  Medical  Alumni  Association.  He  has  served 
on  the  SMS  Board  of  Directors  since  1988,  and  is  currently  a member  of 
the  SMS  Commission  on  Maternal  and  Child  Health  and  the  Maternal 
Mortality  Committee.  Dr  Jaeger  is  a member  of  the  Board  of  Directors  for 
the  Portage  County  Medical  Society  as  well  as  an  alternate  delegate.  He 
is  president  of  the  Wisconsin  Society  of  OB/GYN  and  also  chair  of  the 
Wisconsin  Section  of  the  American  College  of  Obstetrics  and  Gynecol- 
ogy- 


James  R.  Keuer,  MD 

Minocqua 
Director,  District  4 
(1995-1998) 

Dr  Keuer  graduated  from  the  Chicago  Medical  School  in  1954.  He  com- 
pleted his  internship  at  Milwaukee  County  General  Hospital,  and  his  resi- 
dency in  general  surgery  at  the  Veterans  Administration  Center,  Wood, 
Wisconsin.  He  served  in  the  US  Navy  for  two  years  prior  to  opening  his 
practice  in  general  surgery  in  Medford.  He  also  practiced  in  Minocqua. 
Since  1993,  he  has  been  working  in  the  Department  of  Urgent  Care  at 
Marshfield  Clinic,  Lakeland  Center  in  Minocqua. 
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Robert  E.  Phillips,  MD 

Marshfield 
Director,  District  4 
(1995-1998) 

Dr  Phillips,  a general  internist  and  geriatrician,  received  his  medical  de- 
gree from  Northwestern  University  Medical  School  in  Chicago,  and  served 
his  residency  in  internal  medicine  at  the  University  of  Minnesota  Affili- 
ate Hospitals.  Dr  Phillips  has  practiced  at  the  Marshfield  Clinic  since  1979. 
He  has  been  a member  of  the  SMS  since  1979,  and  has  served  on  the  Com- 
mission on  Mediation  and  Peer  Review,  Commission  on  Geriatric  Health, 
and  is  currently  a member  of  the  Commission  on  Public  Information.  Dr 
Phillips  was  the  Ad  Hoc  chair  of  the  State  Mini-Internship  Committee 
and  has  been  a delegate  to  the  House  of  Delegates  Annual  Meeting  from 
Wood  County  since  1988.  He  is  also  a past  president  of  the  Wood  County 
Medical  Society.  Dr  Phillips  was  a member  of  the  nominating  committee 
of  the  SMS  from  1990-1995,  serving  as  chair  in  1992-1993.  In  addition.  Dr 
Phillips  was  president  of  the  Wisconsin  Association  of  Medical  Directors 
in  1989,  and  president  of  the  Wisconsin  Society  of  Internal  Medicine  in 
1990.  He  also  served  on  a Task  Force  for  Health  Care  Reform  of  Wisconsin 
Care  in  1993.  Dr  Phillips  is  a member  of  the  American  Society  of  Internal 
Medicine,  American  College  of  Physicians,  American  Medical  Directors 
Association,  American  Geriatric  Society,  and  American  Medical  Associa- 
tion. 


Terry  L.  Hankey,  MD 

Waupaca 

Director,  District  5 
(1996-1999) 

Dr  Hankey  graduated  from  Wright  State  University  and  Duke  University 
Medical  School.  He  served  his  residency  in  family  practice  in  Madison. 
He  has  been  in  practice  in  Waupaca  for  20  years.  For  two  years,  he  was 
residency  director  at  the  UW  Family  Practice  Residency  in  Wausau.  He  is 
past  president  of  the  Wisconsin  Academy  of  Family  Physicians  and  an 
alternate  delegate  to  the  AAFP.  He  is  a board  member  of  the  Wisconsin 
Institute  of  Family  Medicine  and  chair  of  the  AAFP  Committee  on  Health 
Education.  Dr  Hankey  was  chair  of  the  WAFP  Task  Force  on  Access  to 
Care. 


Kevin  F.  Quinn,  MD 

Neenah 

Director,  District  5 
(1995-1998) 

Dr  Quinn  received  his  medical  degree  and  served  a surgical  residency  at 
the  Medical  College  of  Wisconsin.  He  was  a visiting  registrar  at  Oxford 
University,  John  Radcliffe  Hospital,  Neuffield  Department  of  Surgery.  He 
practiced  at  the  Nicolet  Clinic  in  Neenah  from  1982-1989,  and  is  presently 
in  private  practice  in  Neenah. 
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David  J.  Deubler,  MD 

Kiel 

Director,  District  6 
(1994-1997) 

Dr  Deubler  received  his  medical  degree  from  the  UW-Madison  Medical 
School,  and  completed  an  internship  and  residency  in  family  practice  at 
UW  Affiliated  Hospitals-Wausau.  A board  certified  family  practitioner, 
he  joined  the  Sheboygan  Clinic  in  1986  and  presently  practices  in  their 
satellite  clinic  in  Kiel.  He  is  a member  of  the  American  Academy  of  Fam- 
ily Practice,  the  Wisconsin  Academy  of  Family  Practice,  and  the  SMS 
Finance  Committee. 


Stephen  D.  Hathway,  MD 

Green  Bay 
Director,  District  6 
(1995-1998) 

A pathologist.  Dr  Hathway  graduated  from  Indiana  University  School  of 
Medicine  in  Indianapolis  and  completed  an  internship  and  residency  at 
the  South  Bend  Medical  Foundation  in  South  Bend,  Ind.  Dr  Hathway  is  a 
member  of  the  SMS  Finance  Committee;  was  a member  of  the  SMS  Health 
Care  Financing  and  Delivery  Committee,  and  served  on  the  Committee 
on  Alcoholism  and  Other  Drug  Abuse.  He  is  also  a past  president  and 
past  secretary  of  the  Brown  County  Medical  Society.  Currently,  Dr 
Hathway  is  medical  director  for  American  Medical  Security. 


Anthony  R.  Mars,  MD 

Marinette 
Director,  District  6 
(1995-1998) 

Dr  Mars  trained  at  the  Mount  Sinai  Medical  Center  in  New  York  City 
with  residencies  in  internal  medicine  and  anesthesiology.  He  has  since 
been  a resident  of  Wisconsin  and  a member  of  SMS.  Locally,  Dr  Mars  has 
served  as  medical  staff  president,  liaison  officer  to  the  hospital  board, 
and  chaired  the  credentials  and  surgical  committees.  In  1992,  he  received 
the  WISPAC  chairman's  award  for  "Outstanding  Physician  Participation." 
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Douglas  M.  De  Long,  MD 

Ladysmith 
Director,  District  7 
(1995-1998) 

Dr  De  Long  graduated  from  the  University  of  North  Carolina  at  Chapel 
Hill  School  of  Medicine  in  1979.  He  served  his  residency  and  chief  resi- 
dency in  Internal  Medicine  at  Mary  Imogene  Bassett  Hospital  in 
Cooperstown,  New  York  and  is  currently  the  president  of  the  Bassett 
Alumni  Association.  He  obtained  added  qualifications  in  Geriatric  Medi- 
cine in  1985,  and  served  a mini  fellowship  in  Geriatrics  at  UNC-CH  in 
1990.  He  is  a member  and  fellow  of  the  American  College  of  Physicians. 
Dr  De  Long  is  presently  a physician-director  of  the  Marshfield  Clinic  at 
Ladysmith  Center,  having  joined  the  group  in  1983.  He  is  also  a member 
of  the  advisory  board  to  the  National  Farm  Medicine  Center  in  Marshfield. 


Charles  V.  Ihle,  MD 

Eau  Claire 
Director,  District  7 
(1994-1997) 

Dr  Ihle  graduated  from  the  UW-Madison  Medical  School  in  1965.  He  in- 
terned at  St.  Mary's  Hospital  in  San  Francisco,  and  completed  his  resi- 
dency in  orthopedics  at  University  Hospitals,  Madison,  He  served  in  the 
US  Navy  from  1970-1973,  as  Chief  of  Orthopedics  at  the  US  Naval  Hospi- 
tal in  Taipei,  Taiwan.  Dr  Ihle  has  been  practicing  at  the  Ihle  Orthopedic 
Clinic  since  July  1973.  He  is  a member  of  the  Commission  on  Health  Care 
Financing  and  Delivery,  and  the  SMS  Finance  Committee. 


Mark  K.  Belknap,  MD 

Ashland 

Director,  District  8 
(1996-1999) 

Dr  Belknap,  a native  of  Minnesota,  is  currently  staff  physician,  section  of 
general  internal  medicine,  with  the  Duluth  Clinic-Ashland.  From  1985- 
1994,  he  was  a general  internist  with  Medical  Associates  North,  also  in 
Ashland.  He  received  his  medical  degree  from  the  University  of  Minne- 
sota in  1978,  and  completed  a residency  in  internal  medicine  from 
Hennepin  County  Medical  Center  in  Minneapolis  in  1982.  Dr  Belknap 
has  served  as  a Board  member  of  the  Wisconsin  Society  of  Internal  Medi- 
cine since  1990,  is  president  of  the  Chequamegon  Chapter  of  Physicians 
for  Social  Responsibility  (since  1990),  was  twice  president  of  the  Ashland- 
Bayfield-Iron  County  Medical  Society,  and  is  a fellow  of  the  American 
College  of  Physicians.  He  has  served  as  a delegate  to  the  State  Medical 
Society  of  Wisconsin  since  1992,  and  been  a member  of  the  Organization 
and  Finance  Reference  Committee  in  1992-1993,  and  Mini-Internship  Steer- 
ing Committees.  ❖ 
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SMS  officers  and  directors 

Officers  of  the  Society 

President  (1996-1997) 

Richard  H Ulmer,  MD 

1000  N Oak  Ave,  Marshfield  54449 

President-elect  (1996-1997) 

Sandra  L Osborn,  MD 

2085  County  Road  J,  Verona  53593-8829 

Immediate  past  president  (1996-1997) 

Marcia  J S Richards,  MD 

2900  W Oklahoma  Ave,  PO  Box  2901 

Milwaukee  53201-2901 

Executive  Vice  President  & Secretary 
(4/21/96  to  7/31/96) 

Thomas  L Adams,  CAE,  330  E Lakeside  St 
PO  Box  1109,  Madison  53701 

Treasurer  (1996-1997) 

Harry  J Zemel,  MD,  PO  Box  962 
Fond  du  Lac  54936-0962 


by  district 


Speaker  (1996/1996-1997) 

Michael  C Reineck,  MD 
1201  Oak  St,  West  Bend  53095 

Vice  speaker  (1996/1996-1998) 

Kevin  T Flaherty,  MD 

614  First  St,  PO  Box  689,  Wausau  54402-0689 

Board  of  Directors 

Chair:  Raymond  C Zastrow,  MD 
Vice  Chair:  Mark  H Andrew,  MD 

District  1 

Kenosha,  Milwaukee,  Ozaukee,  Racine,  Walworth, 
Washington,  and  Waukesha  counties 

George  R Schneider,  MD  (1989/1994-1997) 

9330  W Lincoln  Ave,  West  Allis  53227 

Frank  H Urban,  MD  (1993/1994-1997) 

3645  Emberwood  Dr,  Brookfield  53005 

Robert  F Purtell,  Jr,  MD  (1989/1995-1998) 

3316  W Wisconsin  Ave,  Milwaukee  53208 


Cassandra  P Welch,  MD  (1995/1995-1998) 
2770  North  5th  St,  Milwaukee  53212 

Raymond  C Zastrow,  MD  (1987/1995-1998) 
2400  W Villard  Ave,  Milwaukee  53209 

Clarence  P Chou,  MD  (1994/1996-1999) 
10028  N Miller  Dr,  2W,  Mequon  53092-6186 

Gerald  G Govin,  MD  (1996/1996-1999) 

2315  N Lake  Dr,  #601,  Milwaukee  5321 1-4595 

Charles  E Holmburg,  MD  (1996/1996-1999) 
W180  N7950  Town  Hall  Rd,  PO  Box  427 
Menomonee  Falls  53051-0427 

David  J Matteucci,  MD  (1995/1995-1999) 
5004  22nd  Ave,  Kenosha  53140 

Timothy  G McAvoy,  MD  (1990/1996-1999) 
1751  East  Main,  Waukesha  53186 

Marvin  G Parker,  MD  (1990/1996-1999) 

1525  Howe  St,  Racine  53403 
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District  2 

Adams,  Columbia,  Dane,  Dodge,  Grant,  Green,  Iowa, 
Jefferson,  Lafayette,  Marquette,  Richland,  Rock,  and 
Sauk  counties 

Cyril  M Hetsko,  MD  (1993/1994-1997) 

1313  Fish  Hatchery  Rd,  Madison  53715 

Jerry  M Ingalls,  MD  (1992/1994-1997) 

2630  22nd  Ave,  Monroe  53566 

Ayaz  M Samadani,  MD  (1991/1994-1997) 

148  Warren  St,  PO  Box  678 
Beaver  Dam  53916 

Paul  A Wertsch,  MD  (1993/1994-1997) 

4221  Venetian  Ln,  Madison  53704 

Bradley  L Manning,  MD  (1995/1995-1998) 

1108  Nishishin  Trail,  NE,  Madison  53716 

John  W Beasley,  MD  (1996/1996-1999) 

777  S Mills  St,  Madison  53715 

District  3 

Buffalo,  Cranford,  Jackson,  Juneau,  La  Crosse, 
Monroe,  Trempealeau,  and  Vernon  counties 

Mark  H Andrew,  MD  (1992/1995-1998) 

Vernon  Memorial  Hospital 
507  S Main,  Viroqua  54665 

Jack  M Lockhart,  MD,  (1989/1995-1998) 

1836  S Ave,  La  Crosse  54601 

District  4 

Clark,  Florence,  Forest,  Langlade,  Lincoln,  Marathon, 
Oneida,  Portage,  Price,  Taylor,  Vilas,  and  Wood  coun- 
ties 

Robert  J Jaeger,  MD  (1988/1994-1997) 

3291  Thompson  Ct,  Stevens  Point  54481 

James  R Keuer,  MD  (1995/1995-1998) 

9601  Townline  Rd,  PO  Box  1390,  Minocqua  54548 

Robert  E.  Phillips,  MD  (1995/1995-1998) 

1000  North  Oak  Ave,  Marshfield  54449 

District  5 

Calumet,  Fond  du  Lac,  Green  Lake,  Outagamie, 
Waupaca,  Waushara,  and  Winnebago  counties 

Harry  J Zemel,  MD  (1987/1994-1997) 

323  Maple  Ave,  PO  Box  962 
Fond  du  Lac  54936-0962 


Kevin  F Quinn,  MD  (1995/1995-1998) 

1147  Glenayre,  Neenah  54956 

Terry  L Hankey,  MD  (1993/1996-1999) 

900  Riverside  Dr,  Waupaca  54981 

District  6 

Brown,  Door,  Kewaunee,  Manitowoc,  Marinette, 
Menominee,  Oconto,  Shawano,  and  Sheboygan 
counties 

David  J Deubler,  MD  (1994/1994-1997) 

635  Paine  St,  Kiel  53042 

Stephen  D Hathway,  MD  (1989/1995-1998) 

PO.  Box  574,  Green  Bay  54305 

Anthony  R Mars,  MD  (1995/1995-1998) 

PO.  Box  643,  Marinette  54143 

District  7 

Barron,  Burnett,  Chippewa,  Dunn,  Fan  Claire,  Pepin, 
Pierce,  Polk,  Rusk,  St  Croix,  and  Washburn  counties 

Charles  V Ihle,  MD  (1994/1994-1997) 

836  Richard  Dr,  Eau  Claire  54701 

Douglas  M DeLong,  MD  (1995/1995-1998) 

906  College  Ave  W,  Ladysmith  54848 

District  8 

Ashland,  Bayfield,  Douglas,  Iron,  and  Sawyer  counties 

Mark  K Belknap,  MD  (1996/1996-1999) 

922  Second  Ave  W,  Ashland  54806 


Ex  officio,  without  vote: 

Executive  Vice  President  & Secretary  Adams 
David  Derdzinski,  Medical  Student,  UW-Madison 
Jeffrey  Roh,  Medical  Student,  Medical  College 
of  Wisconsin 

Delegates  to  the  AMA 

John  D Riesch,  MD  (1988/1996  & 1997) 

W131  N8029  Country  Club  Lane 
Menomonee  Falls  53051 
Susan  L Turney,  MD  (1995/1995, 1996  & 1997) 
1000  North  Oak  Ave,  Marshfield  54449 
Kenneth  M Viste,  Jr,  MD  (1993/1996  & 1997) 

100  Stoney  Beach  Rd,  Oshkosh  54901 
Cyril  M Hetsko,  MD  (1994/1997  & 1998) 

1313  Fish  Hatchery  Rd,  Madison  53715 
John  P Mullooly,  MD  (1991/199 7 & 1998) 

8430  W Capitol  Dr,  Milwaukee  53222 
Richard  H Ulmer,  MD  (1994/1997  & 1998) 

1000  N Oak  Ave,  Marshfield  54449 
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Alternate  Delegates  to  the  AMA 

Kevin  T Flaherty,  MD  (1994/1996  & 1997)) 

614  First  St,  PO  Box  689,  Wausau  54402-0689 
Robert  J Jaeger,  MD  (1995/1995, 1996  & 1997) 

3291  Thompson  Ct,  Stevens  Point  54481 
Richard  G Roberts,  MD  (1996/1996  & 1997) 

777  South  Mills  St,  Madison  53715 
Jerome  W Fons,  Jr,  MD  (1988/1997  & 1998) 

3734  W Coldspring  Rd,  Greenfield  53221 
Kevin  A Jessen,  MD  (1994/1997  & 1998) 

1112  Charles  Dr,  Tomah  54660 
Robert  F Purtell,  Jr,  MD  (1991/1997  & 1998) 

3316  W Wisconsin  Ave,  Milwaukee  53208 

Young  Physicians  Section  Delegates  to  the  AMA 

Evan  K Saunders,  MD  (1995/1995-1997) 

2901  W KK  River  Pkwy,  #160,  Milwaukee  53115 


Christopher  Stroud,  MD  (1996/1996-1997) 

1905  Huebbe  Parkway,  Beloit  53511 

YPS  Alternate  Delegate  to  the  AMA 

Spencer  J Block,  MD  (1995/1995-199 7) 

1244  Wisconsin  Ave,  Suite  300,  Racine  53403 

NOTE:  Officers,  directors,  delegates,  alternate  del- 
egates, and  members  of  commissions  are  elected 
at  the  Annual  Meeting  (April  1996).  Dates  in  pa- 
rentheses indicate  initial  year  of  appointment  and 
beginning  and  expiration  of  terms  of  office.  AMA 
delegates  and  alternate  delegates'  terms  of  office 
are  on  a calendar  basis,  although  elected  at  the 
Annual  Meeting. ❖ 


Board  of  Directors 


1996-1997  Board  of  Directors 
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1,21  0 

More  than  KlOt)  physicians  in 
Wisconsin  are  operating  in  the 
21st  century 

WHIN  - Wisconsin  Health  Information  Network-links 
physicians  to  the  data  they  need  at  labs,  pharmacies,  hospitals, 
clinics  and  insurance  companies.  It's  the  professional  way  to 
communicate,  for  today,  and  tomorrow. 

With  WHIN  you  can  • Quickly  access  test  results  and  X-ray 
reports  • Instantly  confirm  insurance  eligibility...  before  service  i: 
provided  • Reduce  claim  processing  time  and  cost  • Review 
patient  census...  and  more,  from  anywhere,  any  time. 

WHIN  is  all  about  improved  quality 
of  care  and  cost  control  in 
your  practice.  That's  why 
WHIN  is  endorsed  by 
groups  like  the  State 
Medical  Society  of 
Wisconsin  and  Primary 
Resources,  Ltd.,  a subsidiary 
of  the  Wisconsin  Hospital  Association. 

And,  that's  why  physician  enrollment 
in  WHIN  today  is  1,270  plus...and 
counting! 

For  more  information  on  the  Wisconsin  Health  Information  Network  and  how  you  can  sign  on, 
please  call  414-792-6161  or  1-800-331 -WHIN  (9446). 

Your  Healthcare  Connection 

^ Wisconsin  Health  Information  Network 
MU  450  North  Sunnyslope  Road,  Suite  90 
mSHk.  Brookfield,  Wl  53005 

Visit  our  home  page  at  http://www.fetch.tom/whin/net.html 
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Charter  law  of  the  SMS 


Chapter  148 

148.015  State  society.(l)  The  State 
Medical  Society  of  Wisconsin  is 
continued  with  the  general  pow- 
ers of  a corporation.  It  may,  from 
time  to  time  adopt,  alter  and  en- 
force constitution,  bylaws  and 
regulations  for  admission  and  ex- 
pulsion of  members,  election  of 
officers,  and  management. 

(2)  A member  expelled  from  a 
county  medical  society  may  appeal 
to  the  state  society,  whose  decision 
shall  be  final. 

148.02  County  societies.  (1)  The 

physicians  and  surgeons,  not  less 
than  five  in  number,  of  the  several 
counties,  except  those  wherein  a 
county  medical  society  exists,  may 
meet  at  such  time  and  place  at  the 
county  seat  as  a majority  agree 
upon  and  organize  a county  medi- 
cal society,  and  when  so  organized 
it  shall  be  a body  corporate  by  the 
name  of  the  medical  society  of  such 
county,  shall  have  the  general  pow- 
ers of  a corporation,  and  may  take 
by  purchase  or  gift  and  hold  real 
and  personal  property.  County 
medical  societies  now  existing  are 
continued  with  the  powers  and 
privileges  conferred  by  this  chap- 
ter. 

(2)  Physicians  and  surgeons 
who,  before  April  20, 1897,  received 
a diploma  from  an  incorporated 
medical  college  or  society  of  any 


of  the  United  States  or  territories 
or  of  any  foreign  country,  or  who 
shall  have  received  a license  from 
the  medical  examining  board,  shall 
be  entitled  to  meet  for  organization 
or  become  members  of  the  county 
medical  society. 

(3)  If  there  is  not  a sufficient 
number  of  physicians  and  sur- 
geons in  any  county  to  form  a 
county  medical  society  they  may 
associate  with  those  of  adjoining 
counties,  and  the  physicians  and 
surgeons  of  not  more  than  15  ad- 
joining counties  may  organize  a 
county  medical  society  under  this 
chapter,  meeting  at  such  time  and 
place  as  a majority  agree  upon. 

(4)  A county  medical  society 
may  from  time  to  time  adopt,  alter 
and  enforce  constitution,  bylaws 
and  regulations  for  the  admission 
and  expulsion  of  members,  elec- 
tion of  officers,  and  management, 
not  inconsistent  with  the  constitu- 
tion, bylaws  and  regulations  of  the 
state  society. 

148.03  Service  insurance  corpora- 
tions for  health  care.  The  state 
medical  society  or,  in  a manner 
approved  by  the  state  society,  a 
county  society,  may  establish  in 
one  or  more  counties  of  this  state  a 
service  insurance  corporation  for 
health  care  under  ch.  613. 

Note  on  §148.03,  447.13,  and 
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449.15:  Chapter  613  provides  in 
general  terms  for  the  creation,  gov- 
ernance and  regulation  of  service 
insurance  corporations  for  any 
kind  of  health  care,  as  well  as  for 
other  types  of  services.  All  that  is 
needed  in  each  authorizing  chap- 
ter for  professional  societies  is  a 
brief  section  giving  the  appropri- 
ate professional  society  the  power 
to  organize  a ch.  613  corporation. 
Section  148.03  creates  that  section 
for  health  care. 

One  basic  restriction  results 
from  the  repeal  of  the  old  enabling 
sections:  none  of  the  professional 
societies  will  be  able  to  organize  a 
service  insurance  plan  within  its 
own  corporate  structure.  It  is  a mis- 
take to  permit  such  a mixing  of 
professional  and  insurance  activi- 
ties within  the  same  corporation. 
The  society  can,  of  course,  control 
the  service  insurance  corporation 
it  creates  under  ch.  613,  but  the  ser- 
vice insurance  corporation  will  be 
legally  separate.  This  will  lead  to 
more  effective  (and  appropriate) 
control  by  the  insurance  commis- 
sioner, who  should  neither  be  em- 
powered nor  compelled,  as  argu- 
ably he  was  under  the  old  statutes, 
to  have  any  concern  about  the 
purely  professional  activities  of  the 
societies,  because  of  the  impossi- 
bility of  disentangling  the  insur- 
ance and  professional  activities  car- 
ried on  by  a single  corporation. ❖ 
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SMS  Constitution  and  Bylaws 


Constitution 

Article  I 

Name  of  the  association 

The  name  and  title  of  this  organization  shall  be  the 
State  Medical  Society  of  Wisconsin. 

Article  II 
Purpose 

The  purpose  of  the  Society  is  to  bring  together  the 
physicians  of  the  state  of  Wisconsin  to  advance  the 
science  and  art  of  medicine  and  the  better  health 
of  the  people  of  Wisconsin,  and  to  secure  the  en- 
actment and  enforcement  of  just  medical  laws.  As 
used  in  the  Constitution  and  Bylaws,  "physician" 
means  a doctor  of  medicine  or  a doctor  of  osteopa- 
thy licensed  in  Wisconsin. 

Article  III 

Component  societies 

Component  societies  shall  consist  of  those  county 
medical  societies  chartered  by  the  House  of  Del- 
egates of  this  Society. 

Article  IV 

Composition  of  the  association 

This  Society  shall  consist  of  members  who  shall  be 
the  members  of  and  certified  by  the  component 
county  medical  societies;  and  whose  dues  and  as- 
sessments for  the  current  year  have  been  received 
by  the  Society  executive  vice  president  in  accor- 
dance with  the  schedule  provided  in  the  Bylaws. 

Article  V 

House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative  body 
of  the  Society  and  shall  consist  of: 

(1)  delegates  elected  by  the  component  county 
medical  societies, 

(2)  one  delegate  representing  each  specialty  sec- 
tion of  the  Society,  and  one  or  more  del- 
egates representing  each  of  the  two  medi- 
cal student  special  sections,  organized  un- 
der the  Bylaws, 

(3)  a speaker, 

(4)  a vice  speaker. 

The  officers  of  the  Society  enumerated  in  Article 
IX  of  this  Constitution,  directors,  and  past  presi- 
dents of  the  Society  shall  be  ex  officio  members, 
but  without  the  right  to  vote,  except  that  if  they 
have  been  duly  seated  as  delegates,  they  shall  have 


Adopted  as  amended  by  the  House  of  Delegates,  April  1995. 


the  right  to  vote.  The  speaker  and  vice  speaker 
shall  be  elected  by  and  from  the  House  of  Delegates 
for  two-year  terms,  and  shall  be  limited  to  three 
consecutive  full  terms  in  their  respective  offices. 
While  holding  these  offices,  they  shall  be  members 
of  the  House  at  large  and  shall  not  represent  any 
component  county  society  or  specialty  society. 

Article  VI 
Board  of  Directors 

The  Board  of  Directors,  hereinafter  referred  to  as 
"Board,"  shall  have  full  authority  and  power  of  the 
House  of  Delegates  between  sessions  of  the  House. 
It  shall  consist  of  the  directors,  immediate  past 
president,  president,  president-elect,  treasurer, 
speaker  and  vice  speaker  of  the  House  of  Delegates. 
The  executive  vice  president  shall  be  an  ex  officio 
member  of  the  Board,  but  without  the  right  to  vote. 
A majority  of  its  voting  members  shall  constitute  a 
quorum.  Directors  shall  be  elected  from  eight  geo- 
graphic districts  whose  boundaries  shall  be  deter- 
mined by  the  House  of  Delegates.  There  shall  be 
elected  one  director  from  each  district.  In  addi- 
tion, there  shall  be  elected  director(s)  from  each  dis- 
trict based  on  a formula  using  the  number  of  mem- 
bers in  each  district  as  the  numerator  and  the  total 
membership  of  the  Society  as  the  denominator, 
rounded  to  the  nearest  whole  number.  This  calcu- 
lation shall  be  made  every  third  year,  and,  as  nearly 
as  possible,  is  to  provide  for  no  more  than  31  dis- 
trict directors  and  shall  be  based  on  the  year  end 
membership  totals.  The  number  of  directors  es- 
tablished for  each  district  shall  be  approved  by  the 
Board  and  shall  be  reported  to  the  districts  by  the 
executive  vice  president  before  annual  elections  to 
the  Board.  As  nearly  as  possible,  one-third  of  the 
members  of  the  Board  shall  be  elected  each  year. 
Each  director  shall  be  nominated  and  elected  only 
by  the  elected  delegates  of  the  county  medical  so- 
ciety or  societies  from  the  district  in  which  the 
director's  principal  place  of  practice  is  located. 
Such  election  shall  be  subject  to  the  approval  and 
confirmation  of  the  House  of  Delegates.  The  terms 
of  the  directors  shall  be  for  three  years.  No  indi- 
vidual shall  be  permitted  to  serve  more  than  three 
consecutive  three-year  terms  as  director,  and  no 
more  than  a total  of  six  terms  of  service  as  director 
shall  be  permitted. 

Article  VII 
Specialty  sections 

The  House  of  Delegates  shall  provide  for  a divi- 
sion of  the  Society  into  specialty  sections. 
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Article  VIII 
Meetings 

Section  1.  The  Society  shall  hold  an  annual  meet- 
ing, at  which  time  the  House  of  Delegates  shall 
meet  to  conduct  its  business.  The  annual  meeting 
may  also  include  scientific  sessions  as  determined 
by  the  Board. 

Sec  2.  The  place  for  holding  each  annual  meet- 
ing shall  be  fixed  by  the  House  of  Delegates,  or  by 
failure  to  act,  such  authority  is  delegated  to  the 
Board.  The  time  and  the  place  for  holding  each 
annual  meeting  shall  be  approved  by  the  Board. 

Sec  3.  Special  meetings  of  the  House  of  Del- 
egates shall  be  called  by  the  speaker  on  written 
request  of  twenty  delegates  representing  at  least 
10%  of  the  component  county  medical  societies,  or 
on  request  of  a majority  of  the  Board.  When  a spe- 
cial meeting  is  called,  the  speaker  shall  set  the  time 
and  place.  The  executive  vice  president  shall  mail 
a notice  to  the  last  known  address  of  each  member 
of  the  House  of  Delegates  at  least  twenty  days  be- 
fore the  date  of  the  special  meeting.  The  notice 
shall  specify  the  time  and  place  of  the  meeting  and 
the  purpose  for  which  the  meeting  is  called.  The 
meeting  shall  consider  no  business  except  that  for 
which  it  is  called. 

Article  IX 
Officers 

Officers  of  this  Society  shall  be  a president,  a presi- 
dent-elect, an  executive  vice  president,  and  a trea- 
surer. The  president-elect  and  treasurer  shall  be 
elected  annually  by  the  House  of  Delegates.  The 
executive  vice  president  shall  be  elected  and  the 
treasurer  shall  be  nominated  annually  by  the  Board. 
The  president-elect  shall  automatically  succeed  to 
the  office  of  president  at  the  conclusion  of  the  term 
as  president-elect.  The  treasurer  shall  be  limited 
to  nine  consecutive  terms  and  must  be  a director 
of  the  Board.  No  person  shall  hold  more  than  one 
of  the  following  offices  concurrently:  president, 
president-elect,  executive  vice  president,  treasurer, 
speaker,  vice  speaker,  director,  except  that  the  trea- 
surer is  a member  of  the  Board.  Incumbents  shall 
serve  until  their  successors  are  elected  and  in- 
stalled. 

Article  X 

Funds  and  expenses 

Funds  may  be  raised  by  annual  dues  or  by  as- 
sessment on  the  members,  or  in  any  other  manner 
approved  by  the  House  of  Delegates.  The  House 
may  establish  regular  and  special  classifications  of 
membership.  Dues,  if  any,  shall  be  applied  equita- 
bly to  all  members  in  each  class.  All  resolutions 
adopted  by  the  House  of  Delegates  providing  for 


appropriations  shall  be  referred  to  the  Board  for 
implementation.  All  expenditures  approved  by  the 
Board  shall  be  included  in  the  annual  budget. 

Article  XI 
Referendum 

The  House  of  Delegates  may,  by  a two-thirds 
vote  of  those  registered  at  that  session,  submit  any 
question  to  the  membership  of  the  Society  for  its 
vote,  except  amendments  to  the  Constitution.  Such 
amendments  are  governed  by  Article  XIII.  The 
House  shall  determine  prior  to  submission  whether 
a referendum  shall  be  advisory  or  binding,  and  so 
advise  the  membership  at  the  time  of  submission. 
A majority  vote  of  all  the  members  of  the  Society 
shall  determine  the  question  on  a binding  referen- 
dum. 

Article  XII 
Seal 

The  Society  shall  have  a common  seal.  The 
power  to  change  or  renew  the  seal  shall  rest  with 
the  House  of  Delegates. 

Article  XIII 
Amendments 

The  House  of  Delegates  may  amend  any  article 
of  this  Constitution  by  a two-thirds  vote  of  the 
members  of  the  House  present  at  any  annual  meet- 
ing, provided  that  such  amendment  shall  have  been 
introduced  in  the  form  of  a constitutional  amend- 
ment in  open  session  at  the  previous  annual  meet- 
ing, and  that  it  shall  have  been  published  at  least 
once  during  the  year  in  the  Journal  of  this  Society, 
or  sent  to  each  member  of  the  Society  at  least  two 
months  before  the  meeting  at  which  final  action  is 
to  be  taken. 

Bylaws 

Chapter  1 
Membership 

Section  1 . The  name  of  a physician  on  the  official 
roster  of  this  Society,  after  it  has  been  properly  re- 
ported by  the  secretary  of  the  county  society,  shall 
be  prima  facie  evidence  of  membership  and  of  the 
right  to  benefits. 

Sec  2.  No  person  whose  name  has  been  dropped 
from  the  roll  of  members  of  a component  society 
or  this  Society  shall  be  entitled  to  any  of  the  rights 
or  benefits  of  this  Society,  except  that  such  rights 
and  benefits  shall  continue  during  the  period  of 
an  appeal  by  such  person  to  the  Board  of  Direc- 
tors. 

Sec  3.  Every  physician  who  holds  a license  to 
practice  medicine  and  surgery  in  Wisconsin  shall 
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be  eligible  to  apply  for  membership.  Each  county 
society  shall  be  the  judge  of  the  initial  and  con- 
tinuing qualifications  of  its  members,  as  well  as  the 
appropriate  membership  classification,  subject  to 
review  and  final  decision  by  the  Board  of  this  Soci- 
ety. Members  will  conduct  themselves  in  a man- 
ner which  is  not  in  conflict  with  the  purposes  for 
which  the  Society  is  organized  and  is  operating. 

Sec  4.  By  provision  of  its  constitution  or  bylaws, 
a county  society  may  require  that  an  applicant  shall 
have  practiced  within  its  jurisdiction  for  a period 
of  one  year  as  a condition  for  election  to  member- 
ship; or  that  an  applicant  may  first  be  elected  to 
membership  for  a term  of  one  year  only,  then  re- 
submit to  election  by  vote  of  the  county  society 
without  limitations  as  to  term. 

Sec  5.  A member  of  a component  society  whose 
license  has  been  revoked,  suspended,  non-re- 
newed,  or  voluntarily  surrendered,  shall  be  imme- 
diately and  automatically  suspended  from  mem- 
bership as  of  the  date  of  revocation,  suspension, 
non-renewal,  or  voluntary  surrender,  pending  de- 
finitive action  by  the  Board. 

Sec  6.  A physician's  county  society  membership 
must  be  held  in  that  county  in  which  the 
physician's  principal  practice  is  located.  However, 
a physician  living  near  a county  line  may  hold 
membership  in  that  county  most  convenient  for 
attending  meetings,  with  concurrence  of  the  com- 
ponent society  in  which  the  principal  place  of  prac- 
tice is  maintained. 

Sec  7.  A member  whose  principal  practice  is 
moved  from  within  the  territorial  limits  of  a com- 
ponent medical  society  to  the  territory  of  another 
component  of  the  State  Society  shall  not  be  eligible 
to  continue  membership  in  the  first  such  society 
after  the  expiration  of  the  calendar  year  in  which 
such  move  shall  have  occurred.  Such  member 
shall,  however,  be  eligible  to  apply  for  member- 
ship anew,  or  by  transfer  to  the  society  into  whose 
jurisdiction  the  principal  practice  has  been  moved. 
The  member  shall  be  given  a written  certificate  of 
transfer  for  transmission  to  the  secretary  of  the 
society  in  the  county  to  which  he  has  moved.  Pend- 
ing acceptance  or  rejection  by  the  society  in  the 
county  to  which  he  has  moved,  such  member  shall 
be  considered  to  be  in  good  standing  in  the  first 
society  and  in  the  State  Society  until  the  end  of  the 
period  for  which  dues  have  been  paid. 

Sec  8.  When  the  principal  practice  of  a member 
in  good  standing  in  a component  society  is  moved 
outside  the  borders  of  this  state,  active  member- 
ship in  such  component  society  and  in  the  State 
Society  may  be  continued  by  fulfilling  all  require- 
ments of  membership  except  residence  pending  ac- 
ceptance as  a new  or  transfer  member  by  the  soci- 


ety of  the  area  to  which  the  practice  has  been  trans- 
ferred. The  period  of  such  continuing  membership 
in  this  state  shall  cease  upon  acceptance  by  a soci- 
ety in  the  new  area  of  practice,  and  shall  in  no  event 
continue  beyond  two  full  calendar  years  after  that 
in  which  the  practice  location  has  been  transferred. 

Sec  9.  Membership  classifications.  Members 
defined  in  this  section,  except  affiliates,  shall  have 
all  the  rights  and  privileges  of  the  Society  and  shall 
pay  dues  and  assessments,  as  indicated,  as  a re- 
quirement of  continued  membership. 

A.  Regular.  Regular  members  of  this  Society  con- 
sist of  all  the  regular  members  in  good  standing  of 
the  component  county  societies. 

B.  Special.  Included  in  this  classification  are  the 
following  categories  of  members  who  by  virtue  of 
their  special  circumstances  are  entitled  to  reduced 
dues  or  waiver  thereof: 

(1)  Part-time  practice.  Any  physician,  regardless 
of  age,  who  practices  1,000  hours  or  less 
during  a calendar  year,  but  does  not  qualify 
under  section  9.B.(5),  may  upon  application, 
recommendation  by  the  county  medical  so- 
ciety, and  approval  by  this  Society,  be  placed 
in  this  special  category. 

(2)  Resident.  Physicians  in  approved  training 
programs  as  hospital  residents  or  as  research 
fellows  who  are  licensed  to  practice  medi- 
cine and  surgery  in  Wisconsin.  Such  spe- 
cial membership  category  can  be  main- 
tained for  a maximum  of  five  (5)  consecu- 
tive years. 

(3)  Temporary  Military  Service.  Members  who 
are  inducted  into  the  United  States  Military 
or  Public  Health  Service  and  serve  in  such 
capacity  for  not  more  than  five  (5)  years. 

(4)  Associate.  Members  who  suffer  a disability 
preventing  them  from  practicing  medicine 
with  resulting  serious  financial  reverses 
which  would  make  the  payment  of  dues  a 
matter  of  personal  hardship.  Such  member- 
ship shall  be  on  an  annual  basis,  upon  rec- 
ommendation of  the  county  society  and  ap- 
proval by  the  Board  of  this  Society. 

(5)  Retired.  Members  who  have  retired  com- 
pletely from  the  practice  of  medicine,  or  who 
practice  240  hours  or  less  during  a calendar 
year,  upon  recommendation  of  the  county 
society  and  approval  by  this  Society. 

(6)  Life.  Those  members  of  the  State  Medical 
Society  of  Wisconsin  who  have  been  mem- 
bers of  this  or  other  state  medical  societies 
for  fifty  (50)  years,  or  are  past  presidents  of 
the  State  Medical  Society  of  Wisconsin. 
They  shall  receive  a certificate  of  Life  Mem- 
bership. 
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(7)  Honorary.  Members  who  have  been  elected 
to  a similar  classification  by  their  county 
society  because  of  outstanding  contribu- 
tions to  the  medical  profession,  upon  ap- 
proval by  the  Board  of  this  Society. 

(8)  Over  Age  70.  Members  who  are  age  70  ef- 
fective January  1 of  the  following  year. 

C.  Affiliate.  Persons  who  are  not  otherwise  eli- 
gible for  membership  may  become  affiliated  with 
this  Society  in  one  of  the  following  categories.  Their 
dues  or  assessments,  as  well  as  rights  and  privi- 
leges as  affiliate  members,  shall  be  determined  by 
the  Board. 

(1)  Candidate.  Upon  application,  a county  medi- 
cal society  or  this  Society  may  confer  upon 
any  person  then  attending  a medical  school 
in  Wisconsin  or  fulfilling  a postgraduate 
obligation  prior  to  eligibility  for  licensure 
the  status  of  Candidate  Member. 

(2)  Scientific  Fellow.  The  Board  may  by  invita- 
tion and  unanimous  consent  confer  upon 
any  person  engaged  in  teaching  of  or  re- 
search in  one  or  more  of  the  basic  sciences 
at  an  accredited  college  or  university,  and 
not  holding  the  degree  of  Doctor  of  Medi- 
cine or  Osteopathy,  the  status  of  Scientific 
Fellow. 

(3)  Emeritus.  Retired  members  who  have  cho- 
sen not  to  renew  their  license,  at  the  discre- 
tion of  the  Board. 

Sec  10.  Dues  and  Assessments.  Members  shall 
pay  dues  and  assessments  as  follows: 

A.  Regular  members:  full  dues  and  assessments. 

B.  Physicians  in  part-time  practice  or  over  age  70: 
one-half  of  regular  member  dues  and  assess- 
ments. 

C.  Physicians  in  residency  or  fellowship  training: 
dues  and  assessments  are  to  be  determined 
by  the  Board  of  Directors.  Dues  and  assess- 
ments for  all  other  categories  shall  be 
waived,  except  as  may  be  determined  by  the 
Board  for  affiliate  members. 


Chapter  II 
House  of  Delegates 

Section  1.  Each  component  county  society  shall  be 
entitled  to  send  one  delegate  and  one  alternate  to 
the  House  of  Delegates  for  each  forty  regular  and 
special  members  or  majority  fraction  thereof  in  this 
Society,  provided,  however,  that  each  county  soci- 
ety shall  be  entitled  to  at  least  one  delegate  and 
one  alternate  from  that  county  society.  For  pur- 
poses of  this  section,  the  number  of  members  as  of 
the  close  of  the  calendar  year  preceding  the  first 
session  of  the  House  of  Delegates  at  the  Annual 


Meeting  shall  determine  the  number  of  delegates 
to  which  a county  society  shall  be  entitled.  The 
secretary  of  each  county  society  will  send  a list  of 
such  delegates  and  alternates  to  the  executive  vice 
president  of  this  Society  by  the  end  of  each  calen- 
dar year  preceding  the  year  in  which  such  delegates 
are  elected  to  serve. 

Sec  2.  One-fourth  of  the  members  of  the  House 
of  Delegates  registered,  representing  one-fourth  of 
the  county  medical  societies  in  the  state,  shall  con- 
stitute a quorum  of  the  House  of  Delegates.  All 
meetings  of  the  House  of  Delegates  shall  be  open 
to  members  of  the  Society. 

Sec  3.  The  speaker  shall  preside  at  the  meetings 
of  the  House  of  Delegates. 

Sec  4.  The  vice  speaker  shall  officiate  for  the 
speaker  in  the  latter's  absence  or  at  his  request.  In 
case  of  death,  resignation,  or  removal  of  the 
speaker,  the  vice  speaker  shall  officiate  during  the 
unexpired  term. 

Sec  5.  The  speaker  shall  appoint  members  of 
reference  committees  from  among  the  members  of 
the  House  of  Delegates.  These  committees  shall 
consider  and  make  recommendations  to  the  House 
relative  to  resolutions,  reports  of  officers,  reports 
of  commissions  and  committees,  financial  and 
other  matters  germane  to  the  business  of  the  House. 
The  speaker  shall  also  appoint  a credentials  com- 
mittee and  such  other  committees  as  deemed  nec- 
essary. 

Sec  6.  The  House  of  Delegates  shall  elect  del- 
egates to  the  House  of  Delegates  of  the  American 
Medical  Association  in  accordance  with  the  Con- 
stitution and  Bylaws  of  that  body.  No  person  who 
has  served  12  or  more  consecutive  years  as  a Wis- 
consin delegate  to  the  AMA  shall  be  eligible  to  serve 
another  term  unless  the  delegate  will  concurrently 
serve  on  any  of  the  following  American  Medical 
Association  Councils:  Constitution  and  Bylaws, 
Medical  Education,  Medical  Service,  Ethical  and 
Judicial  Affairs,  Long  Range  Planning  and  Devel- 
opment, Legislation,  Scientific  Affairs;  or,  the 
American  Medical  Political  Action  Committee 
Board  of  Directors. 

Sec  7.  The  House  of  Delegates  shall  have  au- 
thority to  create  committees  for  special  purposes 
and  to  appoint  members  of  the  Society  who  need 
not  be  members  of  the  House  of  Delegates.  Such 
committees  shall  report  to  the  House  of  Delegates, 
and  their  members  may  be  present  to  participate 
in  the  debate  on  their  reports. 

Sec  8.  It  shall  receive  for  appropriate  action  the 
annual  reports  of  the  treasurer,  executive  vice  presi- 
dent, and  chair  of  the  Board  of  Directors. 

Sec  9.  Unanimous  consent  of  the  House  of  Del- 
egates shall  be  required  for  the  introduction  of  any 
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new  resolution  or  business  not  filed  in  proper  form 
with  the  executive  vice  president's  office  of  the 
Society  two  months  before  the  first  session  of  the 
House  of  Delegates.  This  section  shall  not  apply 
to  new  business  or  resolutions  presented  by  the 
Board  of  Directors  or  any  member  thereof,  the  con- 
stitutional officers,  committees  of  the  Society  or  of 
the  House  of  Delegates,  or  officers  of  the  House  of 
Delegates. 

Sec  10.  All  questions  of  an  ethical  nature  brought 
before  the  House  of  Delegates  shall  be  referred  to 
the  Board  of  Directors  without  discussion. 


Chapter  III 
Annual  election 

Section  1.  The  House  of  Delegates,  at  its  first  ses- 
sion of  the  annual  meeting,  shall  elect  a Commit- 
tee on  Nominations  consisting  of  one  (1)  delegate 
for  each  district,  except  that  in  any  district  having 
five  hundred  (500)  or  more  regular  and  special 
members,  there  shall  be  elected  one  (1)  additional 
delegate  for  each  additional  five  hundred  (500) 
members  or  majority  fraction  thereof.  One  (1)  del- 
egate representing  the  specialty  sections  shall  also 
be  appointed.  Nominating  committee  members 
shall  be  limited  to  six  (6)  consecutive  terms.  Those 
committee  members  who  have  served  six  (6)  con- 
secutive terms  upon  adjournment  of  the  final  ses- 
sion of  the  1994  House  of  Delegates  annual  meet- 
ing and  following  years  shall  have  met  this  require- 
ment. This  committee  shall  become  operative  at 
the  close  of  the  final  session  of  that  annual  meet- 
ing and  shall  function  until  the  close  of  the  final 
session  of  the  following  year's  Annual  Meeting. 
The  incoming  committee  shall  meet  with  the  exis- 
tent committee  but  without  vote  during  the  over- 
lapping days  of  the  annual  meeting.  Any  vacancy 
occurring  in  the  Committee  on  Nominations  be- 
tween the  date  of  its  formation  and  the  time  of  its 
reporting  shall  be  filled  by  appointment  by  the  di- 
rector or  directors  of  the  district  in  which  the  va- 
cancy occurs,  or  if  a nominating  committee  mem- 
ber is  unable  to  attend  a nominating  committee 
meeting  or  is  a candidate  for  an  office  a substitute 
for  that  member  shall  be  named  by  the  most  se- 
nior director  available  from  the  affected  district  by 
written  notification  to  the  executive  vice  president 
prior  to  the  meeting  of  the  nominating  committee, 
provided  that  if  the  vacancy  or  need  for  substitu- 
tion occurs  in  the  representation  from  the  specialty 
sections,  such  vacancy  or  substitution  shall  be  filled 
by  ballot  from  among  the  section  delegates.  The 
Committee  on  Nominations  shall  convene  at  least 
two  (2)  months  prior  to  the  annual  meeting  of  the 
House  of  Delegates  to  prepare  a slate  of  candidates. 


This  meeting,  to  be  held  at  a time,  date  and  loca- 
tion published  to  the  general  membership  at  least 
two  (2)  months  before  this  meeting,  shall  include 
an  open  session  of  not  less  than  one  (1)  hour  to 
allow  individual  nomination  of  candidates.  The 
Committee  shall  report  the  result  of  its  delibera- 
tions to  the  House  of  Delegates  in  the  form  of  a 
ticket  containing  the  name  of  the  Board  nominee 
for  treasurer  and  the  names  of  one  or  more  mem- 
bers for  each  of  the  other  positions  to  be  filled. 

Sec  2.  The  report  of  the  Committee  on  Nomina- 
tions and  elections  shall  be  the  first  order  of  busi- 
ness of  the  House  of  Delegates  at  the  third  session 
of  the  annual  meeting. 

Sec  3.  The  House  of  Delegates  shall  elect  the 
president-elect,  the  treasurer,  the  speaker  and  vice 
speaker  of  the  House  of  Delegates,  and  the  del- 
egates and  alternates  to  the  American  Medical  As- 
sociation. Where  there  is  no  contest,  a majority  vote 
without  ballot  shall  elect.  All  other  elections  shall 
be  by  separate  ballot  for  each  individual  position, 
and  a majority  of  the  votes  cast  shall  be  necessary 
to  elect.  If  no  nominee  receives  a majority  of  the 
votes  on  the  first  ballot,  the  nominee  receiving  the 
lowest  number  of  votes  shall  be  dropped,  except 
where  there  is  a tie,  and  a new  ballot  taken.  This 
procedure  shall  be  continued  until  one  of  the  nomi- 
nees receives  a majority  of  the  votes  cast. 

Sec  4.  Nothing  in  this  chapter  shall  be  construed 
to  prevent  additional  nominations  being  made 
from  the  floor  by  members  of  the  House  of  Del- 
egates. 

Chapter  IV 
Duties  of  officers 

Section  1.  The  president  is  the  chief  constitutional 
officer  of  the  Society.  Within  the  limits  of  the  Con- 
stitution, Bylaws,  and  policies  of  the  House  of  Del- 
egates and  Board  of  Directors,  the  president  shall 
have  the  following  responsibilities  and  commen- 
surate authority: 

a.  deliver  an  annual  address  to  the  House; 

b.  serve  as  a member  with  right  to  vote  on  the 
Board; 

c.  preside  at  meetings  of  the  Executive  Commit- 
tee of  the  Board; 

d.  participate,  ex  officio  and  without  the  right 
to  vote,  in  sessions  of  the  House; 

e.  initiate  and  propose  policies  and  programs 
that  will  further  the  goals  and  objectives  of 
the  Society  for  consideration  by  the  House, 
Board,  commissions  and  committees; 

f.  support  and  articulate  policies  and  programs 
adopted  by  the  Board  and  the  House. 

g.  promote  physician  interest  and  active  partici- 
pation in  the  Society. 
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Sec  2.  The  president-elect  shall  act  for  the  presi- 
dent in  his  absence  or  disability.  If  the  office  of 
president  should  become  vacant,  the  president- 
elect shall  succeed  to  the  presidency.  In  case  of 
vacancy  in  the  office  of  both  president  and  presi- 
dent-elect, the  Board  shall  appoint  one  of  its  mem- 
bers as  acting  president  until  the  next  meeting  of 
the  House  of  Delegates. 

Sec  3.  The  treasurer  shall  be  responsible  to  the 
Board  of  Directors,  and  shall  advise  and  assist  it  in 
making  decisions  on  investment  policy  and  finan- 
cial matters.  The  duties  of  the  treasurer  shall  in- 
clude the  following: 

a.  Be  responsible  for  all  funds  due  the  Society, 
together  with  bequests  and  donations; 

b.  Pay  money  out  of  the  treasury  only  on  writ- 
ten order  of  the  secretary; 

c.  Subject  the  treasurer's  accounts  to  such  ex- 
amination as  the  House  of  Delegates  may 
order; 

d.  Annually  report  on  the  financial  standing  of 
the  Society,  including  a balance  sheet  and  in- 
come and  expense  report; 

e.  Give  bond  in  such  amount  as  the  Board  may 
provide. 

f.  Serves  as  chair  of  the  Finance  Committee  of 
the  Board. 

Sec  4.  The  executive  vice  president  is  the  chief 
executive  officer  of  the  Society  charged  with  the 
execution  of  policy  as  created  and  defined  by  the 
House  of  Delegates  and  the  Board  of  Directors.  The 
executive  vice  president  shall  serve  as  an  ex  offi- 
cio, nonvoting  member  of  the  Board;  be  respon- 
sible to  the  Board  and  serve  as  its  secretary;  assist 
the  Board  and  officers  in  making  decisions  and 
implementing  actions;  share  convictions  and  argue 
their  merits;  perform  the  functions  ordinarily  as- 
signed to  the  office  of  executive  vice  president,  and 
make  an  annual  report  to  the  House  of  Delegates. 
"As  chief  executive  officer  the  executive  vice  presi- 
dent shall,  within  the  limits  of  the  Constitution  and 
Bylaws  and  Board  operating  policies,  effectively 
perform  the  general  managerial  function  for  the 
Society  and  all  of  its  divisions,  activities,  and  per- 
sonnel including  employment  and,  as  necessary, 
termination  of  all  employees;  be  responsible  for  and 
have  the  necessary  authority  to  direct,  supervise, 
and  coordinate  all  programs,  projects  and  major 
activities  of  the  Society  and  all  wholly  owned  sub- 
sidiaries; formulate  and  recommend  for  approval 
of  the  Board  basic  policies  and  programs  which  will 
seek  to  achieve  the  objectives  and  goals  of  the  So- 
ciety; fully  inform  the  Board  on  the  condition  and 
operation  of  the  association;  cooperate  with  the 
Board  and  Treasurer  in  establishing  a program  of 
fiscal  responsibility  for  the  Society  including  de- 
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velopment,  recommendation  and  upon  approval, 
operation  within  an  annual  budget;  act  to  insure 
that  all  funds,  physical  assets,  and  other  property 
of  the  Society  are  appropriately  safeguarded  and 
administered;  develop  and  maintain  effective  in- 
ternal and  external  communications  with  the  mem- 
bership and  other  organizations  and  agencies,  both 
public  and  private,  so  as  to  enhance  the  positions 
of  the  Society  and  the  objectives  of  its  membership; 
and  through  effective  management  and  leadership, 
achieve  economic,  productive  performance,  for- 
ward-looking programming,  and  constructive 
growth  of  the  Society." 

Note:  Following  adoption  of  this  Bylaw  change  (Sec.  4 
above)  in  1987,  the  Board  agreed  to  develop  and  main- 
tain a set  of  current  " operating  policies  " between  itself 
and  the  secretary  to  detail  the  more  specific  duties  and 
expectations  important  to  a good  working  relationship 
between  the  Board  and  the  secretary. 

Chapter  V 
Board  of  Directors 

Section  1 . The  Board  of  Directors  shall  be  the  ex- 
ecutive body  of  the  Society.  Between  meetings  of 
the  House  of  Delegates  it  shall  exercise  the  power 
conferred  on  the  House  of  Delegates  by  the  Con- 
stitution and  Bylaws. 

Sec  2.  The  Board  shall  meet  during  the  annual 
meeting  and  at  such  other  times  as  necessity  may 
require,  subject  to  the  call  of  the  chairman  or  on 
petition  of  three  directors.  It  shall  hold  an  annual 
meeting  for  purposes  of  organization  and  other 
business. 

Sec  3.  The  Board  shall  elect  a chairman  and  a 
vice  chairman  from  among  its  voting  members.  It 
may  create  such  further  offices  or  combine  or  abol- 
ish them  as  it  sees  fit  in  the  management  of  its  af- 
fairs and  in  the  discharge  of  its  responsibilities.  Its 
chairman  shall  submit  an  annual  report  to  the 
House  of  Delegates  including  all  major  actions  and 
policy  decisions  of  the  preceding  year. 

Sec  4.  Each  director  shall  be  the  organizer  and 
mediator  for  the  district.  Directors  shall  visit  each 
county  in  their  district  as  needed  for  the  purpose 
of  organizing  component  societies  where  none  ex- 
ist, for  inquiring  into  the  condition  of  the  profes- 
sion, and  to  keep  informed  of  the  activities  of  the 
component  societies  in  the  district.  Each  director 
shall  arrange  for  an  annual  conference  or  caucus 
with  the  societies  or  their  delegates  within  the  dis- 
trict, at  which  time  information  shall  be  dissemi- 
nated concerning  the  activities  of  the  State  Medi- 
cal Society  and  component  societies  within  the  dis- 
trict. Each  director  shall  report  as  necessary  to  the 
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Board.  The  necessary  traveling  expenses  incurred 
by  each  director  in  the  line  of  duties  herein  imposed 
may  be  allowed  on  a proper  itemized  statement, 
but  this  shall  not  be  construed  to  include  the  ex- 
pense of  attending  the  annual  meeting  of  the  Soci- 
ety. 

Sec  5.  The  Board  of  Directors  shall  be  the  judi- 
cial body  of  the  Society.  It  may  decide  any  ques- 
tions of  conduct  or  discipline  of  members,  or  any 
questions  involving  the  rights  and  standing  of 
members,  whether  in  relation  to  other  members, 
to  the  component  societies,  or  to  this  Society.  It 
shall  develop  and  publish  procedures  for  disci- 
pline, including  denial  of  initial  or  continuing 
membership,  for  those  physicians  who  fail  to  pro- 
vide quality  health  care,  failure  to  pay  dues,  loss 
of  license  to  practice,  or  other  cause.  Its  decisions 
in  all  cases  shall  be  final,  including  the  right  to  ex- 
pel a member  should  a component  society  fail  to 
do  so  after  being  so  requested  by  the  Board.  The 
Board's  right  to  original  jurisdiction  includes  but 
is  not  limited  to  the  right  to  decide  cases  when: 

a.  the  affected  parties  reside  within  the  bound- 
aries of  a single  county  medical  society  and 
that  society  does  not  wish  to  assume  juris- 
diction; 

b.  the  affected  parties  reside  in  two  or  more  com- 
ponent medical  society  jurisdictions.  The 
Board  also  has  within  its  authority  the  right 
to  appoint  a commission  or  commissions  to 
which  any  or  all  such  matters  may  be  referred 
for  investigation,  evaluation  and  decision  to 
acquit,  admonish,  or  otherwise  discipline  as 
appropriate.  A member  may  appeal  to  the 
Board  the  decision  of  such  commission  or  the 
action  of  a county  society  as  provided  in 
Chapter  X,  Section  3.  If  the  recommendation 
is  for  suspension  or  expulsion  of  a physician 
from  Society  membership,  final  action  must 
be  taken  by  the  Board. 

Sec  6.  Charters  shall  be  issued  to  county  societ- 
ies only  on  approval  of  the  Board,  with  ratification 
by  the  House  of  Delegates,  and  shall  be  signed  by 
the  president  and  executive  vice  president  of  this 
Society.  Upon  the  recommendation  of  the  Board, 
the  House  of  Delegates  may  revoke  the  charter  of 
any  component  society  whose  actions  are  in  con- 
flict with  the  letter  or  spirit  of  this  Constitution  and 
Bylaws. 

Sec  7.  In  sparsely  settled  sections,  the  Board  shall 
have  authority  to  organize  the  physicians  of  two 
or  more  counties  into  societies.  These  societies, 
when  organized  and  chartered,  shall  be  entitled  to 
all  rights  and  privileges  provided  for  component 
societies  until  such  counties  shall  be  organized 
separately. 


Sec  8.  The  Board  shall  provide  for  and  superin- 
tend the  issuance  of  all  publications  of  the  Society 
including  proceedings,  transactions  and  memoirs, 
and  shall  have  the  authority  to  appoint  an  editor 
of  the  Journal  and  such  assistants  as  it  deems  nec- 
essary. 

Sec  9.  The  Board  shall  select  a qualified  inde- 
pendent accounting  firm  and  receive  an  annual 
audit  of  all  accounts  of  this  Society.  With  the  trea- 
surer, it  shall  supervise  the  investment  of  funds. 
The  Board  shall  adopt  an  annual  budget  provid- 
ing for  the  necessary  expenses  of  the  Society. 

Sec  10.  The  Board  may,  by  interim  appointment, 
fill  any  vacancy  in  office  not  otherwise  provided 
for  which  may  occur  during  the  interval  between 
annual  meetings  of  the  House  of  Delegates.  The 
appointee  shall  serve  until  a successor  has  been 
elected  and  has  qualified.  When  a district  initially 
qualified  for  an  additional  director,  such  position 
shall  be  considered  new  and  not  a vacancy  to  which 
the  Board  is  authorized  to  make  an  interim  appoint- 
ment. Such  new  position  shall  be  filled  by  election 
at  the  next  meeting  of  the  House  of  Delegates  in 
the  manner  provided  by  Article  VI  of  the  Consti- 
tution. The  initial  term  shall  be  so  established  as 
to  maintain  the  election  of  substantially  one-third 
of  the  directors  each  year. 

Sec  11.  The  Board  may  elect  as  executive  vice 
president  one  who  need  not  be  a physician  or  a 
member  of  the  Society. 

Sec  12.  The  Board  shall  provide  such  facilities 
for  the  Society  as  may  be  required  to  properly  con- 
duct its  business. 

Sec  13.  The  Board  shall  nominate  a director  to 
serve  as  treasurer  and  shall  report  the  nominee  to 
the  Committee  on  Nominations  in  the  manner  pro- 
vided by  Chapter  III  of  the  bylaws. 

Sec  14.  There  shall  be  an  Executive  Committee 
of  the  Board  which  shall  consist  of  the  president, 
the  president-elect,  the  immediate  past  president, 
the  chair  and  vice  chair  of  the  Board,  the  chair  of 
the  Finance  Committee,  the  speaker,  and  two  ad- 
ditional district  directors  to  be  appointed  annually 
by  the  chair  of  the  Board.  The  Alliance  president 
and  president-elect  shall  be  ex-officio  non-voting 
members.  The  Executive  Committee  shall  possess 
and  may  exercise  all  the  powers  of  the  Board  of 
Directors  between  meetings  of  the  Board.  The  Ex- 
ecutive Committee  shall  meet  prior  to  the  meet- 
ings of  the  Board  and  at  such  other  times  as  may 
be  required,  subject  to  the  call  of  the  chair  or  on 
petition  of  three  voting  members,  and  shall  report 
all  actions  taken  by  it  to  the  next  meeting  of  the 
Board,  for  its  consideration. 
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Chapter  VI 

Commissions  and  committees 

Section  1.  The  Board  shall  appoint  such  commis- 
sions and  committees,  either  permanent  or  ad  hoc, 
as  it  deems  necessary  to  properly  conduct  the  af- 
fairs of  the  Society.  Membership  on  such  commit- 
tees and  commissions  shall  be  limited  to  members 
of  the  Society  and  its  Alliance.  Nonmembers  of 
the  Society  or  its  Alliance  may  be  appointed  as  spe- 
cial representatives  should  their  expertise  and 
knowledge  be  of  benefit  to  the  goals  of  such  com- 
missions or  committees.  Such  individuals  shall  not 
have  the  right  to  vote  or  hold  office.  Each  com- 
mission and  committee  shall  have  the  duty  of  be- 
ing informed  on  matters  within  the  area  of  its  spe- 
cial interest.  They  shall  represent  the  Society's  in- 
terests by  continual  contacts  with  voluntary  and 
governmental  agencies  having  related  concerns 
with  the  intention  of  coordinating  efforts  to  serve 
the  health  interests  of  the  people  of  Wisconsin. 
They  shall  develop  recommendations  from  their 
studies  and  activities  for  action  by  the  Board  or 
House  of  Delegates. 

Sec  2.  Specialty  sections  shall  be  regarded  as 
special  committees  of  the  Society  from  which  the 
Board  or  any  commission  or  committee  may  seek 
advice  and  assistance  on  matters  of  special  or  gen- 
eral concern  to  the  profession  and  the  health  of  the 
people  of  Wisconsin.  The  specialty  sections  will 
be  expected  to  give  special  requests  prompt  con- 
sideration and  response  so  as  to  enable  the  Society 
to  make  maximum  use  of  their  resources. 

Chapter  VII 
Dues  and  assessments 

Section  1.  The  annual  dues  and  assessments  of  this 
Society  shall  be  determined  by  the  House  of  Del- 
egates and  shall  be  levied  per  capita  on  the  mem- 
bers. Dues  and  assessments  shall  be  payable  as 
determined  by  the  Board  of  Directors.  Any  mem- 
ber whose  current  year's  dues  have  not  been  re- 
ceived by  the  executive  vice  president  on  or  before 
the  dues  payment  deadline,  as  established  by  the 
Board  of  Directors,  shall  be  deemed  in  arrears  and 
shall  be  removed  from  the  membership  rolls  of  the 
county  society  and  this  Society  until  such  time  as 
full  dues  for  the  current  year  have  been  received. 

Sec  2.  The  record  of  payment  of  dues  and  as- 
sessments on  file  in  the  offices  of  this  Society  shall 
be  final  as  to  the  fact  of  payment  by  a member  and 
to  the  right  to  participate  in  the  business  and  pro- 
ceedings of  the  Society  or  the  House  of  Delegates 
and  to  any  other  benefits  and  privileges  of  mem- 
bership. 


Chapter  VIII 

The  Board  of  Directors  shall  adopt  ethical  guide- 
lines for  the  members  of  this  Society. 

Comment:  On  July  18,  1981  the  Board  of  Directors 
adopted  the  Principles  of  Medical  Ethics  of  the  AMA  as 
the  ethical  guidelines  of  the  Society. 

Chapter  IX 

The  current  edition  of  Sturgis  Standard  Code  of 
Parliamentary  Procedure  governs  this  organization 
in  all  parliamentary  situations  that  are  not  provided 
for  in  the  law  or  in  its  charter,  constitution,  bylaws, 
or  adopted  rules. 

Chapter  X 
County  societies 

Section  1 . All  present  county  societies  or  those  that 
may  hereafter  be  organized  in  this  state  shall,  upon 
application  to  the  Board  of  Directors,  receive  char- 
ters from  this  Society,  provided  that  their  constitu- 
tions and  bylaws  have  been  submitted  to  the  Board 
and  found  in  conformity  with  the  Constitution  and 
Bylaws  of  the  State  Medical  Society.  All  revisions 
shall  be  submitted  to  the  Society,  approved  by  the 
Board,  and  filed  with  the  executive  vice  president. 
Where  a county  society  has  lost  or  misplaced  its 
constitution  and  bylaws,  the  model  constitution 
and  bylaws  for  county  medical  societies,  as  last 
approved  by  the  Board,  shall  be  deemed  to  apply. 

Sec  2.  Only  one  component  medical  society  shall 
be  chartered  in  each  county. 

Sec  3.  Any  physician  who  may  feel  aggrieved 
by  the  action  of  the  society  of  his  county  in  sus- 
pending or  expelling  him  shall  have  the  right  to 
appeal  to  the  Board  of  Directors  of  the  State  Soci- 
ety. Its  decision  shall  be  final.  A county  society 
shall  at  all  times  be  permitted  to  appeal  or  refer 
questions  involving  membership  to  the  Board  of 
the  State  Society  for  final  determination.  The 
mechanisms  and  procedures  which  apply  to  the 
appeal  process  shall  be  those  adopted  by  the  Board. 

Sec  4.  Each  component  county  society  shall  elect 
one  or  more  delegates  and  may  elect  an  equal  num- 
ber of  alternates  to  substitute  for  any  absent  del- 
egates from  that  component  society,  for  a term  of 
two  calendar  years,  to  represent  it  in  the  House  of 
Delegates  of  this  Society,  in  accordance  with  Chap- 
ter II,  Section  1,  of  these  Bylaws.  The  term  of  office 
shall  begin  on  January  1 of  the  year  succeeding  the 
election  of  such  delegates  and  alternates. 

Sec  5.  The  secretary  of  each  county  society  shall 
keep  a roster  of  its  members. 


Wisconsin  Medical  Journal  • July  1996 


437 


1996  Annual  Report 

Chapter  XI 
Specialty  sections 

Section  1.  The  House  of  Delegates  shall  establish 
specialty  and  special  sections  within  the  Society. 
It  shall  have  the  power  to  combine,  enlarge,  or  dis- 
continue any  or  all  of  such  sections  so  established 
using  the  following  guidelines: 

a.  For  specialty  section  to  be  designated  it  must 
represent  a specialty  which  is  represented  in 
the  American  Medical  Association  House  of 
Delegates  and 

b.  Have  at  least  twenty  (20)  members  of  the  spe- 
cialty who  are  members  of  this  Society. 

c.  If  no  representative  from  the  specialty  section 
registers  as  a representative  of  that  section  for 
three  (3)  consecutive  annual  meetings,  the 
specialty  section  will  he  dropped  with  the 
option  of  reapplying  after  one  year,  provided 
the  above  criteria  are  met. 

d.  From  time  to  time  special  sections  not  meet- 
ing the  above  criteria  may  be  established  by 
the  House  of  Delegates. 

Sec  2.  Such  sections  so  established  shall  be  based 
upon  those  divisions  of  medicine  in  which  the  vari- 
ous members  possess  a special  interest.  Qualifica- 
tions for  membership  in  any  section  shall  be  estab- 
lished by  the  members  of  such  section,  subject  to 
approval  of  the  Board  of  Directors,  Scientific  meet- 
ings of  a section  shall  be  open  to  all  members  in 
good  standing  of  the  State  Medical  Society. 

Sec  3.  The  officers  of  each  section  shall  be  elected 
by  and  from  its  membership.  The  terms  of  such 
officers  shall  be  for  one  year,  but  any  officer  may 
be  reelected. 

Sec  4.  No  section  shall  have  the  power  to  bind 
the  State  Medical  Society  by  any  resolution  or  other 
action.  No  such  resolution  or  action  shall  be  pub- 


licized unless  it  shall  first  have  been  approved  by 
the  House  of  Delegates,  or  by  a majority  of  the 
Board  when  the  House  is  not  in  session.  No  reso- 
lution adopted  by  any  section  shall  be  effective 
until  likewise  so  approved. 

Sec  5.  Each  section,  except  the  two  medical  stu- 
dent special  sections,  shall  elect  a delegate  and  an 
alternate  to  the  House  of  Delegates.  The  term  shall 
be  for  two  calendar  years  without  limitation  on 
number  of  terms. 

Sec  6.  There  shall  be  two  special  sections  for 
medical  student  members  of  the  Society,  one  rep- 
resenting the  University  of  Wisconsin  and  one  rep- 
resenting the  Medical  College  of  Wisconsin,  which 
shall  each  be  entitled  to  elect  one  delegate  and  one 
alternate  to  the  House  of  Delegates  for  each  forty 
candidate  members  or  majority  fraction  thereof  in 
this  Society  determined  as  of  the  close  of  the  cal- 
endar year  preceding  the  first  session  of  the  House 
of  Delegates  Annual  Meeting,  provided,  however, 
that  these  sections  shall  each  be  entitled  to  at  least 
one  delegate  and  one  alternate.  The  term  shall  be 
for  one  calendar  year  without  limitation  on  num- 
ber of  terms. 

Sec  7.  The  specialty  sections  of  the  Society  shall 
be  considered  an  integral  part  of  the  working  com- 
mittee structure  of  the  Society  as  outlined  in  Chap- 
ter VI  of  these  Bylaws. 

Chapter  XII 
Amendments 

These  Bylaws  may  be  amended  at  any  annual  meet- 
ing by  a majority  vote  of  the  delegates  present,  if 
the  proposed  amendment  has  been  properly  sub- 
mitted to  the  House  of  Delegates  and  has  laid  over 
for  one  session  of  that  annual  meeting.  ❖ 


Members  of  the  Reference  Committee  on  Socioeconomic  Activites:  Drs  David  R.  Weber,  Brian  P.  McSorley , Gary  L.  Bryant 
and  Susan  L.  Turney. 
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American  Medical  Association 
Principles  of  Medical  Ethics 

PREAMBLE:  The  Medical  profession  has 
long  subscribed  to  a body  of  ethical  state- 
ments developed  primarily  for  the  benefit  of 
the  patient.  As  a member  of  this  profession, 
a physician  must  recognize  responsibility  not 
only  to  patients,  but  also  to  society,  to  other 
health  professionals,  and  to  self.  The  follow- 
ing Principles  adopted  by  the  American 
Medical  Association  are  not  laws,  but  stan- 
dards of  conduct  which  define  the  essentials 
of  honorable  behavior  for  the  physician. 

I.  A physician  shall  be  dedicated  to  pro- 
viding competent  medical  service  with  com- 
passion and  respect  for  human  dignity. 

II.  A physician  shall  deal  honestly  with 
patients  and  colleagues,  and  strive  to  expose 
those  physicians  deficient  in  character  or 
competence,  or  who  engage  in  fraud  or  de- 
ception. 

III.  A physician  shall  respect  the  law  and 
also  recognize  a responsibility  to  seek  changes 
in  those  requirements  which  are  contrary  to 
the  best  interests  of  the  patient. 

IV.  A physician  shall  respect  the  rights 
of  patients,  of  colleagues  and  of  other  health 
professionals,  and  shall  safeguard  patient 
confidences,  within  the  constraints  of  the  law. 

V.  A physician  shall  continue  to  study, 
apply  and  advance  scientific  knowledge, 
make  relevant  information  available  to  pa- 
tients, colleagues  and  the  public,  obtain  con- 
sultation, and  use  the  talents  of  other  health 
professionals  when  indicated. 

VI.  A physician  shall,  in  the  provision  of 
appropriate  patient  care,  except  in  emergen- 
cies, be  free  to  choose  whom  to  serve,  with 
whom  to  associate,  and  the  environment  in 
which  to  provide  medical  services. 

VII.  A physician  shall  recognize  a respon- 
sibility to  participate  in  activities  contribut- 
ing to  an  improved  community. 


He  part  of  Mayo 
Health  System 


Mayo  Health  System  offers  a full-range  of 
medical  services  through  a network  of 
community-based  primary  and  secondary 
healthcare  providers.  Mayo  Health 
System  includes  11  different  organizations 
that  provide  services  in  42  different  com- 
muni-  ties  in  Minnesota,  Iowa  and 
Wisconsin.  Each  organization  is  closely 
associated  with  Mayo  Clinic.  Excellent 
opportunities  are  now  available  for  board- 
certified  and  board-eligible  family  practice 
physicians  at  several  sites. 


LOCATION 

PRACTICE  SIZE 

CITY  SIZE 

Minnesota 
Albert  Lea 

43  physicians 

18,310 

Austin 

28  physicians 

21,907 

Fairmont 

18  physicians 

11,265 

Wabasha 

Five  physicians 

2,384 

Wisconsin 

Tomah 

Four  physicians 

7,570 

Menomonie 

19  physicians 

13,000 

Mayo  Health  System  clinics  offer  several 
unique  features  that  make  for  an  inviting 
and  exciting  medical  practice  opportunity. 

Continuing  medical  education  at  Mayo 
Clinic  at  no  cost 

■A  A physician-directed,  patient-focused 
integrated  healthcare  system 

Easy  access  to  Mayo  Clinic  physicians 
for  patient  consultation  and  referral 

Governance  of  the  system  enables  as 
many  local  decisions  as  possible 

High  quality  of  life  found  in  small-  and 
medium-size  Upper  Midwest  communities 

For  more  information, 
contact: 

Larry  Gleason 
Physician  Recruitment 
Mayo  Health  System 
200  First  Street  S.W. 

Rochester,  MN  55905 
Phone:  507-284-9594 
e-mail:  gleason.larry@mayo.edu 
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Financial 


Expense  reimbursement  policy  and 
procedure  for  physicians  on  SMS  business 


It  is  SMS  policy  to  offer  reim- 
bursement of  out-of-pocket 
expenses  incurred  by  its  officers, 
directors,  speaker,  vice-speaker, 
committee  chairs  and  members, 
AMA  delegates  and  alternates  and 
other  designated  physicians  when 
such  expenses  are  incurred  in  the 
course  of  the  conduct  of  business 
on  behalf  of  the  society.  Out-of- 
pocket  expenses  in  the  discharge  of 
official  functions  of  the  society  are 
reimbursable  as  set  forth  below, 
except  that  district  directors  are  not 
reimbursed  for  the  expense  of  at- 
tending the  annual  meeting  of  the 
society  (Bylaws,  Chapter  V,  Sec  4). 

Officers,  directors,  committee 
chairs  and  members,  and  other 
designated  persons 

Reimbursable  expenses  include  the 
cost  of: 

• All  meals,  including  normal 
tips,  incurred  while  away  from 
the  physician's  home  city  on 
SMS  business. 

• All  meals  in  the  home  city  of  the 
physician  when  these  are  in  re- 
lation to  an  SMS  business  meet- 
ing. 

• Entertainment  expenses  where 
such  expense  is  clearly  a proper 
and  necessary  adjunct  to  the 
conduct  of  the  physician's  busi- 
ness function  for  the  society. 

• Valet  and  laundry  services  when 
the  physician  is  away  from 
home  city  on  SMS  business  con- 
tinuously for  4 days  or  more. 

. Lodging  for  those  days  (nights) 


reasonably  associated  with  the 
dates  of  a meeting  for  which  ex- 
penses are  claimed. 

• Transportation  from  home  city 
to  meeting  site  and  return  as  fol- 
lows: 

Air.  Cost  of  round  trip  coach  air- 
fare, plus  necessary  ground 
transportation. 

Bus  or  train.  Cost  of  round  trip 
fare,  plus  necessary  ground 
transportation. 

Auto.  Mileage  at  the  current  SMS 
rate  (now  $.31)  to  and  from  the 
meeting  site,  plus  necessary 
parking  fees  and  highway  tolls. 
Miscellaneous  ground  transporta- 
tion. Local  bus  and  cab  fares  as 
necessary. 

Auto  rental.  All  or  some  portion 
of  such  cost  may  be  reimbursed 
as  a substitute  for  other  ground 
transport  when  this  is  the  most 
feasible  alternative  following 
initial  air,  bus  or  train  travel. 

• Telephone,  fax  and  telegraph 
communications  relative  to  SMS 
business. 

• Secretarial  and  copying  services, 
postage  and  stationary  used  for 
SMS  business.  (Note:  SMS  head- 
quarters is  prepared  to  handle 
most  official  correspondence 
and  reproduction  work  for  of- 
ficers and  committee  members.) 
Physicians  may  be  reimbursed, 
however,  for  personal  or  office 
costs  relating  to  secretarial, 
copying,  postage  and  stationery 
used  in  conducting  SMS  busi- 
ness. Copies  of  all  official  corre- 


spondence should  be  sent  to  the 
appropriate  committee  staff  per- 
son at  SMS,  so  as  to  assure 
proper  coordination  and  record- 
keeping. 

• Expenses,  as  described  above, 
incurred  by  the  president's  and 
president  elect's  spouses  when 
accompanying  in  an  official  ca- 
pacity, or  when  the  spouse  is 
expected  to  be  in  attendance,  are 
reimbursable. 

Procedure  for  claiming  expenses. 

To  obtain  reimbursement,  submit 
a statement  of  expenses  incurred 
within  ninety  (90)  days  from  the 
date  the  expenses  were  incurred. 
Attach  copies  of  bills  or  receipts  for 
all  lodging,  travel,  and  meals  over 
$25.  Itemize  separately  costs  for  the 
eighth  item  above.  Mail  to  SMS 
Business  Services  and  Support,  PO 
Box  1109,  Madison,  WI  53701.  Re- 
imbursement will  be  made  within 
two  weeks  following  receipt  and 
approval  of  the  expense  report.  Ex- 
pense statements  received  after  the 
90-day  period  will  not  be  reim- 
bursed. 

In  1995,  the  House  of  Delegates 
authorized  the  payment  of  ex- 
penses for  resident  and  student 
delegates  and  alternate  delegates 
to  attend  the  annual  meeting  as 
approved  by  the  Board. 

AMA  delegates  and  alternates 

AMA  delegates  and  alternates  (in- 
cluding the  young  physicians  del- 
egate and  alternate)  from  Wiscon- 
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sin  receive  reimbursement  as  fol- 
lows for  each  meeting  to  the  AMA 
House  of  Delegates  they  attend: 

• Round  trip  economy  air  fare 
(advance  booking  strongly  sug- 
gested.) 

• Actual  cost  of  room  (mid-range) 
for  5 nights  at  the  annual  meet- 
ing, and  4 nights  at  the  interim 
meeting. 

• A per  diem  (currently  $60)  for 


food  and  all  incidentals  for  6 
days  at  the  annual  meeting,  and 
5 days  at  the  interim  meeting. 

• When  AMA  delegates  and  alter- 
nates are  conducting  SMS  busi- 
ness not  in  conjunction  with 
meetings  of  the  AMA  House  of 
Delegates,  their  expenses  may 
be  reimbursed  in  the  same  man- 
ner as  outlined  for  officers  and 
directors. 


-1996  Annual  Report 

Out-of-state  trips 

To  receive  reimbursement  for  out 
of  state  travel  members  must  have 
prior  approval  by  the  Chairman  of 
the  Board  of  Directors  and  the  Ex- 
ecutive Vice  President.  Travel  to  the 
AMA  House  of  Delegates  meetings 
by  the  above  mentioned  and  travel 
by  the  SMS  President  and  Presi- 
dent Elect  are  exempt  from  this 
policy.*:* 


CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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SMS  financial  report 

The  following  financial  statements  of  the  State  Medical  Society  of  Wisconsin  are  part  of  the  treasurer's 
report  to  the  House  of  Delegates.  The  annual  certified  audit,  prepared  by  Grant  Thornton,  independent 
certified  public  accountants,  is  on  file  at  Society  headquarters.  Members  may  review  the  audit  by  inquiry  to  the 
SMS  executive  vice  president. 


Balance  sheet 

Long-term  debt  less  current  maturities 

$ 

486,638 

Dec  31,  1995 

Deferred  compensation  payable 

$ 

558,546 

Assets 

Current  assets 

Accrued  Pension  Costs 

$ 

205,793 

Cash  and  cash  equivalents 

$ 

3,319,789 

Investments 

911,542 

Membership  equity 

$ 

3,148,949 

Accounts  receivable 

Trade 

16,177 

Total  liabilities  and 

Due  from  affiliates 

77,126 

membership  equity 

$ 

9,189,651 

Prepaid  expenses 

47,860 

Total  current  assets 

$ 

4,372,494 

Statement  of  income  and  expenses 

Year  ended  Dec  31, 1995 

Property  and  equipment-at  cost 

Building  and  equipment 

$ 

2,690,023 

Income 

Furniture  and  equipment 

1,435,679 

Membership  dues 

$ 

3,757,654 

Capitalized  lease  equipment 

56,533 

Sales  and  services 

1,073,744 

Less  accumulated  depreciation 

(2,224,173) 

Investment 

137,928 

Land 

74,006 

Royalty 

290,848 

Total  property  and  equipment 

$ 

2,032,068 

Gain  on  investments 

184,290 

Rental 

243,775 

Other  assets 

Other  grants 

26,100 

Rental  property,  net  of  accumulated 

Other 

2,555 

depreciation 

$ 

1,862,693 

Long-term  investment 

249,000 

Total  income 

$ 

5,716,894 

Cash  value  of  life  insurance 

2,788 

Investment  in  subsidiary 

12,986 

Expenses 

Deferred  compensation  plan  assets 

557,622 

Payroll  and  employee  benefits 

$ 

2,915,675 

Note  receivable 

100,000 

Travel  and  conference 

545,977 

Total  other  assets 

$ 

2,785,089 

General  and  administrative 

1,254,148 

Occupancy 

432,485 

Total  assets 

$ 

9,189,651 

Professional  fees  and  outside  services 

302,228 

Pension 

170,337 

Liabilities 

Interest 

54,127 

Current  liabilities 

Other 

25 

Current  maturities  of  long-term  debt  $ 

131,030 

Trade  accounts  payable 

95,690 

Total  expenses 

$ 

5,675,002 

Dues  payable  to  other  organizations 

918,970 

Accrued  payroll  and  vacation  pay 

77,193 

Excess  of  revenues  over  expense 

$ 

41,892 

Accrued  property,  payroll  and 

sales  taxes 

188,573 

Equity  at  Jan  1,  1995 

$ 

3,135,255 

Deferred  revenues 

3,288,319 

Accrued  health  plan  costs 

70,100 

Equity  in  loss  of  subsidiary 

$ 

(28,198) 

Other 

19,850 

Total  current  liabilities 

$ 

4,789,725 

Equity  at  Dec  31, 1995 

$ 

3,148,949 
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A comprehensive  financial  plan  need  not  be  a 
headache.  At  Wealth  Management,  we  help 
doctors  everywhere  plan  for  their  retirement.  Rest 
easy  knowing  that  you're  properly  insured,  your 
investments  are  working  hard,  and  your  savings  are 
compounding  at  targeted  levels. 

A Wealth  Management  comprehensive  financial  plan 
delivers  fast  financial  peace  of  mind. 

Wealth  Management  sendees  are  provided  on  a 
“fee-only”  basis.  Give  us  a call.  We’ll  send  you 
information  on  our  sendees  and  provide  the  help 
you  need  for  a secure  future. 


Take  a couple 
of  these  to 
ease  your 
financial 
headache . . . 
then  call  us 
in  the  morning 
for  peace  of 
mind. 


WEALTH  MANAGEMENT  INC. 

Maximize  Your  Wealth  i 

• M 

inimize  Your  Risk 

200  East  Washington  Street  • Appleton,  W1  54913-1739 
(414)  731-3525  • Voice  Mail:  (414)  731-8112  ext.  225 
Fax:  (414)  731-5698  • 1-800-950-3525 
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Commissions  & Task  Forces 


SMS  commissions  and  task  forces:  1996-1997 


The  following  is  a list  of  SMS  commissions  and 
task  forces,  and  their  members  for  1996-97. 
The  original  year  of  each  member's  appointment, 
as  well  as  the  expiration  of  his  or  her  term,  at  the 
annual  meeting  of  the  year  designated  appears 
with  each  member 's  name.  Chairs  of  commissions 
are  appointed  for  one-year  terms  by  the  Board  of 
Directors.  Vice  chairs  are  elected  at  the  first  meet- 
ing of  each  commission  following  the  annual  meet- 
ing. This  issue  of  the  WMJ  is  prepared  prior  to 
most  of  these  elections;  therefore,  some  commis- 
sions will  not  include  these  designations. 

Commissions 

Addictive  Diseases 

This  commission  shall  be  concerned  with  the  pre- 
vention, treatment  and  rehabilitation  of  addictive 
disorders,  with  an  emphasis  on  conditions  of  alco- 
hol, nicotine,  and  other  drug  abuse  and  depen- 
dence, as  well  as  support  services  for  family  mem- 
bers and  those  affected  by  such  conditions.  The 
commission  shall  also  be  dedicated  to  the  improve- 
ment of  medical  students',  residents'  and  practic- 
ing physicians'  awareness  and  education  regard- 
ing the  diagnosis  and  treatment  of  addiction. 

Barbara  L.  Calhoun,  MD,  Madison,  1994/1994-1997 
David  R.  Hendricks,  MD,  Madison,  1994/1994- 
1997 

Brian  E.  Lochen,  MD,  Madison,  1991/1994-1997 
Edward  O.  Lukasek,  MD,  Sparta,  1986/1994-1997 
James  T.  Mulry,  MD,  Whitewater,  1996/1996-1997, 
vice  chair 

Mohini  K.  Raisinghani,  MD,  West  Allis,  1996/1996- 
1997 

Randall  J.  Kieser,  MD,  Madison,  1992/1995-1998 
George  Locher,  MD,  Wausau,  1993/1995-1998 
Thomas  H.  Peterson,  MD,  Wausau,  1989/1995-1998 
Anne  M.  G.  Schierl,  MD,  Stevens  Point,  1989/1995- 
1998 


Leonard  W.  Worman,  MD,  Milwaukee,  1993/1995- 

1998 

Michael  G.  Deeken,  MD,  Wauwatosa,  1990/1996- 

1999 

Edward  S.  Friedrichs,  MD,  Brown  Deer,  1995/1996- 
1999 

Fred  H.  Koenecke,  Jr,  MD,  Richland  Center,  1990/ 
1996-1999 

Michael  M.  Miller,  MD,  Madison,  1990/1996-1999, 
chair 

Sheila  W.  Sorkin,  MD,  Sheboygan,  1993/1996-1999 
Jane  Campbell,  Neenah,  Alliance 
Irene  Thearle,  Neenah,  Alliance 

Staff  support:  Anne  Bicha/Karen  Baier 

Continuing  Medical  Education 

This  commission  shall  consist  of  up  to  20  appointed 
members  and  the  deans  of  the  two  medical  schools 
in  Wisconsin,  or  their  designees,  with  vote.  It  shall 
be  responsible  for  all  matters  relating  to  the  whole 
continuum  of  medical  education,  i.e.,  medical 
school  and  residency  training  as  well  as  lifetime 
medical  learning  (continuing  medical  education). 
In  addition,  it  shall  be  responsible  for  liaison  with 
the  medical  schools  in  Wisconsin,  their  students, 
residents,  fellows  and  departments  of  continuing 
medical  education;  liaison  with  specialty  societies 
in  the  achievement  of  these  goals;  liaison  with  the 
Commission  on  Mediation  and  Peer  Review  and 
the  Ad  Hoc  Committee  on  Health  Planning  for 
purposes  of  implementing  continuing  medical  edu- 
cation programs  related  to  responsibilities  and  ac- 
tivities of  these  two  groups;  and  ongoing  scientific 
programs  of  the  State  Medical  Society.  It  shall  be 
responsible  for  accreditation  of  continuing  medi- 
cal education  in  hospitals  and  other  institutions  or 
organizations  within  the  state,  but  shall  not  be  re- 
sponsible for  accreditation  of  continuing  medical 
education  within  the  state's  medical  schools. 

Harold  G.  Danford,  MD,  Appleton,  1991/1994-1997 
Thomas  C.  Gabert,  MD,  Woodruff,  1994/1994-1997 
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Thomas  J.  Grau,  MD,  La  Crosse,  1991/1994-1997 
Charles  E.  Holmburg,  MD,  Menomonee  Falls, 
1994/1994-1997 

Elizabeth  T.  Sanfelippo,  MD,  Milwaukee,  1990/ 
1994-1997 

Dianne  L.  Zwicke,  MD,  Milwaukee,  1987/1994- 
1997,  chair 

Jan  P.  De  Roos,  MD,  Sheboygan,  1995/1995-1998 
Vernon  N.  Dodson,  MD,  Madison,  1992/1995-1998 
Warren  J.  Eloltey,  MD,  Marshfield,  1990/1995-1998, 
vice  chair 

Kesavan  Kutty,  MD,  Milwaukee,  1993/1995-1998 
L.  Cass  Terry,  MD,  Ph.D.,  Milwaukee,  1990/1995- 
1998 

John  W.  Beasley,  MD,  Madison,  1988/1996-1999 
Richard  P.  Day,  MD,  Madison,  1993/1996-1999 
Paul  R.  Glunz,  MD,  Franklin,  1993/1996-1999 
Thomas  C.  Meyer,  MD,  Madison,  1996/1996-1999 
Lars  G.  Ostman,  MD,  Fond  du  Lac,  1996/ 1996-1999 

Medical  School  Deans'  designees: 

Donald  R.  Harkness,  MD,  UW-Madison 
Michael  D.  O'Donnell,  Medical  College  of 
Wisconsin 

Staff  support:  Kristin  Krueger/ Lisa  Lawry 

Environmental  and  Occupational  Health 

This  commission  shall  be  concerned  with  the  health 
and  safety  of  persons  in  relation  to  their  environ- 
ment and  occupation. 

David  L.  Drury,  MD,  Whitefish  Bay,  1994/1994- 
1997 

Michael  J.  Goldstein,  MD,  Monona,  1994/1994-1997 
Julie  N.  Larsen,  MD,  Oconomowoc,  1992/1994- 

1997 

Mark  C.  Moore,  MD,  Madison,  1994/1994-1997 
John  J.  Ouellette,  MD,  Madison,  1991/1994-1997 
Mark  A.  Roberts,  MD,  Milwaukee,  1991/1994-1997, 
chair 

Henry  A.  Anderson,  MD,  Madison,  1992/1995-1998 
A1  Baltrusaitis,  DO,  Brookfield,  1995/1995-1998 
Gerald  A.  Bucholtz,  MD,  Marshfield,  1995/1995- 

1998 

Ade  R.  Dillon,  MD,  Marshfield,  1996/1996-1998 
John  K.  Scott,  MD,  Madison,  1996/1996-1998 
Jane  K.  Sliwinski,  MD,  Green  Bay,  1990/1995-1998 
Tuenis  D.  Zondag,  MD,  Eau  Claire,  1994/1995-1998 
John  T.  Bolger,  MD,  Waukesha,  1990/1996-1999 
Richard  F.  Jones,  MD,  Green  Bay,  1996/1996-1999 
Larry  A.  Lindesmith,  MD,  La  Crosse,  1993/1996- 

1999 

Donald  B.  Lindorfer,  MD,  Waukesha,  1993/1996- 
1999 

Thomas  T.  Midthun,  MD,  Baraboo,  1993/ 1996-1999 


Marvin  G.  Parker,  MD,  Racine,  1994/1996-1999 
Alison  S.  Wilmeth,  MD,  Belleville,  1996/1996-1999 
Bryant  Weber,  Manitowoc,  WMGMA 
representative 

Betty  Kuplic,  Sheboygan  Falls,  Alliance 
Staff  support:  Lynn  Sherman/Karen  Baier 

Geriatric  Health 

This  commission  shall  be  concerned  with  geriatric 
health  care  issues  and  services,  the  process  of  ag- 
ing, and  the  means  to  achieve  the  best  possible 
health  status  and  care  for  the  aged.  This  shall  in- 
clude services  provided  in  nursing  facilities  and  in 
the  home. 

Scott  S.  Erickson,  MD,  Marshfield,  1994/1994-1997 
Richard  S.  Kane,  MD,  Milwaukee,  1989/1994-1997, 
chair 

Edward  O.  Lukasek,  MD,  Sparta,  1988/1994-1997 
Thomas  M.  Naughton,  MD,  New  Berlin,  1994/ 

1994- 1997 

Henry  M.  Waldren,  Jr,  MD,  Oconomowoc,  1995/ 

1995- 1997 

Maury  B.  Berger,  MD,  Milwaukee,  1995/1995-1998, 
vice  chair 

Joseph  N.  Blustein,  MD,  Madison,  1992/1995-1998 
Gary  J.  Leo,  DO,  Milwaukee,  1993/1995-1998 
Brian  P.  McSorley,  MD,  Milwaukee,  1995/1995-1998 
Michael  G.  O'Mara,  MD,  Oconomowoc,  1994/ 
1995-1998 

Evelyn  E.  Burdick,  MD,  Milwaukee,  1996/1996- 
1999 

Alfred  G.  Campo,  MD,  Marshfield,  1996/1996-1999 
Richard  W.  Clasen,  MD,  Nekoosa,  1996/1996-1999 
Kae  L.  Ferber,  MD,  Madison,  1995/1996-1999 
Gerald  H.  Klomberg,  MD,  Juneau,  1996/1996-1999 
Alan  S.  Lieberthal,  MD,  Milwaukee,  1996/1996- 
1999 

Sarah  de  Grood,  medical  student,  UW 
Staff  support:  Lynn  Sherman/Merry  Earll 
Governmental  Affairs 

This  commission  shall  plan,  organize,  and  imple- 
ment programs  to  protect  and  preserve  the  legisla- 
tive, socioeconomic,  and  political  interests  of  the 
members  of  the  State  Medical  Society  of  Wiscon- 
sin. The  commission  shall  analyze  state  and  fed- 
eral legislation  and  administrative  rules  and  poli- 
cies, and  recommend  to  the  Board  of  Directors  spe- 
cific actions  and  positions  designed  to  carry  out 
this  responsibility.  The  commission  shall  also  in- 
form the  membership  of  the  Society  regarding  pro- 
posed legislation  and  other  public  policy  initiatives. 

Continued  on  next  page 
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seek  the  enactment  of  legislation  for  the  best  inter- 
ests of  the  public,  scientific  medicine,  and  the  medi- 
cal profession,  and  promote  and  encourage  Soci- 
ety members  to  be  politically  active  individually 
and  collectively.  This  commission  shall  act  to  pro- 
tect the  socioeconomic  interests  of  the  Society  mem- 
bership in  public  and  private  health  care  delivery 
systems  and  recommend  to  the  Board  of  Directors 
specific  strategies  and  efforts  to  achieve  this  pur- 
pose. This  commission  shall  consist  of  members 
appointed  by  the  Board  of  Directors  in  a number 
deemed  sufficient  to  execute  the  responsibilities 
delegated  to  the  commission.  Membership  on  the 
commission  shall  also  include  a representative  from 
each  of  the  specialty  sections  of  the  Society,  subject 
to  approval  by  the  Board  of  Directors.  These  repre- 
sentatives shall  be  appointed  by  the  sections  an- 
nually, and  shall  have  the  right  to  vote  on  all  mat- 
ters before  the  commission.  The  President,  Presi- 
dent-elect, Immediate  Past  President,  and  Chair- 
man of  the  Board  of  the  Society  shall  serve  as  ex 
officio  members  of  the  commission  with  vote. 

Gregory  B.  Buck,  MD,  Wauwatosa,  1990/1994-1997 
James  Embrescia,  MD,  Madison,  1994/1994-1997 
Bruce  A.  Kraus,  MD,  Columbus,  1988/1994-1997, 
chair 

John  F.  Pope,  MD,  Wauwatosa,  1994/1994-1997 
Patrick  L.  Remington,  MD,  Madison,  1993/1994- 
1997 

Evan  K.  Saunders,  MD,  Milwaukee,  1995/1995- 
1997 

Thomas  Slota,  MD,  Milwaukee,  1992/1994-1997 
Sridhar  V.  Vasudevan,  MD,  Brookfield,  1994/1994- 

1997 

Gary  L.  Bryant,  MD,  La  Crosse,  1993/1995-1998 
Mehran  Heydarpour,  MD,  Brookfield,  1995/1995- 

1998 

Michael  J.  Kryda,  MD,  Marshfield,  1989/1995-1998 
Larry  M.  Ojeda,  MD,  Beloit,  1989/1995-1998 
William  E.  Raduege,  MD,  Woodruff,  1995/1995- 
1998 

Mark  A.  Timm,  MD,  Menomonee  Falls,  1995/1995- 
1998 

Joseph  E.  Trader,  MD,  Manitowoc,  1989/1995-1998 
Laurens  D.  Young,  MD,  Milwaukee,  1995/1995- 

1998 

Mark  H.  Andrew,  MD,  Viroqua,  1990/1996-1999 
Joseph  W.  Babiarz,  MD,  Merrill,  1996/1996-1999 
Steven  K.  Dankle,  MD,  Milwaukee,  1990/1996-1999 
Carl  S.L.  Eisenberg,  MD,  Milwaukee,  1996/1996- 

1999 

Kevin  M.  Fickenscher,  MD,  Milwaukee,  1996/1996- 
1999 


James  W.  Hoftiezer,  MD,  Two  Rivers,  1993/1996- 
1999 

Robert  M.  Stem,  MD,  Milwaukee,  1990/1996-1999 
Alice  Soule,  Madison,  WMGMA  representative 

Staff  support:  Mike  Kirby /Judy  Frey 

President:  Richard  H.  Ulmer,  MD,  Marshfield 
President-elect:  Sandra  L.  Osbom,  MD,  Verona 
Immediate  Past  President:  Marcia  J.S. 

Richards,  MD,  Milwaukee 
Chair  of  the  Board:  Raymond  C.  Zastrow,  MD, 
Milwaukee 

Section  representatives 

Allergy  Section:  Steven  H.  Cohen,  MD, 
Milwaukee 

Anesthesiology  Section:  John  F.  Kreul,  MD, 
Madison 

Cardiology  Section:  Michael  P.  Cinquegrani,  MD, 
Milwaukee 

Cardiothoracic  Surgery  Section:  Charles  C. 
Canver,  MD,  Madison 

Dermatology  Section:  Eric  R.  Berg,  MD,  Madison 
Emergency  Medicine  Section:  Thomas  J. 

Luetzow,  MD,  Watertown 
Family  Physicians  Section:  Calvin  S.  Bruce,  MD, 
Madison 

Internal  Medicine  Section:  Susan  L.  Turney,  MD, 
Marshfield 

International  Medical  Graduate  Section:  Kesavan 
Kutty,  MD,  Milwaukee 

Neurology  Section:  Gamber  F.  Tegtmeyer,  Jr,  MD, 
Madison 

Neurosurgery  Section:  Mohammed  Rafiullah,  MD, 
Racine 

Obstetrics-Gynecology  Section:  Robert  K. 

DeMott,  MD,  Green  Bay 
Ophthalmology  Section:  Jack  L.  Hughes,  MD, 
Wauwatosa 

Orthopaedic  Section:  Robert  O.  Buss,  MD, 
Brookfield 

Otolaryngology  Section:  Ashley  G. 

Anderson,  Jr,  MD,  Madison 
Pathology  Section:  Katherine  M.  Bayliss,  MD, 
Waukesha 

Pediatrics  Section:  Donald  C.  Burandt,  MD,  Beloit 
Physical  Medicine  and  Rehabilitation  Section: 
Keith  B.  Sperling,  MD,  Madison 
Plastic  Surgery  Section:  William  A.  Wood,  MD, 
Madison 

Preventive  Medicine  Section:  Sidney  Shindell,  MD, 
Milwaukee 

Psychiatry  Section:  Robert  F.  Goerke,  MD, 
Milwaukee 
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Radiation  Oncology  Section:  Howard  J. 

Lewis,  MD,  Milwaukee 
Radiology  Section:  Timothy  T.  Flaherty,  MD, 
Neenah 

Resident  Physicians  Section:  Tosha  B. 

Wetterneck,  MD,  Madison 
Surgery  Section:  James  A.  Avery,  MD,  Fond  du  Lac 
Thoracic  Medicine  Section:  Edward  R.  Winga,  MD, 
La  Crosse 

(Other  Section  Representatives  to  be  appointed) 
Staff  support:  Mike  Kirby/Judy  Frey 

Health  Care  Financing  and  Delivery 

This  commission  shall  be  concerned  with  all  as- 
pects of  health  care  financing  and  delivery  systems, 
including  managed  health  care  plans,  and  shall 
promote  an  ongoing  dialogue  on  these  issues  with 
business,  industry,  labor  and,  when  appropriate, 
government  agencies.  It  shall  also  be  concerned 
with  access  and  financing  issues  for  rural  and  in- 
ner city  health. 

Clyde  M.  Chumbley,  II,  MD,  Menomonee  Falls, 
1991/1994-1997 

Charles  V.  Ihle,  MD,  Eau  Claire,  1992/1994-1997 
John  E.  Midtling,  MD,  Milwaukee,  1994/1994-1997 
Kenneth  I.  Robbins,  MD,  Madison,  1994/1994-1997 
Norman  J.  Schroeder,  II,  MD,  Green  Bay,  1989/ 
1994-1997 

Sidney  Shindell,  MD,  Milwaukee,  1994/1994-1997 
Gregory  A.  Shove,  MD,  Racine,  1994/1994-1997 
Susan  L.  Turney,  MD,  Marshfield,  1995/1995-1997, 
vice  chair 

Frank  H.  Urban,  MD,  Brookfield,  1993/1994-1997 
John  A.  Frantz,  MD,  Monroe,  1995/1995-1998 
Paul  G.  Harkins,  MD,  Marshfield,  1990/1995-1998 
Peter  R.  Holzhauer,  MD,  Brookfield,  1993/1995- 
1998 

John  E.  Kraus,  MD,  Marinette,  1995/1995-1998 
Richard  A.  Leer,  MD,  Marshfield,  1995/1995-1998 
Kermit  L.  Newcomer,  MD,  La  Crosse,  1987/1995- 
1998 

Harry  Prosen,  MD,  Milwaukee,  1994/1995-1998, 
chair 

Jonathan  W.  Thomas,  MD,  Green  Bay,  1995/1995- 

1998 

Edward  J.  Coleman,  MD,  Green  Bay,  1992/1996- 

1999 

Daniel  D.  Gilman,  DO,  Milwaukee,  1993/1996-1999 
Kenneth  O.  Johnson,  MD,  Milwaukee,  1993/1996- 
1999 

Bradley  L.  Manning,  MD,  Madison,  1995/1996- 
1999 


John  R.  Petersen,  MD,  Wauwatosa,  1994/1996-1999 
Joan  Albian,  Milwaukee,  WMGMA  representative 

Staff  support:  Kevin  Wymore/ Merry  Earll 

Medical  Assistance  Technical  Advisory 
Committee  (work  group) 

The  SMS  created  this  advisory  group  to  work  with 
the  Bureau  of  Health  Care  Financing  on  issues  of 
mutual  concern  regarding  the  Medicaid  program. 
Issues  for  the  group's  consideration  include:  MA 
reimbursement,  claims  issues  and  the  performance 
of  EDS,  copayments,  MA/HMO's,  prior  authori- 
zations and  other  regulatory  requirements.  This 
advisory  group  is  a subcommittee  of  the  Commis- 
sion on  Health  Care  Financing  and  Delivery,  and 
any  recommendations  made  by  the  subcommittee 
will  be  referred  to  the  parent  commission  for  re- 
view and  approval. 

Daniel  D.  Gilman,  DO,  Milwaukee,  chair 

Marc  F.  Hansen,  MD,  Madison 

John  A.  Frantz,  MD,  Monroe 

Charles  V.  Ihle,  MD,  Eau  Claire 

Russell  F.  Lewis,  MD,  Madison 

Nancy  Ness,  MD,  Mauston 

Wayman  Parker,  MD,  Milwaukee 

Guenther  P.  Pohlmann,  MD,  Milwaukee,  vice  chair 

Susan  L.  Turney,  MD,  Marshfield 

Sue  Straub,  Madison,  WMGMA  representative 

Allison  Pritchett,  medical  student,  UW 

Staff  support:  Kevin  Wymore/Merry  Earll 

Injury  Prevention  and  Control 

This  commission  shall  be  concerned  with  the  pre- 
vention and  control  of  accidental  and  intentional 
injuries.  It  shall  examine  and  recommend  public 
safety  measures  for  reducing  the  incidence  of  un- 
timely injury  or  death  resulting  from,  but  not  lim- 
ited to,  gun  violence,  domestic  abuse,  transporta- 
tion accidents,  fires,  drowning  and  falls.  The  com- 
mission shall  also  examine  and  recommend  mea- 
sures for  assuring  effective  emergency  medical  sys- 
tems in  Wisconsin. 

Frederick  W.  Blancke,  MD,  Madison,  1994/1994- 
1997 

Larry  E.  La  Crosse,  MD,  Mequon,  1994/1994-1997 
Bernard  F.  Micke,  MD,  Madison,  1994/1994-1997 
Judith  D.  Pruski,  MD,  Fond  du  Lac,  1994/1994-1997 
Joanne  A.  Selkurt,  MD,  Whitehall,  1994/1994-1997 
Stephen  W.  Hargarten,  MD,  Milwaukee,  1995/ 
1995-1998,  chair 

Susan  Kinast-Porter,  MD,  Monroe,  1995/1995-1998 
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William  H.  Perloff,  MD,  Madison,  1992/1995-1998 
Sean  T.  Benham,  MD,  Two  Rivers,  1996/1996-1999 
Edward  P.  Callahan,  MD,  Janesville,  1996/1996- 
1999 

Phiroze  L.  Hansotia,  MD,  Marshfield,  1992/1996- 
1999 

Jean  M.  Slane,  MD,  Milwaukee,  1996/1996-1999 
Maxine  Omdahl,  Racine,  Alliance 

Staff  support:  Lynn  Sherman/Karen  Baier 

Maternal  and  Child  Health 

This  commission  shall  be  concerned  with  all  as- 
pects of  health  in  pregnancy,  childbirth  and  chil- 
dren, with  special  emphasis  on  the  reduction  of 
maternal  mortality  and  the  prevention  of  disease 
or  disability  in  children. 

Frederick  J.  Bartizal,  Jr,  MD,  Neenah,  1995/1995- 
1997 

John  E.  Inman,  MD,  Monroe,  1991/1994-1997 
Murray  L.  Katcher,  MD,  PhD,  Madison,  1988/1994- 

1997 

John  D.  Kenny,  MD,  Madison,  1987/1994-1997 
Jeffrey  H.  Lamont,  MD,  Wausau,  1994/1994-1997 
James  A.  Meyer,  MD,  Marshfield,  1988/1994-1997, 
vice  chair 

Fredrik  F.  Broekhuizen,  MD,  Whitefish  Bay,  1995/ 

1995- 1998 

Paul  R.  Myers,  MD,  Neenah,  1992/1995-1998 
Carolyn  Ogland  Vukich,  MD,  Madison,  1995/1995- 

1998 

Catherine  R.  Ryan,  MD,  La  Crosse,  1995/1995-1998 
Beatriz  Somoza,  MD,  Oxford,  1996/1996-1998 
Patricia  A.  Barwig,  MD,  Milwaukee,  1990/1996- 

1999 

Susan  C.  Fee,  MD,  Marshfield,  1991/1996-1999 
Jean  Ricci  Goodman,  MD,  Marshfield,  1993/1996- 
1999 

Robert  J.  Jaeger,  MD,  Stevens  Point,  1994/1996-1999 
Cynthia  L.  Jones-Nosacek,  MD,  Milwaukee,  1993/ 

1996- 1999 

Timothy  J.  O'Neil,  MD,  Columbus,  1991/1996- 
1999,  chair 

Helen  Hacker,  Marshfield,  Alliance 
Staff  support:  Kevin  Wymore/Merry  Earll 

Study  Committee  on  Maternal  Mortality  Survey 

Gloria  M.  Halverson,  MD,  Waukesha,  chair 
Perry  A.  Henderson,  MD,  Madison 
John  E.  Inman,  MD,  Monroe 
Robert  J.  Jaeger,  MD,  Stevens  Point 
Stanley  A.  Korducki,  MD,  Milwaukee 


Sandra  Osborn,  MD,  Speaker  of  the  House. 


Paul  R.  Meier,  MD,  Marshfield 
Bernard  B.  Poeschel,  MD,  Eau  Claire 
Herbert  F.  Sandmire,  MD,  Green  Bay 
Walter  R.  Schwartz,  MD,  Wauwatosa 
Dorothy  V.  Skye,  MD,  Rhinelander 
Steven  D.  Stenzel,  MD,  Eau  Claire 
E.  Howard  Theis,  MD,  Fond  du  Lac 
Dennis  Worthington,  MD,  Milwaukee 

Staff  support:  Kevin  Wymore/Merry  Earll 

Mediation  and  Peer  Review 

This  commission  shall  receive,  investigate,  and  seek 
to  resolve  differences  between  physicians  and  pa- 
tients or  other  complainants,  or  between  physi- 
cians, on  matters  relating  to  quality  of  care,  and 
professional  ethics.  When  necessary,  it  shall  initiate 
disciplinary  or  other  action  as  appropriate.  It  shall 
serve  as  the  Society's  advisory  body  to  private  or 
governmental  organizations  on  matters  affecting 
medical  peer  review  including  utilization  review, 
appropriateness  of  care,  and  quality  assurance.  It 
shall  advise  and  consult  with  component  societies 
on  issues  of  peer  review,  mediation,  ethics,  and 
discipline  in  concert  with  members  of  the  Board  of 
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Directors.  It  shall  serve  as  the  initial  appellate  body 
for  peer  review  and  mediation  issues  that  are  ap- 
pealed from  local  committees  of  component  soci- 
eties. It  shall  coordinate  the  Statewide  Physician 
Health  Program. 

Bruce  B.  Berry,  MD,  Milwaukee,  1991/1994-1997 
Fernando  B.  Bersalona,  MD,  Marshfield,  1994/ 
1994-1997 

Lucille  B.  Glicklich,  MD,  Milwaukee,  1994/1994- 

1997 

Donald  R.  Gore,  MD,  Sheboygan,  1992/1994-1997, 
chair 

James  P.  Long,  MD,  Beloit,  1987/1994-1997 
George  A.  Pagels,  MD,  Racine,  1988/1994-1997 
William  A.  Wood,  MD,  Madison,  1994/1994-1997 
John  E.  Woodford,  MD,  Madison,  1992/1994-1997 
Norval  E.  Bernhardt,  MD,  Madison,  1995/1995- 

1998 

Frederick  W.  Blancke,  MD,  Madison,  1987/1995- 
1998 

James  R.  Davidson,  MD,  Monroe,  1995/1995-1998 
Kenneth  O.  Johnson,  MD,  Milwaukee,  1992/1995- 
1998 

Richard  D.  Sautter,  MD,  Marshfield,  1992/1995- 

1998 

Donald  F.  Weber,  MD,  Eau  Claire,  1992/1995-1998 
John  B.  Weeth,  MD,  La  Crosse,  1992/1995-1998 
Michael  H.  Gilman,  DO,  Milwaukee,  1994/1996- 

1999 

Todd  R.  Hendrickson,  MD,  Antigo,  1996/1996-1999 
William  J.  Henry,  MD,  Wisconsin  Rapids,  1996/ 
1996-1999 

Martin  L.  Lobel,  MD,  Milwaukee,  1993/1996-1999 
N.  Muni  Reddy,  MD,  Wauwatosa,  1996/1996-1999 
David  A.  Satchell,  MD,  Manitowoc,  1990/1996- 
1999 

Gregory  J.  Schmeling,  MD,  Milwaukee,  1996/1996- 
1999 

Virgil  L.  Sharp,  DO,  Waterloo,  representing  the 
Wisconsin  Association  of  Osteopathic 
Physicians  and  Surgeons 

Staff  support:  Anne  Bicha/Sonia  Porter 

Coordinating  Council  on  Physician  Impairment 

Gerald  C.  Kempthorne,  MD,  Spring  Green  (SMS) 
Fred  H.  Koenecke,  Jr,  MD,  Richland  Center  (SMS) 
Michael  M.  Miller,  MD,  Madison  (SMS) 

Mikki  Paterson/ Ann  Neviaser,  Madison, 
public  member  (MEB) 

Ronald  Grossman,  MD,  River  Hills  (MEB) 

Walter  R.  Schwartz,  MD,  Brookfield  (MEB) 

Staff  support:  John  LaBissoniere/ Sonia  Porter 


Managing  Committee,  Statewide  Physician 
Health  Program 

Pauline  M.  Jackson,  MD,  La  Crosse 
Gerald  C.  Kempthorne,  MD,  Spring  Green 
Fred  H.  Koenecke,  Jr,  MD,  Richland  Center 
Wesley  E.  McNeal,  MD,  Green  Bay 
Rebecca  D.C.  Niehaus,  MD,  Crandon 
Michael  M.  Miller,  MD,  Madison 
Marcia  J.  S.  Richards,  MD,  Milwaukee 

Medical  Director,  SPHP 

David  G.  Benzer,  DO,  Wauwatosa 

Staff  support:  John  LaBissoniere /Sonia  Porter 

Medicaid  Medical  Audit 

R.  Marshall  Colburn,  MD,  Oregon 
Alfred  D.  Dally,  MD,  Madison 

John  A.  DeGiovanni,  MD,  Prairie  du  Sac 
Philip  J.  Dougherty,  MD,  Menomonee  Falls 
Richard  W.  Edwards,  MD,  Richland  Center 
Charles  S.  Geiger,  Jr,  MD,  West  Bend 
Gerald  C.  Kempthorne,  MD,  Spring  Green 
D.  Mark  Lochner,  MD,  Waupaca 
Kevin  M.  Roley,  MD,  Madison 
David  A.  Satchell,  MD,  Manitowoc 
Virgil  L.  Sharp,  DO,  Waterloo,  representing  the 
Wisconsin  Association  of  Osteopathic 
Physicians  and  Surgeons 
Daniel  W.  Shea,  MD,  De  Pere 
G.  John  Weir,  Jr,  MD,  Marshfield 

Staff  support:  John  LaBissoniere/Sonia  Porter 

Medical  Liability  and  Risk  Management 

This  commission  shall  monitor  current  risk  man- 
agement developments  and  examine  the  range  of 
options  to  reduce  liability  exposure. 

S.  Marshall  Cushman,  Jr,  MD,  Racine,  1988/1994- 
1997 

Donald  L.  Feinsilver,  MD,  West  Allis,  1994/1994- 
1997 

Thomas  M.  Kidder,  MD,  Milwaukee,  1987/1994- 
1997 

Abraham  Varghese,  MD,  Milwaukee,  1994/1994- 
1997 

Michael  A.  Weiner,  MD,  Madison,  1994/1994-1997 
Laurens  D.  Young,  MD,  Milwaukee,  1993/1994- 
1997 

Gregory  B.  Buck,  MD,  Wauwatosa,  1993/1995-1998 
Joseph  C.  DiRaimondo,  MD,  Manitowoc,  1990/ 
1995-1998 

Sidney  E.  Johnson,  MD,  Marshfield,  1987/1995- 
1998,  chair 
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John  J.  Kelly,  MD,  Milwaukee,  1993/1995-1998 
Steven  L.  Lawrence,  MD,  Wauwatosa,  1989/1995- 

1998 

Daniel  W.  Shea,  MD,  DePere,  1993/1995-1998 
W.  Scott  Carpenter,  MD,  Marshfield,  1993/1996- 

1999 

Kenneth  M.  Klatt,  MD,  Madison,  1993/1996-1999 
Craig  Larson,  MD,  Milwaukee,  1996/1996-1999 
Charles  Schauberger,  MD,  La  Crosse,  1993/1996- 
1999,  vice  chair 

Steven  D.  Stenzel,  MD,  Eau  Claire,  1995/1996-1999 
Jeri  Cushman,  Racine,  Alliance 

Staff  support:  Anne  Bicha/Karen  Baier 

Medicine  and  Ethics 

This  commission  shall  be  concerned  with  the  ethi- 
cal aspects  of  medical  practice  in  order  to  permit 
discussion  of  common  problems  in  the  total  treat- 
ment and  care  of  patients;  and,  to  clarify  the  rela- 
tionship between  ethics  and  science  in  medicine. 

Philip  J.  Dougherty,  MD,  Menomonee  Falls,  1991/ 

1994- 1997 

William  J.  Hisgen,  MD,  Madison,  1995/1995-1997, 
chair 

Russell  F.  Lewis,  MD,  Madison,  1994/1994-1997 
John  K.  Scott,  MD,  Madison,  1990/1994-1997 
Rodney  W.  Sorensen,  DO,  Marshfield,  1987/1994- 

1997 

William  G.  Weber,  MD,  Oshkosh,  1991/1994-1997 
Donald  R.  Beaver,  DO,  Wauwatosa,  1992/1995-1998 
Kathleen  M.  Broad,  MD,  Superior,  1995/1995-1998 
Steven  H.  Cohen,  MD,  Milwaukee,  1993/1995-1998 
Wm.  Michael  Cross,  MD,  Green  Bay,  1992/1995- 

1998 

Armond  H.  Start,  MD,  Madison,  1993/1995-1998 
Richard  J.  Thurrell,  MD,  Madison,  1990/1995-1998, 
vice  chair 

Henry  M.  Waldren,  Jr,  MD,  Oconomowoc,  1995/ 

1995- 1998 

Richard  A.  Dart,  MD,  Marshfield,  1993/1996-1999 
Mary  H.  Frantz,  MD,  Monroe,  1995/1996-1999 
Robert  E.  Holzgrafe,  MD,  Waukesha,  1995/1996- 

1999 

Charles  L.  Junkerman,  MD,  Milwaukee,  1990/1996- 
1999 

G.  Daniel  Miller,  MD,  Dousman,  1996/1996-1999 
Kathryn  P.  Nichol,  MD,  Milwaukee,  1993/1996- 
1999 

Linda  Roetker,  Fond  du  Lac,  Alliance 
Staff  support:  Maria  Van  Cleve/Karen  Butler 


Public  Information 

This  commission  shall  be  concerned  with  the  mem- 
bers of  this  Society  and  their  image  with  the  pub- 
lic. It  shall  plan  and  execute  programs  of  effective 
public  information  and  health  education,  assist 
component  societies  in  the  conduct  of  similar  pro- 
grams, develop  effective  media  relations. 

Clarence  P.  Chou,  MD,  Mequon,  1991/1994-1997 
S.  Roger  Hirsch,  MD,  Milwaukee,  1994/1994-1997 
Bradley  L.  Manning,  MD,  Madison,  1991/1994- 

1997 

Benjamin  C.  Wedro,  MD,  La  Crosse,  1987/1994- 
1997,  chair 

Khosro  Adib,  MD,  Madison,  1994/1995-1998 
Michele  L.  Bacilli uber,  MD,  Marshfield,  1993/1995- 

1998 

Edward  G.  Kass,  MD,  Waukesha,  1994/1995-1998 
Robert  E.  Phillips,  MD,  Marshfield,  1993/1996-1999 
Jeffry  J.  Young,  DO,  Green  Bay,  1993/1996-1999 
Roberta  Baldwin,  Watertown,  Alliance 

Staff  support:  B-L  Pellicore/ Lynne  Bjorgo 

Wisconsin  Medical  Journal 

The  Wisconsin  Medical  Journal  shall  be  the  official 
journal  of  the  Society.  An  editorial  board  consist- 
ing of  the  medical  editor  as  chair  and  no  less  than 
six  additional  members  shall  be  responsible  for  all 
scientific,  editorial,  and  business  affairs  of  the  Jour- 
nal. An  editorial  director,  serving  as  chair  of  a group 
of  no  less  than  five  editorial  associates,  shall  be  re- 
sponsible for  regularly  providing  items  of  edito- 
rial opinion  for  publication  in  the  editorial  pages 
of  the  Journal. 

John  D.  Adolphson,  MD,  Colby,  1996/1996-1997 
Donald  S.  Schuster,  MD,  Madison,  1991  / 1994-1997 
Benjamin  C.  Wedro,  MD,  La  Crosse,  1993/1994- 
1997 

Charles  C.  Canver,  MD,  Madison,  1994/1995-1998 
Jeffrey  H.  Lamont,  MD,  Wausau,  1989/1995-1998 
Thomas  C.  Meyer,  MD,  Madison,  1995/1995-1998, 
chair  and  medical  editor 
Susan  F.  Behrens,  MD,  Beloit,  1991/1996-1999 
Kesavan  Kutty,  MD,  Milwaukee,  1994/1996-1999 
Charles  W.  Schauberger,  MD,  La  Crosse,  1996/ 

1996-1999 

Victor  S.  Falk,  MD,  Edgerton,  medical  editor 
emeritus 

Staff  support:  Judith  Burke/Lynne  Bjorgo 

WNA-SMS  Liaison 

This  commission  shall  be  concerned  with  devel- 
oping recommendations,  as  appropriate,  regard- 
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ing  education,  legislation,  practice  arrangements 
and  delivery  patterns;  shall  facilitate  understand- 
ing and  acceptance  by  the  professions  and  the  pub- 
lic of  changing  medical  and  nursing  relationships, 
roles  and  practices;  shall  serve  as  a consultation 
resource  in  matters  that  relate  to  joint  practice. 

SMS  members 

Paul  K.  Wegehaupt,  MD,  Rhinelander,  1996/1996- 

1997 

Arthur  E.  Angove,  DO,  Milwaukee,  1995/1995- 

1998 

Marc  F.  Hansen,  MD,  Madison,  1987/1995-1998 
Sandra  L.  Osborn,  MD,  Madison,  1990/1996-1999, 
co-chair 

WNA  members 

Ann  Conway,  RN,  Madison 
Barbara  Friedbacher,  RN,  Brookfield 
Pat  Mehring,  RN,  Mukwonago 
Claire  Meisenheimer,  PhD,  RN,  Milwaukee 
Barbara  Nichols,  RN,  Madison 

Staff  support:  Anne  Bicha /Karen  Baier 

Task  Forces 

Medical  Schools/SMS  Relations  Committee 

To  reach  areas  of  commonality  and  understanding 
and  to  develop  an  agenda  to  determine  what 
should  comprise  the  practice  of  medicine  in  the 
year  2000. 

The  effort  to  coordinate  medical  school  activi- 
ties with  the  profession  warranted  this  commit- 
ment to  listen  and  educate  its  leadership  on  prob- 
lems facing  the  colleges. 

SMS  members 

Ashley  G.  Anderson,  Jr.,  MD,  Madison 
Patricia  A.  Barwig,  MD,  Milwaukee 
Clyde  M.  Chumbley,  II,  MD,  Menomonee  Falls 
James  F.  Concannon,  MD,  Kenosha 

J.  Timothy  Harrington,  Jr.,  MD,  Madison 
Richard  A.  Feer,  MD,  Marshfield 
Albert  J.  Motzel,  Jr.,  MD,  Waukesha 

K.  Kwang  Soo,  MD,  Milwaukee 
Robert  S.  Witte,  MD,  Fa  Crosse 

MCW  members 

Edmund  H.  Duthie,  MD,  Milwaukee 
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Stanley  Kaplan,  PhD,  Milwaukee 
Janet  C.  Lindemann,  MD,  Milwaukee 
David  Schiedermayer,  MD,  Milwaukee 
Alonzo  Walker,  MD,  Milwaukee 

UW  members 

Paul  P.  Carbone,  MD,  Madison 
Theodore  Goodfriend,  MD,  Madison 
Richard  Helgerson,  MD,  Madison 
Susan  Skochelak,  MD,  Madison 

Staff  support:  Kristin  Krueger/Fisa  Lawry 

Committees  of  the  Board 

Executive 

Richard  H.  Ulmer,  MD,  Marshfield 
president  of  the  Society 
Sandra  F.  Osborn,  MD,  Verona 
president-elect  of  the  Society 
Marcia  J.S.  Richards,  MD,  Milwaukee 
immediate  past  president  of  the  Society 
Raymond  C.  Zastrow,  MD,  Milwaukee 
chair  of  the  Board 
Mark  H.  Andrew,  MD,  Viroqua 
vice  chair  of  the  Board 
Harry  J.  Zemel,  MD,  Fond  du  Lac 
chair  of  the  Finance  Committee 
Michael  C.  Reineck,  MD,  West  Bend 
speaker  of  the  House  of  Delegates 
Jerry  M.  Ingalls,  MD,  Monroe 
director  at  large 

Robert  F.  Purtell,  Jr,  MD,  Milwaukee 
director  at  large 

Ex  Officio  non-voting  members 

Mary  El  Kastelic,  Elm  Grove 
Alliance  president 
Maxine  Omdahl,  Racine 
Alliance  president-elect 

Finance 

Harry  J.  Zemel,  MD,  Fond  du  Lac,  chair 
David  J.  Deubler,  MD,  Kiel 
Stephen  D.  Hathway,  MD,  Green  Bay 
Charles  V.  Ihle,  MD,  Eau  Claire 
Jack  M.  Lockhart,  MD,  La  Crosse 
Bradley  L.  Manning,  MD,  Madison 
Marvin  G.  Parker,  MD,  Racine  ❖ 
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■ Fourth  in  a Series:  Better  by  Association 


V Vant  to  know  the  secret  to  success  in  the  21st  century?  Learn.  As  new 

technologies,  global  competition  and  other  forces  continue  to  transform  the  way 
we  work  and  do  business,  top  executives  and  front-line  employees  alike  are 
facing  increasing  pressure  to  work  smarter,  to  innovate,  and  to  deliver  sustainable 
results.  Those  who  are  thriving  in  the  face  of  change  have  something  important 
in  common:  they’re  taking  advantage  of  opportunities  to  learn. 

Associations  are  national  leaders  in  promoting  career  and  workplace  learning  in 
America.  From  basic  instruction  and  technical  education  to  management 
training  and  continuing  education  for  professionals  on  the  job,  America’s 
associations  are  helping  businesses  and  industries  create  the  intellectual  capital 
they  need  to  compete. 

How  are  we  inspiring  learning  by  association  in  America  today ? 


We're  boosting  worker  performance  and  productivity. 


We’re  bringing  manufacturers  and  educators  together  to  focus  on  new  and  better 
ways  to  prepare  students  for  the  modern  workplace.  Showing  specialists  in 
human  resources  and  training  how  to  reengineer  learning.  Training  information 
systems  professionals  to  help  their  employers  make  the  most  of  remote  business 
offices,  the  Internet  and  other  developments  in  business  technology. 


We’re  teaching  inust-liave  skills  for  a changing  economy. 


We’re  preparing  professionals  laid  off  from  the  computer  hardware,  defense  and 
electronics  industries  for  software-industry  jobs.  Teaching  medical  students  and 
doctors  how  to  maintain  the  highest  possible  standards  in  the  face  of  mounting 
downward  pressures  on  health  care  costs.  Coordinating  certification  programs 
for  environmental  professionals  to  make  sure  they  have  the  science  and 
technology  understanding  they  need. 


We're  broadening  educational  horizons  for  young  Americans. 


We’re  supporting  elementary  school  science  teachers  so  more  young  people  will 
become  skilled  scientists  and  engineers  in  the  next  century.  Using  the  Internet  to 
provide  teachers  with  an  engaging  curriculum  for  children  on  nutrition  and  how 
plants  grow.  Helping  business  school  administrators  design  courses  that  assure 
their  students  get  the  best  management  education  possible. 

Associations  are  America’s  learning  leaders.  We’re  supplying  the  information 
and  the  skills  people  need  to  spur  growth  and  opportunity  in  the  new  millen- 
nium. It’s  an  essential  task  in  an  economy  that  reminds  us  every  day  that  we  all 
have  a lot  to  learn. 


Advancing  America. 
Creating  Knowledge. 
Innovating. 

Learning. 

Ensuring  Excellence. 
Bringing  People  Together. 


Associations  Advance  America 
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Directories 


Officers  of  Wisconsin's  county  medical  societies 


Key:  president  (P),  co-president 
(COP),  president  elect  (PE),  vice 
president  (VP),  secretary  (S),  trea- 
surer (T),  secretary-treasurer  (ST), 
executive  secretary  (ES),  executive 
vice  president  (EVP),  executive  di- 
rector (ED).  As  of  7/1/96. 

Ashland-Bayfield-Iron 

P — George  A Fall,  MD 
1625  Maple  Ln 
Ashland  54806 
715-682-2558 
ST — John  M Schulz,  MD 
RR  1,  Box  66B 
Ashland  54806 
715-682-5818 

Barron-Washbum-Burnett 

P — Philip  S Henkel,  MD 
1301  Lakeshore  Dr 
Rice  Lake,  WI  54868 
715-234-1515 

VP — David  J Henningsen,  MD 
1020  Lakeshore  Dr 
Rice  Lake  54868 
715-234-9031 

T — Donald  E Riemer,  MD 
1475  Webb  St 
PO  Box  127 
Cumberland  54829 
715-822-2231 
S — Vacancy 

Brown 

P — Michael  J O'Neill,  MD 
1575  Allouez  Ave 
Green  Bay  54311 
414-469-1155 

PE — Michael  G Medich,  MD 
PO  Box  13508 
Green  Bay  54307-3508 


S — Jonathan  Thomas,  MD 
1575  E Allouez  Ave 
Green  Bay  54301 
414-469-1155 
T — Roger  C Wargin,  MD 

613  Ridgeview  Ct 
Green  Bay  54301-1439 
414-336-2380 

Calumet 

P — Ricarte  E Lozada,  MD 
W2143  Debra  Ct 
Chilton  53014 
414-849-2386 

ST — William  E Hannon,  MD 

614  Memorial  Dr 
Chilton  53014 
414-849-2386 

Chippewa 

P — Jerry  A Gehl,  MD 
2655  County  Road  Hwy  I 
Chippewa  Falls  54729 
715-723-8827 
ST — Paul  Schaus,  MD 
2655  County  Road  Hwy  I 
Chippewa  Falls  54729 
715-720-2337 

Clark 

P — Demetrio  C Maguigad,  MD 
216  Sunset  PI 
Neillsville  54456 
715-743-3101 

ST — Florentino  E Lleva,  MD 
216  Sunset  PI 
Neillsville  54456 
715-743-3101 

Columbia-Marquette-Adams 

P — Beatriz  Somoza,  MD 
PO  Box  89 
Oxford  53952 
608-589-5181 


S — Stewart  F Taylor,  Jr,  MD 
PO  Box  320 
Portage  53901 
608-742-4242 

T — Raymundo  M Verzosa,  MD 
2315  Hamilton  St 
Portage  53901 

Crawford 

P — Michael  S Garrity,  MD 
610  E Taylor  St 
Prairie  du  Chien  53821 
608-326-6466 
ST — Vacancy 

Dane 

P — Bruce  K Jacobson,  MD 
345  W Washington  Ave 
PO  Box  222 
Madison  53703 
608-252-8580 

PE — Robert  A McDonald,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 
608-252-8000 
VP — Steven  L Oreck,  MD 
345  W Washington  Ave 
PO  Box  222 
Madison  53703 
608-252-8580 

ST — John  C McDermott,  MD 
2130  University  Ave 
Madison  53705 
608-263-8988 
ED — James  Hoegemeier 
PO  Box  1109 
Madison  53701-1109 
608-283-5412 

Dodge 

P — Richard  P Jennings,  DO 
148  Warren 
Beaver  Dam  53916 

414-887-8646 

Continued  on  next  page 
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ST— Joel  D Miller,  DO 
801  S University 
Beaver  Dam  53916 
414-885-3369 
ES — Shirley  Dinsch 
1008  W Burnett  St 
Beaver  Dam  53916 
414-885-4726 

Door-Kewaunee 

P — Michael  S Bruno,  MD 
330  S 16th  Place 
Sturgeon  Bay  54235 
414-746-0510 
ST — Vacancy 

Douglas 

P — James  A Roberts,  MD 
3600  Tower  Ave 
Superior  54880 
715-392-8111 
ST — Vacancy 

Eau  Claire-Dunn-Pepin 

P— Edgar  O Hicks,  MD 

836  Richard  Dr 

Eau  Claire  54701 

715-834-2701 

ST — Robert  J Fabiny,  MD 

733  W Clairemont  Ave 

PO  Box  1510 

Eau  Claire  54702-1510 

715-838-5222 

Fond  du  Lac 

P — John  B Butler,  MD 

318  Cottage  Ave 

Fond  du  Lac  54935 

PE — Jonathan  Gedye,  MD 

W5143  Golf  Vu  Dr 

Fond  du  Lac  54935 

414-929-1580 

ST — Thomas  G Schneider,  MD 
50  N Portland  St 
Fond  du  Lac  54935 
414-924-3600 

Forest 

P — E Frank  Castaldo,  MD 
Box  98 
Laona  54541 


Grant 

P — Beth  Hothan-Zielinski,  MD 

1370  N Water 

Platteville  53818 

608-252-8000 

PE — Eric  A Nagle,  MD 

5595  Green  River  Rd 

Fennimore  53809 

608-375-2424 

ST — William  P Fast,  MD 

208  Parker  St 

Boscobel  53805 

608-375-4144 

Green 

P — George  E Breadon,  MD 
515  - 22nd  Ave 
Monroe  53566-1569 
608-328-7378 

VP — Annette  Z Stormont,  MD 
515 -22nd  Ave 
Monroe  53566 
608-324-2000 
S — Vasudev  M Patel,  MD 
3015  - 16th  St 
Monroe  53566 
608-325-1005 

T — James  P Maynard,  MD 
515  - 22nd  Avenue 
Monroe  53566-1567 
608-324-2000 

Green  Lake-Waushara 

P — Vacant 

ST — Barry  L Rogers,  MD 
PO  Box  20 
Berlin  54923-0020 

Iowa 

P — Young  I Kim,  MD 
829  S Iowa  St 
Dodgeville  53533 
608-935-9336 
ST — Vacancy 

Jefferson 

P — Renato  S Estrella,  MD 
123  Hospital  Dr  #1000 
Watertown  53098-3320 
414-261-6162 

ST — Aurora  M Estrella,  MD 
123  Hospital  Dr  #1000 
Watertown  53098-3320 
414-261-6162 


Juneau 

P— David  M Hoffmann,  MD 
1040  Division  St 
Mauston  53948 
608-847-5000 

ST — Nancy  E B Ness,  MD 
1040  Division  St 
Mauston  53948 
608-847-5000 

Kenosha 

P — James  Concannon,  MD 
6308  - 8th  Ave 
Kensoha  53143 
414-656-2367 

PE — J Christopher  Noonan,  MD 
6308  - 8th  Ave 
Kenosha  53143 
414-656-8297 

ST — Meredith  C Clubb,  MD 
6308  Eighth  Ave  #503 
Kenosha  53143 
414-656-8213 
ES — Robert  P Isetts 
5525  Green  Bay  Rd 
Kenosha  53144 
414-657-2060 

La  Crosse 

P — Scott  D Beede,  MD 

800  West  Ave  S 

La  Crosse  54601 

608-782-9760 

PE — Gary  L Bryant,  MD 

1836  South  Avenue 

La  Crosse  54601 

608-782-7300 

ST — Gary  A Susag,  MD 

1836  South  Ave 

La  Crosse  54601 

608-782-7300 

Lafayette 

P — Joseph  P Gibes,  MD 
731  Clay  St 
Darlington  53530 
608-776-4497 

VP — Robert  Bernardoni,  MD 
731  Clay  St 
Darlington  53530 
608-776-4497 

ST — Lori  L Neumann,  MD 
731  Clay  St 
Darlington  53530 
608-776-4497 
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Langlade 

P — Gary  M Hegranes,  MD 
N1389  Maple  Road 
Antigo  54409-9032 
715-449-2539 
ST — Jay  Turnbull,  MD 
110  E Fifth  Ave 
Antigo  54409-2794 
715-623-2351 

Lincoln 

P — Carl  J Viviano,  MD 
PO  Box  177 
Merrill  54452 
715-536-6988 

VP — Jeffrey  L Moore,  MD 
1205  O'Day  St 
Merrill  54452 
715-536-9511 

ST — Joseph  W Babiarz,  MD 
PO  Box  177 
Merrill  54452 
715-536-6988 

Manitowoc 

P — Diana  J Lampsa,  MD 
1314  Memorial  Dr 
Manitowoc  54220 
414-683-9500 
ST — Syed  A Rizwan,  MD 
1812  Sharon  Ln 
Manitowoc  54220 
414-683-5410 

Marathon 

P — Kevin  T Flaherty,  MD 
614  First  Street 
PO  Box  689 
Wausau  54402-0689 
715-845-8201 

PE — Jeffrey  H Lamont,  MD 
2727  Plaza  Dr 
Wausau  54401 
715-847-3000 

ST — William  C Nietert,  MD 

1840  CTH  XX 

Mosinee  54455 

715-359-9476 

ES — Lorraine  W Kordus 

PO  Box  6190 

Wausau  54402-6190 

715-845-6231 


Marinette-Florence 

P — Dean  A Magnin,  MD 
3130  Shore  Dr 
PO  Box  18 
Marinette  54143 
715-735-7421 

ST — Szabolcz  I Fejer,  MD 
3130  Shore  Dr 
PO  Box  18 
Marinette  54143 
715-735-7421 

Milwaukee 

P — John  R Petersen,  MD 

1332  N 122nd  St 

Wauwatosa  53226 

PE — James  D Buck,  MD 

8430  W Capitol  Dr 

Milwaukee  53222 

414-466-4446 

ST — Ron  H Stark,  MD 

2949  N Mayfair  Rd  #300 

Milwaukee  53222 

414-258-2323 

EVP — Betsy  K Adrian 

1126  S 70th  St,  #S507 

Milwaukee  53214 

414-475-4750 

Monroe 

P — Judy  K Lottmann,  MD 

315  W Oak  St 

PO  Box  250 

Sparta  54656 

608-269-6731 

ST — Michael  T Pace,  MD 

315  W Oak  St 

PO  Box  250 

Sparta  54656 

608-269-6731 

Oconto 

P — William  J Wittman,  MD 

815  S Main  St 

Oconto  Falls  54154 

414-846-3092 

VP — John  S Honish,  MD 

PO  Box  260 

Oconto  54153 

414-834-4110 

ST — Robert  Artwich,  MD 
815  S Main  St 
Oconto  Falls  54154 
414-846-3092 


Oneida-Vilas 

P — Lee  A Swank,  MD 
1020  Kabel  Ave 
Rhinelander  54501 
715-369-7715 
ES — Jeanne  Cihla 
1020  Kabel  Ave 
Rhinelander  54501 
715-369-7758 

Outagamie 

P — Richard  A Johnson,  MD 
1165  Appleton  Rd 
PO  Box  8005 
Menasha  54952-8005 
414-727-7600 

VP — Peter  V Podlusky,  MD 
1506  S Oneida  St 
Appleton  54915 
ST — Vacancy 
ES — Dolores  Ebben 
PO  Box  1902 
Appleton  54912-1902 
414-734-5951 

Ozaukee 

P — Gregory  Gnadt,  MD 
4922  Colombia  Rd 
Cedarburg  53012 
414-375-4430 
ST— Scot  A Wilfong,  DO 
1317  W Grand  Ave 
Port  Washington  53074 
414-284-6588 

Pierce-St  Croix 

P — David  M Wilhelm,  MD 
1687  Division  St 
River  Falls  54022 
715-425-6701 

PE — Bruce  G Elanson,  MD 
821  W Eighth  St 
New  Richmond  54017 
715-246-6911 

ST — Leonard  B Torkelson,  MD 
1380  Franklin  St 
Baldwin  54002 

Polk 

P — Carl  W Hansen,  MD 
208  Adams  St  S 
St  Croix  Falls  54024 
715-483-3221 


Continued  on  next  page 
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ST — Arne  T Lagus,  MD 
208  S Adams  St 
PO  Box  739 
St  Croix  Falls  54024 
715-483-3221 

Portage 

P — John  K Paulson,  MD 
2501  Main  St 
Stevens  Point  54481 
715-344-4120 

ST — William  H Benn,  MD 
247  Depot  St 
Rosholt  54473 
715-677-3522 

Price 

P— -Everin  C Houkom,  MD 

205  Linden  Street 

Post  Office  Box  190 

Park  Falls  54552 

715-762-3212 

ST — Joseph  F Boero,  MD 

205  Linden  Street 

PO  Box  190 

Park  Falls  54552 

715-762-3212 

Racine 

P — Gregory  A Shove,  MD 
3807  Spring  St 
Racine  53405 
414-631-8372 

PE — Mark  E DeCheck,  MD 
3803  Spring  St  #105 
Racine  53402 
414-634-6679 
S — Carol  W Potts,  MD 
1622  S Main  St 
Racine  53403 

T — S Marshall  Cushman,  MD 
3831  Lighthouse  Dr 
Racine  53402 
414-637-6106 
ES — John  Bjelajac 
PO  Box  1422 
Racine  53401-1422 
414-634-0702 

Richland 

P— Kay  M Balink,  MD 
PO  Box  10 

Spring  Green  53588-0010 
608-588-7413 
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VP— John  M Wentz,  MD 
ST — John  M Wentz,  MD 
RR  4,  Box  205A 
Richland  Center  53581 
608-647-6321 

Rock 

P — Kathleen  M Wick,  MD 

1904  Huebbe  Parkway 
Beloit  53511 
608-365-7767 

VP — David  C Murdy,  MD 

580  N Washington 

PO  Box  551 

Janesville  53547-0551 

608-755-3500 

ST — Larry  M Ojeda,  MD 

1905  E Huebbe  Pkwy 
Beloit  53511 
608-364-2230 

Rusk 

P — Rebecca  J Allen,  MD 
906  W College  Ave 
Ladysmith  54848 
715-532-2345 
ST — Vacancy 

Sauk 

P — Edward  Bueno,  MD 
S5099  Rock  Hill  Rd 
Baraboo  53913 
608-356-5561 
ST — Vacancy 

Sawyer 

P — Kathy  J Keimig,  MD 
Route  6,  Box  6356 
Hayward  54843 
715-634-8736 

VP — Modesto  M Ferrer,  MD 
Route  2,  Box  2750 
Hayward  54843 
ST — John  McKevett,  DO 
Route  3,  Box  3998 
Hayward  54843 
715-634-2681 

Shawano 

P — Ralph  D Petty,  MD 
117  E Green  Bay  St 
Shawano  54166 
715-524-2161 


ST — Gregory  B Thatcher,  MD 
117  E Green  Bay  St 
Shawano  54166-2495 
715-524-2161 

Sheboygan 

P — Patrick  R Marsho,  MD 
904  N Nineth  St 
Sheboygan  53081 
414-457-4438 

ST — Joseph  F Golubski,  DO 
2629  N Seventh  St 
Sheboygan  53083 
414-451-5699 

Taylor 

P — Susan  J Frazier,  MD 
101  N Gibson  Ave 
Medford  54451 
715-748-2121 

VP — Michael  A Haase,  MD 
101  N Gibson  Ave 
Medford  54451 
715-748-2121 

ST — Walther  W Meyer,  MD 
612  E Perkins  St 
Medford  54451 
715-748-2121 

Trempealeau-Jackson-Buffalo 

P — James  O Steele,  MD 
PO  Box  128 
Independence  54747 
715-985-2351 

ST — William  V Roberts,  MD 
W20581  Howley  Ln 
Arcadia  54612-8282 
608-323-7775 

Vernon 

P — Mark  H Andrew,  MD 
507  S Main  St 
Viroqua  54665 
608-637-2101 
VP — Jeffrey  F Menn,  MD 
318  W Decker  St 
Viroqua  54665 

ST — Rolando  A Macasaet,  MD 
318  W Decker  St 
Viroqua  54665 
608-637-3174 
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Walworth 

P — Juanilito  N Seldera,  MD 
255  Havenwood  Dr 
Lake  Geneva  53147 
414-248-8527 

VP — Craig  J Johnson,  MD 
PO  Box  358 
Williams  Bay  53191 
414-741-2298 
ST — Chad  A Kort,  MD 
20  N Church  St 
Elkhorn  53121 
414-723-6666 

Washington 

P — William  J Listwan,  MD 
205  Valley  Ave 
West  Bend  53095 
414-338-5321 

VP — William  M Claybaugh,  MD 

2500  N Mayfair  Rd  #201 

Milwaukee  53226 

414-476-4242 

ST— John  G Fink,  MD 

824  S Silverbrook  Dr 

West  Bend  53095 

414-334-8287 


Waukesha 

P — Robert  O Buss,  MD 
1525  Hamilton 
Brookfield  53045 
414-786-2875 
PE — Julie  N Larsen,  MD 
718  Lake  Rd 
Oconomowoc  53066 
414-797-8808 
S — Randi  W Hart,  MD 
725  American  Ave 
Waukesha  53186 
414-544-2431 
T— John  J Kelly,  MD 
2500  Mayfair  Rd  #450 
Milwaukee  53226 
414-475-9300 
ES — Robert  Herzog 
850  Elm  Grove  Rd,  #1 1 
Elm  Grove  53122 
414-784-3747 

Waupaca 

P — Alan  D Strobusch,  MD 
710  Riverside  Dr 
Waupaca  54981 
715-258-1160 
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VP — Robert  L Peterson,  MD 
902  Riverside  Dr  #201 
Waupaca  54981-1973 
715-258-8898 

ST — Donn  D Fuhrmann,  MD 
1420  Algoma  Street 
New  London  54961 
414-982-7240 

Winnebago 

P — George  W Arndt,  MD 
706  E Forest  Ave 
Neenah  54956 
ST — James  E Cauley,  MD 
400  Ceape  Ave 
Oshkosh  54901 
414-236-3238 

Wood 

P — Ali  K Choucair,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5511 

VP — John  W McDonough,  DO 
4540  Church  Ave 
Wisconsin  Rapids  54494 
715-421-5257 
ST — Richard  A Dart,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5511  ❖ 


Timothy  G.  McAvoy,  MD  and  Cliff  Tenner,  MD,  line  up  to  speak  on  a resolution  during  the 
House  of  Delegates  session. 
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Officers  of  the  SMS  specialty  and  special  sections 


Key:  chair  (C),  co-chair  (COC), 
chair  elect  (CE),  vice  chair  (VC), 
secretary  (S),  treasurer  (T),  secre- 
tary-treasurer (ST),  delegate  (D), 
alternate  delegate  (AD),  AMA  del- 
egate ( AMAD),  AMA  alternate  del- 
egate (AMA  AD).  As  of  7/1/96. 

Allergy  and  Clinical  Immunology 

C — Marshall  E Cusic,  Jr,  MD 

1000  N Oak  Ave 

Marshfield  54449-5777 

715-387-5186 

VC — John  E Basich,  MD 

10950  W Forest  Home 

Hales  Corners  53130 

414-425-5750 

ST— Reid  M Olson,  MD 

1313  Fish  Hatchery  Rd 

Madison  53715 

608-252-8291 

D — Vacancy 

AD — Steven  H Cohen,  MD 
5020  W Oklahoma  Ave 
Milwaukee  53219-4543 
414-546-1110 

Anesthesiology 

C — Edwin  T Mathews,  MD 
9200  W Wisconsin  Ave 
PO  Box  26099 
Milwaukee  53226-3596 
414-257-6269 
ST — W Stuart  Sykes,  MD 
1005  Columbia  Rd 
Madison  53705 
608-233-2764 

D — Paul  G Spottswood,  MD 
6308  Eighth  Ave 
Kenosha  53143 
414-656-2690 

AD — Edwin  Tee  Mathews,  MD 

Cardiology 

C — Michael  P Cinquegrani,  MD 
8700  W Wisconsin  Ave 
Milwuakee  53226 
414-257-6073 

D — Michael  P Cinquegrani,  MD 
AD — Lee  S Warm,  MD 
2901  W KK  River  PKwy  #575 
Milwaukee  53215 
414-649-3599 
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Cardiothoracic  Surgery 

C — Charles  C Canver,  MD 
H4/352  UW  CSC 
600  Highland  Ave 
Madison  53792 
608-262-3858 

D — Charles  C Canver,  MD 

Dermatology 

C — Vacancy 

ST — Vacancy 

D — Donald  J Miech,  MD 

1000  N Oak  Ave 

Marshfield  54449 

715-387-5511 

AD — Vacancy 

Emergency  Medicine 

C — Peter  Holzhauer,  MD 
15875  Ridgefield  Ct 
Brookfield  53005 
414-769-9000 

S — Thomas  Luetzow,  MD 
N7406  County  Trunk  E 
Watertown  53094 
414-544-2267 
D — Peter  Holzhauer,  MD 
15875  Ridgefield  Ct 
Brookfield  53005 
414-769-9000 
AD — Vacancy 

Family  Physicians 

C — Daniel  R Sherry,  MD 
230  Cairns 
Ellsworth  54011 
715-273-5061 

CE — Bradley  J Fedderly,  MD 
902  Milwaukee  Ave 
South  Milwaukee  53172 
414-762-2120 

VC — Anne  E Griffiths,  MD 
128  N Tratt  St 
Whitewater  53190 
414-473-4548 
ST — Vacancy 
D — George  L Gay  Jr,  MD 
PO  Box  28 
Cambridge  53523 
608-423-3251 


AD — Ann  R Berlage,  MD 
130  Warren  St  #214 
Beaver  Dam  53916 
414-885-4433 

Group  Practice 

D — Philip  J Dahlberg,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 
AD — Vacancy 

Hospital  Medical  Staff 

C — Edward  R Winga,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 
D — Paul  A Wertsch,  MD 
4221  Venetian  Ln 
Madison  53704 
608-221-1501 

AD — Masood  Wasiullah,  MD 
2000  E Layton  Ave 
Milwaukee  53207 
414-744-6589 

Internal  Medicine 

C — Daniel  L Johnson,  MD 
2211  Stout  Rd 
Menomonie  54751 
715-235-9671 

CE — Gregory  A Shove,  MD 

3807  Spring  St 

Racine  53405 

414-631-8372 

ST — John  K Paulson,  MD 

2501  Main  St 

Stevens  Point  54481-4026 

715-342-7730 

D — Gregory  A Shove,  MD 
AD — John  K Paulson,  MD 

International  Medical  Graduates 

C — Miguel  T Galang,  Jr,  MD 
9008  W Burleigh  St 
Milwaukee  53222 
414-871-4070 

VC — Robert  M Stern,  MD 
5000  W Chambers  St 
Milwaukee  53210 
414-447-2089 
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ST — Jose  M Moreno,  MD 
100  Cherokee  Cir 
Fox  Point  53217 
D — Patricio  F Viernes,  MD 
13845  W Capitol  Dr 
Brookfield  53005 
414-783-5510 
AD — Vacancy 

Long-term  Care 

C — Michael  Fehrer,  MD 

8105  W Lisbon  Ave 

Milwaukee  53222 

414-445-5712 

CE — Robert  P Smith,  MD 

1313  W Seminary 

PO  Box  649 

Richland  Center  53581 

608-647-6161 

S — Vacancy 

T — Richard  S Kane,  MD 
945  N 12th  St 
PO  Box  17932 
Milwaukee  53217 
414-283-7300 
D — Bruce  A Kraus,  MD 
1511  Park  Avenue 
PO  Box  310 
Columbus  53925-0310 
414-623-2323 

AD — Richard  S Kane,  MD 

Medical  Faculties 

C — Vacancy 

Medical  Students~MCW 

COC — Jeffrey  Roh 
13415  W Fountain  Dr  #103 
New  Berlin  53151 
COC — Peter  Hoepfner 
934  Robertson 
Wauwatosa  53213 
D — Lycia  Corkran 
8202  Avon  Ct  #4 
Wauwatosa  53213 
AD — Charlie  Hu 
8510  Watertown  Plank  Rd  #3 
Milwaukee  53226 

Medical  Students— UW 

C — Jessica  Bartell 
2520  Kendall  Ave  #1 
Madison  53705 


D — Jessica  Bartell 
AD — Vacancy 

Neurology 

C — Kevin  H Ruggles,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5511 

CE — Denis  C Nathan,  MD 

2002  W Howard  Ave 

Milwaukee  53221 

D — Gamber  F Tegtmeyer,  Jr,  MD 

6334  Landfall  Dr 

Madison  53705 

AD — R Clarke  Danforth,  MD 

7450  N Pierron  Dr 

Glendale  53209 

Neurosurgery 

C — Thomas  A Lyons,  MD 
900  E Grant  St 
Appleton  54911 
414-749-9926 

CE — James  P Hollowell,  MD 
9200  W Wisconsin  Ave 
Milwaukee  53226 
414-454-5434 
ST — Spencer  J Block,  MD 
1244  Wisconsin  Ave  #300 
Racine  53403 
414-637-6106 

D — Mohammed  Rafiullah,  MD 
3001  Michigan  Blvd 
Racine  53402 
AD — Vacancy 

Obstetrics-Gynecology 

C — Robert  J Jaeger,  MD 
3291  Thompson  Ct 
Stevens  Point  54481 
715-344-4120 

VC — Michael  Schellpfeffer  MD 
1400  - 75th  St 
Kenosha  53140 
414-658-2133 

ST — Frederick  G Sehring,  MD 
720  S Van  Buren  St 
Green  Bay  54301 
414-433-9000 

D — Dennis  A Sobczak,  MD 
19475  W North  Ave  #400 
Brookfield  53045 
414-780-4000 
AD — Vacancy 


Ophthalmology 

C — Kevin  T Flaherty,  MD 

614  First  St 

PO  Box  689 

Wausau  54402 

715-845-8201 

CE — Vacancy 

ST— Jack  L Hughes,  MD 

2500  N Mayfair  Rd  #200 

Milwaukee  53226 

414-259-1930 

D — Jack  L Hughes,  MD 

AD — Vacancy 

Orthopaedics 

C — Michael  Major,  MD 
2350  WVillard  Ave  #111 
Milwaukee  53209 
414-464-8880 

CE— John  R Whiffen,  MD 
20  S Park  St  #455 
Madison  53715 
608-282-8370 

ST — Patrick  W Cummings,  Jr,  MD 
19475  W North  Ave 
Brookfield  53045 
414-786-3090 

D — James  A Rydlewicz,  MD 
5233  W Morgan  Ave 
Milwaukee  53220 
414-321-8960 
AD — Vacancy 

Otolaryngology 

C — Dennis  E Feider,  MD 
3807  Spring  St 
Racine  53405 
414-631-8210 

CE — Douglas  W Peterson,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5245 

ST- — Thomas  M Kidder,  MD 
9200  W Wisconsin  Ave 
Milwaukee  53226-3522 
414-454-5584 
D — Paul  M Fleming,  MD 
2414  Kohler  Memorial  Dr 
Sheboygan  53081 
414-457-4461 
AD — Vacancy 

Pathology 

C — Ronald  R Martins,  MD 
1855  Hollyhock  Ln 
Elm  Grove  53122 
414-544-2287 


460 


Wisconsin  Medical  Journal  • July  1996 


ST — Katherine  M Bayliss,  MD 
725  American  Ave 
Waukesha  53186 
414-544-2287 

D — Ronald  R Martins,  MD 
AD — Raymond  C Zastrow,  MD 
2400  W Villard  Ave 
Milwaukee  53209 
414-527-8404 

Pediatrics 

C — Joanne  A Selkurt,  MD 
1933  Park  St 
Whitehall  54773 
715-538-4355 
ST — Vacancy 

D — Carl  S L Eisenberg,  MD 
3003  W Good  Hope  Rd 
PO  Box  17300 
Milwaukee  53217 
414-352-3100 
AD — Vacancy 

Physical  Medicine 
and  Rehabilitation 

C — Ephrem  Thoppil,  MD 

2900  W Oklahoma  Ave 

PO  Box  2901 

Milwaukee  53201-2901 

414-649-7706 

VC — Jerome  Lerner,  MD 

12630  W North  Ave  #E 

Brookfield  53005 

414-789-6884 

ST — Jerome  Lerner,  MD 

D — Vacancy 

AD — Vacancy 

Plastic  Surgery 

C — Andreas  Doermann,  MD 
2015  E Newport  #401 
Milwaukee  53211 
414-263-1700 

D — Andreas  Doermann,  MD 

Preventive  Medicine 

C — Jane  K Sliwinski,  MD 
1551  Dousman  St 
Green  Bay  54301 
414-496-4700 

D — Henry  A Anderson  III,  MD 
1414  E Washington  Ave  #227 
Madison  53703 
AD — Jane  K Sliwinski,  MD 


Psychiatry 

C — Lucille  Glicklich,  MD 
2000  W Kilbourn  Ave 
Milwaukee  53233 
414-937-5492 

CE — Kenneth  I Robbins,  MD 
301  Troy  Dr 
Madison  53704 
608-243-2544 
S — Margaret  J Seay,  MD 
1531  S Madison  #530 
Appleton  54915 
414-738-2727 
T — Clarence  Chou,  MD 
9501  Watertown  Plank  Rd 
Wauwatosa  53226 
414-257-7553 

D — Kenneth  I Robbins,  MD 
AD — Vacancy 

Radiation  Oncology 

C — J Frank  Wilson,  MD 
8700  W Wisconsin  Ave 
Milwaukee  53226 
414-257-5636 
VC — Carl  E Olson,  MD 
9910  N Corey  Ln 
Mequon  53092 
414-291-1075 
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S — Wingate  F Clapper,  MD 
725  American  Ave 
Waukesha  53188 
414-544-2439 

T — Mitchell  H Pincus,  MD 
7045  N Belmont  Ln 
Fox  Point  53217 
414-649-6420 
D — Sally  M Schlise,  MD 
916  S Monroe 
Green  Bay  54301 
414-433-8184 
AD — Vacancy 

Radiology 

C — Robert  F Matzke,  MD 
PO  Box  5003 
Janesville  53547-5003 
608-756-6741 

CE — Marcia  J S Richards,  MD 
2900  W Oklahoma  Ave 
PO  Box  2901 
Milwaukee  53201-2901 
414-649-6420 

ST — Michael  A San  Dretto,  MD 
1209  S Commerical  St 
Neenah  54956 
414-722-1582 


Continued  on  next  page 


Students  address  the  House  of  Delegates.  Jessica  Bartell,  UW-Madison  at 
microphone  and  Lycia  Corkran  from  the  Medical  College  of  Wisconsin. 
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D — Timothy  T Flaherty,  MD 
1209  S Commercial  St 
Neenah  54956 
414-722-1582 
AD — Vacancy 

Residents 

C — Charles  J Rainey,  MD 
9590  N Range  Line  Rd 
River  Hills  53217 
414-257-7885 

VC — Patricia  J Hantsch,  MD 

626  E Kilbourn  Ave  #80 7 

Milwaukee  53202 

414-259-1414 

ST — Kevin  L Smith,  MD 

3178  S 29th  St 

Milwaukee  53215 

D — Michael  D D'Amico,  MD 

2901  W KK  River  Pkwy  #205 

Milwaukee  53215 

414-649-6732 

AD — David  Drake 

PO  Box  340186 

Milwaukee  53234 

Surgery 

C — John  R Pellett,  MD 

H4/348  UW  CSC 

600  Highland  Ave 

Madison  53792 

608-263-6311 

CE — Barry  J Seidel,  MD 

PO  Box  1390 

Minocqua  54548 

715-356-3292 

ST — Vacancy 

D — James  P Quenan,  MD 

209  - 4th  Ave  West 

Shell  Lake  54871 

715-468-2711 

AD — Rodney  W Malinowski,  MD 
3807  Spring  St 
Racine  53405 
414-631-8011 


Thoracic  Medicine 

AD — Randle  E Pollard,  MD 

C — Pamela  A Wilson,  MD 

2040  W Wisconsin  Ave  #508 

H6/380  UW  CSC 

Milwaukee  53233 

600  Highland  Ave 
Madison  53792-3240 

414-344-3360 

608-263-3035 

Young  Physicians 

ST — Vacancy 

C — Evan  K Saunders,  MD 

D — Edward  R Winga,  MD 

2901  W KK  River  Pkwy  #417 

1836  South  Avenue 

Milwaukee  53215 

La  Crosse  54601 

414-649-3313 

608-782-7300 

CE — Christopher  Stroud,  MD 

AD — Vacancy 

1905  Huebbe  Pkwy 
Beloit  53511 

Urology 

608-364-2200 

C — Vacancy 

D — Edwin  Overholt  II,  MD 

D — Thomas  W Wood,  MD 

1836  South  Avenue 

3807  Spring  St 

La  Crosse  54601 

Racine  53405 

608-782-7300 

414-631-8011 

AD — Vacancy 

AM  AD — Christopher  Stroud,  MD 

Charles  j.  Rainey,  MD,  Michael  J.  Armstrong,  MD,  Mike  Bigelow  and  Frank  J. 
Salvi,  MD. 
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Officers  of  Wisconsin  specialty  societies 


Key:  president  (P),  president  elect 
(PE),  vice  president  (VP),  secretary 
(S),  treasurer  (T),  secretary-trea- 
surer (ST),  secretary-treasurer  elect 
(STE),  executive  director  (ED),  ex- 
ecutive secretary  (ES),  chapter  ad- 
ministrator (CA).  As  of  7/1/96. 

Wisconsin  Allergy  Society 

P — Marshall  E Cusic,  Jr,  MD 

1000  N Oak  Ave 

Marshfield  54449 

715-387-5186 

VP — John  E Basich,  MD 

10950  W Forest  Home  Ave  #202 

Hales  Corners  53130 

414-425-5750 

ST— Reid  M Olson,  MD 

1313  Fish  Hatchery  Rd 

Madison  53715 

608-252-8291 

Wisconsin  Society 
of  Anesthesiologists 

P — Edwin  L Mathews,  MD 
9200  W Wisconsin  Ave 
PO  Box  26099 
Milwaukee  53226-3596 
414-257-6269 

PE — Chris  E Humphrey,  MD 
2107  Heights  Drive 
Eau  Claire  54701 
715-836-7611 

ST — W Stuart  Sykes,  MD 
1005  Columbia  Rd 
Madison  54701 
608-233-2764 

Wisconsin  Chapter: 

American  College  of  Cardiology 

P — Lee  S Warm,  MD 
2901  W KK  River  Pkwy  #575 
Milwaukee  53215 
414-649-3580 
S — Charles  Canver,  MD 
H4/352  UW  CSC 
600  Highland  Ave 
Madison  53792-3236 
608-262-3858 
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Wisconsin  Dermatology  Society 

P — James  N Icken,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 
608-252-8104 

ST — Marcey  Neuburg,  MD 
11352  N Bumtrock  Ave 
Mequon  53092 

Wisconsin  Chapter:  American 

College  of  Emergency  Physicians 

P — Edward  Barthell,  MD 

125  E Barkwood  Ct 

Mequon  53092 

414-290-6700 

S — Jill  P Harman,  MD 

844  Millbrook 

Neenah  54956-1249 

414-731-2041 

T— Timothy  J Hill,  MD 

W303  N1694  Arbor  Dr 

Delafield  53108-2144 

414-569-9119 

ED — Karen  Teske-Osborne,  MSN 
PO  Box  259282 
Madison  53725-9282 
608-831-9110 

Wisconsin  Academy 
of  Family  Physicians 

P — Daniel  R Sherry,  MD 
230  Cairns 
Ellsworth  54011 
715-273-5061 

PE — Bradley  J Fedderly,  MD 
902  Milwaukee  Ave 
South  Milwaukee  53172 
414-762-2120 

VP — Anne  E Griffiths,  MD 
128  N Tratt  St 
Whitewater  53190 
414-473-4548 

ST — Douglas  J Bower,  MD 
1000  N 92nd  Street 
Milwaukee  53226 
414-456-4722 
ES — Robert  H Herzog 
850  Elm  Grove  Rd 
Elm  Grove  53122 
414-784-3656 


Wisconsin  Society 
of  Internal  Medicine 

P — Daniel  L Johnson,  MD 
2211  Stout  Road 
Menomonie  54751 
715-235-9671 
Fax  715-235-5020 
PE — Gregory  A Shove,  MD 
2405  Northwestern  Ave 
Racine  53404 
414-635-6411 

ST — John  K Paulson,  MD 
2501  Main  St 
Stevens  Point  54481 
715-341-8044 

Wisconsin  Neurological  Society 

P — Kevin  Ruggles,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5511 

PE — Denis  C Nathan,  MD 

2002  W Howard  Ave 

Milwaukee  53221 

VP — Nancy  Whipple  Spencer,  MD 

2915  Colgate  Road 

Madison  53705 

ST — Piero  Antuono,  MD 

9200  W Wisconsin  Ave 

Wauwatosa  53226 

Wisconsin  Neurosurgical  Society 

P — Thomas  A Lyons,  MD 
900  E Grant  St 
Appleton  54911 
414-749-9926 

PE — James  P Hollowell,  MD 
9200  W Wisconsin  Ave 
Milwaukee  53226 
414-454-5434 
ST — Spencer  J Block,  MD 
1244  Wisconsin  Ave  #300 
Racine  53403 
414-637-6106 

Wisconsin  Section: 

American  College 
of  Obstetrics  and  Gynecology 

P — Robert  J Jaeger,  MD 
3291  Thompson  Ct 
Stevens  Point  54481 
715-344-4120 

Continued  on  next  page 
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PE — Michael  Schellpfeffer,  MD 
1400  - 75th  St 
Kenosha  53140 
414-658-2133 

ST — Frederick  G Sehring,  MD 
720  S Van  Buren  St 
Green  Bay  54301 
414-433-9000 
ES — Robert  Herzog 
850  Elm  Grove  Rd  #1 1 
Elm  Grove  53122 
414-784-3646 

Wisconsin  Society 
of  Obstetrics  and  Gynecology 

P — Robert  J Jaeger,  MD 
3291  Thompson  Ct 
Stevens  Point  54481 
715-344-4120 

PE — Michael  Schellpfeffer,  MD 
1400  - 75th  Street 
Kenosha  53140 
414-658-2133 

ST- — Frederick  G Sehring,  MD 
720  S Van  Buren  St 
Green  Bay  54301 
414-433-9000 
ES — Robert  Herzog 
850  Elm  Grove  Rd  #1 1 
Elm  Grove  53122 
414-784-3646 

Wisconsin  Academy 
of  Ophthalmology 

P — Kevin  T Flaherty,  MD 

614  First  St 

PO  Box  689 

Wausau  54402 

715-845-8201 

PE — Vacancy 

S — James  Memmen,  MD 

417  S Monroe 

PO  Box  22425 

Green  Bay  54305 

414-437-6505 

ED — Rich  Paul 

10W  Phillip  Rd  #120 

Vernon  Hills  IL  60061-1730 

1-800-780-4312 

Fax  847-680-1682 

Wisconsin  Orthopaedic  Society 

P — Michael  R Major,  MD 
2350  W Villard  Ave  #111 
Milwaukee  53209 
414-464-8880 
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PE— John  R Whiffen,  MD 
20  S Park  St  #455 
Madison  53715 
608-282-8370 

ST — Patrick  W Cummings,  Jr,  MD 
2424  S 90th  St  #500 
West  Allis  53227 
414-328-8600 

Wisconsin  Society  of 
Otolaryngology-Head 
and  Neck  Surgery 

P — Dennis  E Feider,  MD 
3807  Spring  St 
Racine  53405 
414-631-8210 

PE — Douglas  W Peterson,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5245 

ST — Thomas  M Kidder,  MD 
9200  W Wisconsin  Ave 
Milwaukee  53226-3522 
414-454-5584 


Wisconsin  Society  of  Pathologists 

P — Ronald  R Martins,  MD 

1855  Hollyhock  Ln 

Elm  Grove  53122 

414-784-1495 

PE — Brian  Kueck,  MD 

5000  W Chambers  St 

Milwaukee  53210 

414-447-2271 

VP — Jimmy  R Clark,  MD 

8901  W Lincoln  Ave 

West  Allis  53227 

414-328-7950 

S — Katherine  M Bayliss,  MD 
3268  N Hackett  Ave 
Milwaukee  53211 
414-962-0966 

T — Michael  J Phillips,  MD 
915  E Summit  Ave 
Oconomowoc  53066 
414-569-2249 
ED — Robert  Herzog 
850  Elm  Grove  Rd 
Elm  Grove  53122 
414-797-7888 


Pakistani  Physicians 
Society  of  Wisconsin 

P — Ayaz  M Samadani,  MD 

148  Warren  St 

PO  Box  678 

Beaver  Dam  53916 

414-887-7731 

ST — Vacancy 

Wisconsin  Chapter: 

American  Academy  of  Pediatrics 

P — Joanne  Selkurt,  MD 
1933  Park  St 
Whitehall  54773 
715-538-4355 

VP — Robert  H Perelman,  MD 
202  S Park  St 
Madison  53715 
608-262-6561 

CA — Carolyn  M Evenstad 
4601  Wallace  Ave 
Monona  53716 
608-222-7751 

Philippine  Medical 
Association-Wisconsin 

P — Rolando  M Mendiola,  MD 
2040  W Wisconsin  Ave  #754 
Milwaukee  53233 
414-344-3080 

S — Violeta  A Singson,  MD 
2040  W Wisconsin  Ave,  #754 
Milwaukee  53233 
414-344-3080 
S — Edna  F Origenes,  MD 
2040  W Wisconsin  Ave  #754 
Milwaukee  53233 
T — Teresita  Lo,  MD 
2040  W Wisconsin  Ave  #754 
Milwaukee  53233 

Wisconsin  Society  of  Physical 
Medicine  and  Rehabilitation 

P — Ephrem  Thoppil,  MD 
2900  W Oklahoma  Ave 
PO  Box  2901 
Milwaukee  53201-2901 
414-649-7706 
VP — Jerome  Lerner,  MD 
ST — Jerome  Lerner,  MD 
12630  W North  Ave  #E 
Brookfield  53005 
414-789-6884 
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Wisconsin  Chapter: 

American  College  of  Physicians 

P — Mahendr  S Kochar,  MD 
5000  W National  Ave  14A 
Milwaukee  53295 
414-643-1530 

VP — Frank  Graziano,  MD 
600  Highland  Ave 
Madison  53792-0001 
608-263-3457 
S — Kenneth  I Gold,  MD 
1905  Huebbe  Parkway 
Beloit  53511 
608-364-2240 
T — Kesavan  Kutty,  MD 
5000  W Chambers  St 
Milwaukee  53210 
414-447-2245 

Wisconsin  Society 
of  Plastic  Surgeons 

P — Venkat  K Rao,  MD 
600  Highland  Ave 
Madison  53792 
608-263-1223 

ST — Andreas  Doermann,  MD 
2015  E Newport  #401 
Milwaukee  53211 
414-963-1700 

Wisconsin  Society 
for  Preventive  Medicine 

P — Jane  K Sliwinski,  MD 
1551  Dousman  St 
Green  Bay  54301 
414-496-4700 

Wisconsin  Psychiatric  Association 
P — Lucille  Glicklich,  MD 
2000  W Kilbourn  Ave 
Milwaukee  53233 
414-937-5492 

PE — Kenneth  Robbins,  MD 
301  Troy  Drive 
Madison  53704 
608-243-2544 
S — Margaret  J Seay,  MD 
1531  S Madison  #530 
Appleton  54915 
414-738-2727 
T — Clarence  Chou,  MD 
9501  Watertown  Plank  Rd 
Wauwatosa  53226 
414-257-7611 


ES — Edward  S Levin,  Esq 
PO  Box  1109 
Madison  53701-1109 
608-283-5410 

Wisconsin  Council  of  Child 
and  Adolescent  Psychiatry 

P — William  J Swift  Jr,  MD 
S — Edward  S Orman,  MD 
130  E Walnut  St 
Green  Bay  54301-4233 
414-435-8816 
T — Mary  Pearlman,  MD 
236  Lakewood  Blvd 
Madison  53704 

Wisconsin  Society 
of  Radiation  Oncologists 

P — J Frank  Wilson,  MD 

8700  W Wisconsin  Ave 

Milwaukee  53226 

414-257-5636 

VP— Carl  Olson,  MD 

9910  N Corey  Ln 

Mequon  53092 

S — Wingate  F Clapper,  MD 

725  American  Avenue 

Waukesha  53188 

414-544-2439 

T — Mitchell  H Pincus,  MD 
PO  Box  277 
Mequon  53092 
414-241-5040 

Wisconsin  Radiological  Society 

P — Robert  F Matzke,  MD 
PO  Box  5003 
Janesville  53547-5003 
608-756-6741 

PE — Marcia  J S Richards,  MD 
2900  W Oklahoma  Ave 
PO  Box  2901 
Milwaukee  53201-2901 
414-649-6420 

VP — Thomas  F Berns,  MD 
2025  E Newport  Ave 
Milwaukee  53211 
414-961-3800 

ST — Michael  A San  Dretto,  MD 
1209  S Commercial  St 
Neenah  54956 
414-722-1582 
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Wisconsin  Surgical  Society 

P — John  R Pellett,  MD 

H4/348  UW  CSC 

600  Highland  Ave 

Madison  53792 

608-263-6311 

PE — Barry  J Seidel,  MD 

PO  Box  1390 

Minocqua  54548 

715-356-3292 

ST — Eberhard  A Mack,  MD 
H4/744  UW  CSC 
600  Highland  Ave 
Madison  53792 
608-263-1387 

Wisconsin  Chapter: 

American  College  of  Surgeons 

P — Ronald  D Wenger,  MD 
1912  Atwood  Ave 
Madison  53704 
608-241-4611 

PE — William  D Turnipseed,  MD 

H4/730  UW  CSC 

600  Highland  Ave 

Madison  53792 

608-263-1388 

VP — Mark  Adams,  MD 

9200  W Wisconsin  Ave 

Milwaukee  53226 

414-259-2870 

ST — Gregory  Ekbom,  MD 
2300  N Mayfair  Rd  #895 
Milwaukee  53226 
414-453-2121 

Wisconsin  Thoracic  Society 

P — Pamela  A Wilson,  MD 
H6/380  CSC 
600  Highland  Ave 
Madison  53792-3240 
608-263-3035 
ST — Basil  Varkey,  MD 
5000  W National 
Milwaukee  53295 
414-384-2000 

Wisconsin  Urological  Society 

P — Barry  H Usow,  MD 
2901  W KK  River  PKwy 
Milwaukee  53215 
414-672-6006 
ST — Frank  P Begun,  MD 
9200  W Wisconsin  Ave 
Milwaukee  53226 
414-259-2795  ❖ 
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GENE  TESTING  by  CELTEK 

Celtek  Corporation  is  a Molecular  Diagnostic  Service  for  Wisconsin  physicians  and 
their  patients.  Determination  of  a pathogenic  DNA  mutation  provides  a definitive 
diagnosis  and  quickly  determines  the  medical  implications  for  the  patient  and  family 
members.  Celtek  provides  a comprehensive  source  for  molecular  diagnostic  services 
with  expertise  in  a broad  range  of  genetic  disorders  due  to  DNA  mutations. 


Gene  Testing  is  becoming  the  diagnostic  method  of  choice  for  an  increasing  number 
of  disorders.  Comparatively,  the  traditional  laboratory  methods  are  often  incomplete, 
indirect,  or  preliminary,  as  well  as  more  costly.  A diagnosis  based  on  Gene  Testing 
can  also  avoid  procedures  that  are  invasive  or  painful,  time  consuming,  and  less 
accurate.  In  most  instances,  Gene  Testing  involves  a conventional  blood  sample  that 
is  easily  shipped.  Reporting  of  results  includes  appropriate  genetic  counseling  for  the 
patient  and  family.  Consider  Gene  Testing  First  for  any  of  these  diseases. 

GENE  TESTING  IS  AVAILABLE  FOR  THE  FOLLOWING  CONDITIONS: 


□ a-  or  (3-THALASSAEMIA 

□ ANGELMAN  SYNDROME 

□ APOLIPOPROTEIN  E (APOE)  GENOTYPING 

□ CONGENITAL  ADRENAL  HYPERPLASIA 
(21 -hydroxylase  deficiency) 

□ CYSTIC  FIBROSIS 

□ DUCHENNE/BECKER  MUSCULAR  DYSTROPHY 

□ FRAGILE  X SYNDROME 

□ GALACTOSAEMIA  (galactose-1 -phosphate 
uridyl  transferase  (GALT)  deficiency) 

□ HAEMOGLOBIN  C 

□ HUNTINGTON  DISEASE 


□ LEBER  HEREDITARY  OPTIC  NEUROPATHY 

□ MACHADO-JOSEPH  DISEASE 

□ MYOTONIC  DYSTROPHY 

□ MCAD  (medium-chain  acyl-coA 
dehydrogenase)  DEFICIENCY 

□ PRADER-WILLI  SYNDROME 

□ RhD  TYPING 

□ SEXING 

□ SICKLE  CELL  ANAEMIA 

□ SPINAL  MUSCULAR  ATROPHY 

□ SPINOCEREBELLAR  ATAXIA  TYPE  I 

□ SPINOBULBAR  MUSCULAR  ATROPHY 


OTHER  SERVICES  by  Celtek  include: 


□ WILLIAMS  SYNDROME 

DNA  BANKING 

• PATERNITY  TESTING 

• PRENATAL  DNA  TESTING 

PRENATAL  Gene  Testing  is  available  for  many  of  the  disorders  listed. 

Please  contact  Celtek  for  a Gene  Testing  Resource  kit  and  a catalogue  of  current  tests. 


Office:  800-988-3559 
Laboratory:  414-475-7984 
FAX:  414-475-7220 
E-mail:  genetest@aol.com 
WWW:http://www.  axisnet.net/celtek 

CELTEK  CORPORATION 

2323  North  Mayfair  Road, 
Milwaukee,  Wl  53226-1504 


Providers  of  Genetic  Information 
to  Physicians  in  Clinical  Practice 


'All  testing  using  the  polymerase  chain  reaction  is  performed  pursuant  to  a license  agreement  with  Roche  Molecular  Systems,  Inc 
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SMS  staff  directory 


Timely,  accurate  information  is  essential  in  our  complex,  rapidly  changing  medical  environment.  Informa- 
tion — when  you  need  it  — on  scientific  issues,  legislative  issues,  and  socioeconomic  issues  is  available  from  the 
SMS  headquarters  in  Madison. 

This  SMS  staff  directory  is  provided  as  a brief  reference  guide  to  assist  you  in  locating  the  resource  person  on 


the  SMS  staff  who  is  best  able  to  answer  your  questions 

on  a wide  variety  of  topics. 

Simply  call  (800)  362-9080  or  (608)  257-6781  for  immediate  access  to  this  valuable  membership  resource. 

A 

Charitable,  Educational  & Scientific 

Accounting 

Jim  Esselman 

Foundation  (CESF)  see  SMS  Foundation 

Accreditation  (CME) 

....  Kristin  Krueger/ 

Claim  forms  (HCFA) 

Bill  Guerten 

Lisa  Lawry 

Clinical  Laboratory  Improvement 

Addictive  Diseases, 

Act  (CLIA  88) 

Kalisa  Barratt/ 

Commission  on 

Anne  Bicha/ 

Tamara  Larson 

Karen  Baier 

CME,  accreditation 

Kristin  Krueger/ 

Administrative  rules 

Colleen  Wilson 

Lisa  Lawry 

Advance  medical  directives  ..., 

Kalisa  Barratt/ 

Coding 

Jan  Rasmussen 

Colleen  Wilson 

Confidentiality 

Kalisa  Barratt/ 

Advertising, 

Sonia  Porter 

Wisconsin  Medical  Journal  .... 

Lynne  Bjorgo 

Commissions,  appointments  and 

AIDS,  Task  Force  on 

Lynn  Sherman/ 

reappointments 

Cheryl  McCollum 

Karen  Baier 

Communications 

B-L  Pellicore 

Alliance,  SMS 

..  Maria  Van  Cleve/ 

Complaints  about  medical  < 

:are Sonia  Porter/ 

Karen  Butler 

Anne  Bicha 

Allied  health  professionals 

Kalisa  Barratt 

Computers 

Doug  Turecek 

Alternative  delivery  systems  .. 

Kalisa  Barratt/ 

Congress 

Mike  Kirby 

Kevin  Wymore 

Consent  and  related  issues 

Kalisa  Barratt 

AMA  Delegation 

Jim  Paxton/ 

Continuing  Medical  Education, 

Margaret  Wiersum 

Commission  on 

Kristin  Krueger/ 

Americans  with  Disabilities  Act Kalisa  Barratt 

Lisa  Lawry 

AMPAC 

Mike  Kirby 

Contract  review 

Kalisa  Barratt 

Annual  meeting 

Kristin  Krueger 

Copy  center  and  printshop 

Dave  Conner 

Antitrust 

Mark  Adams 

Cost  Containment 

Kevin  Wymore 

County  medical  society 

B 

outreach 

..  Field  representatives 

Beaumont  500  Club 

Julie  Hein 

Bequests 

Julie  Hein 

D 

Blood-borne  Pathogen  Standards  

Desktop  publishing 

Vicki  Meyer 

Lynn  Sherman  /Kalisa  Barratt 

Domestic  violence 

Lynn  Sherman 

Board  of  Directors 

Jim  Paxton/ 

Margaret  Wiersum 

E 

Bureau  of  Quality  Compliance 

: Lynn  Sherman 

Economic  credentialing 

Kalisa  Barratt 

Bylaws:  CMS,  hospital 

Elderly  issues 

Lynn  Sherman 

medical  staff 

Kalisa  Barratt 

Emergency  medical  services  (EMS) 

Candidate  interviews Field  representatives/ 

Mike  Kirby 

Capitol  Update Mike  Kirby 

Chiropractic Colleen  Wilson 

CHILD  SAFE Lynn  Sherman/ 

Jim  Hoegemeier 


Lynn  Sherman 

Endorsed  programs Maureen  O'Brien 

Endowment  Funds Julie  Hein 

Environmental  and  Occupational 

Health  Commission Lynn  Sherman/ 

Karen  Baier 

Ethical  opinions Kalisa  Barratt 

Ethics  and  medicine Maria  Van  Cleve 

Executive  Committee Jim  Paxton/ 

Margaret  Wiersum 
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F 

Facilities  manager Don  Temby 

Farm  safety Lynn  Sherman 

Federal  legislation Mike  Kirby 

Federal  Register  review All  policy  analysts 

Fifty-Year  Club Lisa  Lawry 

Field  representatives Tawana  Cooper 

Eric  Ostermann 
James  Reuter 
Steve  Tylicki 

Finance  Committee Jim  Esselman/ 

Sally  Frankey 

Fraud  and  abuse  — safe  harbors, 

physician  self-referral Kalisa  Barratt 


G 

Gambling  addiction Anne  Bicha 

Geriatric  Flealth, 

Commission  on  ....  Lynn  Sherman/Merry  Earll 

Golf  Classic  (SMS  Foundation) Julie  Hein 

Governmental  Affairs, 

Commission  on Mike  Kirby/Judy  Frey 

Group  Practice  Section Maureen  O'Brien 

Gun  violence  and  safety Lynn  Sherman 


H 

HCFA  (claim)  forms  sales Bill  Guerten 

Health  care  economics Kevin  Wymore 

Health  Care  Financing  and  Delivery, 

Commission  on Kevin  Wymore/ 

Merry  Earll 

Health  Care  Information, 

Office  of  (OHCI) Anne  Bicha 

Health  care  rationing Anne  Bicha 

Health  care  reform Colleen  Wilson 

Health  insurance....  Anne  Bicha /Lynn  Sherman/ 

Kevin  Wymore 

Health  law Mark  Adams/Kalisa  Barratt 

Health  maintenance  organizations 

(HMOs) Kevin  Wymore/ Anne  Bicha 

Health  professional  shortage 

areas  (HPSAs) Anne  Bicha 

Healthy  Start Kevin  Wymore 

Hepatitis  B vaccinations Kevin  Wymore 

Home  health  care Lynn  Sherman 

Hospice  care Lynn  Sherman 

Hospitals  — regulation,  accreditation, 

privileges Kalisa  Barratt 

Hospital/Organized  Medical  Staff 

Section  Anne  Bicha 

House  of  Delegates Jim  Paxton 

Impaired  physicians Sonia  Porter/ 

John  LaBissoniere 

Individual  practice  associations 

(IPAs) Kevin  Wymore 

Information  systems Doug  Turecek 


Injury  Prevention  and  Control, 

Commission  on  ....Lynn  Sherman/Karen  Baier 
Insurance,  Office  of  the 

Commissioner  of Anne  Bicha 

Insurance  plans see  SMS  Insurance  Services 

Integrated  delivery  services Kevin  Wymore 

International  Medical  Graduates 

Section  Maureen  O'Brien 

Interprofessional  code Mark  Adams 

J 

Joint  Commission  on  Accreditation 
of  Health  Care  Organizations  ....  Kalisa  Barratt/ 

Anne  Bicha 


K 

Key  contact  system Mike  Kirby 

L 

Label  requests  and  sales Joyce  Pease 

Lakedge  Printing Dave  Conner 


Lakeside  Association  Services,  Inc.  (LASI) 

James  Hoegemeier 

Legal  counsel Mark  Adams/Kalisa  Barratt 

Legislation Mike  Kirby/ 

Kathy  Andersen /Colleen  Wilson 

Legislative  Directory Judy  Frey 

Legislative  issues  booklet Mike  Kirby 

Liability  insurance  regulations Mark  Adams/ 

Anne  Bicha 

Licensure Kalisa  Barratt/Colleen  Wilson 

Living  wills Kalisa  Barratt/Colleen  Wilson 

Lobbying Mike  Kirby/ 

Kathy  Andersen 
Colleen  Wilson 


M 

Mailroom Dave  Conner 

Managed  care Mark  Adams/ 

Kalisa  Barratt/ Anne  Bicha /Kevin  Wymore 

Managed  Care  Subcommittee Anne  Bicha/ 

Karen  Baier 

Maternal  and  Child  Health, 

Commission  on  ...  Kevin  Wymore/Merry  Earll 

Media  relations B-L  Pellicore 

Mediation  and  Peer  Review, 

Commission  on Anne  Bicha /Sonia  Porter 

Mediation  panels Mark  Adams/ 

Anne  Bicha 

Medicaid  (Title  19) Kevin  Wymore 

Medicaid  Medical  Audit  Committee 

John  LaBissoniere/Sonia  Porter 
Medical  Assistance  Technical  Advisory 

Committee Kevin  Wymore/Merry  Earll 

Medical  Business  Specialist 

Certificate  Program Karen  Garrett 
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Medical  Examining  Board  (MEB) 

Kalisa  Barratt/Colleen  Wilson 

Medical  liability Mark  Adams/ Anne  Bicha 

Medical  Liability  and  Risk  Management, 

Commission  on Anne  Bicha /Karen  Baier 

Medical  outcomes  research  project 

Sally  Wencel/Peter  Alles/Lynne  Thomas 

Medical  records Kalisa  Barra tt/Sonia  Porter 

Medical  residents Maureen  O'Brien 

Medical  service  organizations Kevin  Wymore 

Medical  Student  Section Tawana  Cooper/ 

Steve  Tylicki 

Medical  Times Judith  Burke 

Medicare  audits Tamara  Larson 

Medicare  (Title  18) Anne  Bicha/ 

Tamara  Larson 

Medicare  coding Tamara  Larson 

Medicare  Supplemental /Medigap 

Tamara  Lawson/ Anne  Bicha 
Medicine  and  Ethics, 

Commission  on Maria  Van  Cleve/ 

Karen  Butler 

Medigram Judith  Burke 

Meeting  planning Kristin  Krueger 

Membership  Processing  and 

Records Joyce  Pease/Michelle  Kniess 

Membership  Recruitment  and 

Retention Maureen  O'Brien 

Milwaukee  office Mary  Thompson 

Memorial  giving  program 

(SMS  Foundation) Julie  Hein 

Mini  internship  program Maureen  O'Brien 

MinnesotaCare Mark  Adams 

N 

National  Practitioner  Data  Bank  ..  Kalisa  Barratt/ 

Anne  Bicha 

Nominating  Committee Margaret  Wiersum 

o 

Occupational  health Lynn  Sherman 

Occupational  Safety  and  Health  Act 

(OSHA) Lynn  Sherman/Kalisa  Barratt 

Occupational  Health  Guide Julie  Hein/ 

Lynn  Sherman 

OCI Anne  Bicha 

Office  of  Health  Care  Information 

(OHCI) Anne  Bicha 

Optometry Colleen  Wilson 

Organ  transplants Maria  Van  Cleve 

Outcomes  management Sally  Wencel/ 

Peter  Alles 

P 

PartnerCare Tamara  Larson 

Patients  Compensation  Fund  (PCF)  

Mark  Adams/ Anne  Bicha 


Peer  review Kalisa  Barratt/ Anne  Bicha 


Pharmacy Colleen  Wilson 

Physician  Health  Program, 

Statewide John  LaBissoniere/Sonia  Porter 

Physician  hospital  organization 

(PHO) Mark  Adams 

Physician  income  statistics Mark  Adams/ 

Anne  Bicha 

Physician  organizations  (PO) Mark  Adams 

Physician  profiling Kalisa  Barratt 

Physician  recruitment Maureen  O'Brien 

Physician  support  program Anne  Bicha/ 

Karen  Baier 

Physicians  for  Better 

Government  (PFBG) Mike  Kirby/ 

Bruce  Hesse 

Physician's  Guide  to  Wisconsin 

Health  Law Kalisa  Barratt 

Orders Sonia  Porter 

Political  action Mike  Kirby 

Policy  compendium Maria  Van  Cleve 

Pooled  income  fund Julie  Hein 

Power  of  attorney  for  health  care 

Kalisa  Barratt/Colleen  Wilson 

Practice  guidelines/parameters Sally  Wencel/ 

Peter  Alles/  Anne  Bicha 

Practice  management  seminars Karen  Garrett 

Preferred  provider  organizations 

(PPOs) Kevin  Wymore 

Primary  Care  Consortium Lynn  Sherman 

Professional  review  organizations 

(PROs) Anne  Bicha 

Public  health Lynn  Sherman 


Public  Information,  Commission  on 

B-L  Pellicore/Lynne  Bjorgo 

Q 

Quality  Assessment/Practice  Parameters, 


Task  Force  on Sally  Wencel 

Quality  Compliance,  Bureau  of Lynn  Sherman 

Quality  of  care  reviews Anne  Bicha 


R 

Regulation  & Licensing, 

Department  of  (DRL)  Colleen  Wilson 

Report  cards  (physician  profiles)  ...  Sally  Wencel/ 

Peter  Alles 

Resident  Section Maureen  O'Brien 

Resource  Based  Relative  Value 

Scale  (RBRVS) Tamara  Larson/ 

Anne  Bicha 

Risk  management Mark  Adams/ 

Anne  Bicha 

Rural  health Anne  Bicha/ 

Mike  Kirby 
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s 

Safe  transportation Lynn  Sherman 

SCAN Maria  Van  Cleve 

School  health Kevin  Wymore 

Scope  of  practice  ..  Kalisa  Barratt/Colleen  Wilson 
Scholarship  program 

(SMS  Foundation) Jane  Anderson 

Scientific  Medical  Education 

Program Kristin  Krueger/Lisa  Lawry 

Seminars  program Karen  Garrett 

Senior  Physicians,  Wisconsin 

Association  of Julie  Hein 

SMS  Foundation Julie  Hein 

SMS  Holdings Lee  Johnson 

SMS  Insurance  Services,  Inc Mike  Dolan 

Speakers  bureau Field  Representatives 

Specialty  sections  and  societies  ...Michelle  Kniess 

Speech  writing  (officers) B-L  Pellicore 

Stark  laws Kalisa  Barratt 

Strategic  plan Jim  Paxton 

Student  loan  program 

(SMS  Foundation) Jane  Anderson 

T 

Third-party  payors Mark  Adams/ 

Kevin  Wymore 

Tobacco  and  health Lynn  Sherman/ 

Kathy  Andersen 


Tobacco  Free  Wisconsin  Coalition 

Lynn  Sherman/Kathy  Andersen 
Tort  reform Mark  Adams /Anne  Bicha 

u 

Usual,  customary  and  reasonable  fees 

(UCR) Anne  Bicha/Kevin  Wymore 

Utilization  review Kalisa  Barratt 

w 

W-2 Kevin  Wymore 

WHCLIP/PCF  Board  of  Governors 

Mark  Adams 

WIPRO Anne  Bicha 

Wisconsin  Administrative  Code ...  Colleen  Wilson 

Wisconsin  Medical  Journal Judith  Burke 

Wisconsin  Medical  Outcomes  Research 

Network  (WMORN) Sally  Wencel 

Wisconsin  Health  Care  Liability  Insurance  Plan 

(WHCLIP) Mark  Adams 

WISPAC Mike  Kirby/ Bruce  Hesse 

WNA-SMS  Liaison,  Commission  on 

Anne  Bicha /Karen  Baier 

Worker's  Compensation Mark  Adams/ 

Mike  Kirby/Lynn  Sherman 

Workshop  on  Health Maria  Van  Cleve 

WPS  Medicare Tamara  Larson/ Anne  Bicha 

Y 

Young  Physicians  Section  (YPS) Jim  Reuter/ 

Merry  Earll 


Physician 

Senior  Management  Leader 

Covenant  Health  System  (CHS)  is  seeking  candi- 
dates to  provide  leadership  in  systems  which  im- 
prove individual  and  collective  outcomes  for  those 
served  by  CHS.  The  Physician  Leader  will  be  part 
of  a five-person  management  team  which  includes 
the  President.  This  team  constitutes  the  senior 
leadership  for  Covenant  Health  System. 

The  Physician  Leader  is  responsible  for  the  devel- 
opment of  the  Population  Health  Management 
system  as  part  of  the  design  for  managing  current 
and  future  health  care  services,  known  as  Com- 
munity Based  Individually  Coordinated  Care 
(CBICC).  The  leader's  role  is  to  inspire  shared  un- 
derstanding and  commitment  to  Covenant  Health 
System's  mission,  vision  and  values;  to  understand 
the  Population  Health  Management  System's  role 
and  integrate  it  into  the  larger  CBICC  system.  For 
the  medical  staffs,  the  leader  will  direct  the  per- 
sonnel assigned  to  support  elected  medical  staff 
leadership  in  carrying  out  functions  under  the  By- 
laws, Rules  and  Regulations.  The  leader  is  ex- 
pected to  commit  to  the  management  tenants,  lead 
fundamental  change  efforts,  identify  and  model 
the  role  and  participate  in  community  activities  as 
a representative  of  Covenant  Health  Systems. 

The  ideal  candidate  will  be  an  experienced  com- 
munity practice  physician  possessing  excellent 
clinical  credentials  and  board  certification.  The 
candidate  should  be  able  to  demonstrate  current 
knowledge  of  medical  care  in  today's  changing 
health  care  delivery  system  as  well  as  management 
and  leadership  talents  as  evidenced  by  past  medi- 
cal staff  participation,  management  training  and/ 
or  related  experiences.  A comfortable  working 
knowledge  of  Continuous  Quality  Improvement 
techniques  and  benefits  as  well  as  excellent  com- 
munication skills  are  necessary. 

If  you  are  interested  in  more  information  or  wish 
to  submit  a CV  for  consideration,  please  contact: 

Julia  A.  Marcuzzo,  PHR  Janice  Yagla 
Employment  Coordinator  Physician  Placement  Coord. 
Covenant  Medical  Center  Covenant  Medical  Center 
3421  West  9th  Street  3421  West  9th  Street 

Waterloo,  I A 50702  Waterloo,  IA  50702 

Ph:  319-292-2330  Ph:  319-292-2330 

FAX  319-236-4048 
EOE/Drug  Screen  Required 
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Statewide  Physician  Health  Program 


The  Statewide  Physician 
Health  Program  (SPHP)  pro- 
vides compassionate  assistance  to 
Wisconsin  physicians  suffering 
from  any  condition  which  has  the 
potential  to  progress  to  impair- 
ment. These  conditions  include 
chemical  dependency,  psychiatric 
illness,  senility,  compulsive  gam- 
bling, behavioral  disorders,  and 
physical  impairment.  The  State- 
wide Program  Managing  Commit- 
tee establishes  policies  and  imple- 
ments program  activities.  As  a 
subcommittee  of  the  Commission 
on  Mediation  and  Peer  Review, 
the  Managing  Committee  and  its 
activities  are  protected  by  way 
of  confidentiality  and  immunity 
under  state  and  federal  law. 

SPHP  offers  education,  identi- 
fication, assessment  and  compas- 
sionate intervention.  Physicians 
who  are  intervened  are  referred  to 
acceptable  facilities  for  evaluation 
or  treatment  and  monitored  for  a 
minimum  two-year  follow-up  af- 
ter completion  of  initial  therapy. 
The  SPHP  Medical  Director  pro- 
vides continuous  program  leader- 
ship, conducts  physician  interven- 
tions and  is  available  to  Wisconsin 
physicians  and  hospitals  to  offer 
counsel  regarding  local  problems. 

Any  responsible  person  con- 
cerned that  a physician  may  suf- 
fer from  impairment  may  call  the 
State  Medical  Society  (608-257- 
6781  Madison  or  1-800-362-9080  in 
Wisconsin).  Strict  confidentiality 
is  assured.  Staff  assigned  to  receive 
information  consult  with  the  SPHP 


Medical  Director  for  guidance  and 
early  action.  All  information,  in- 
cluding corroborative  evidence,  is 
evaluated  for  accuracy.  When  it  is 
determined  that  a potential  prob- 
lem exists,  intervention  is  arranged 
with  the  involved  physician. 

Phase  I: 

education  and  prevention 

Target  individuals  and  groups  re- 
ceive education  to  learn  symptoms 
of  physician  impairment,  tech- 
niques of  early  identification  and 
prevention,  resources  available  for 
intervention,  assessment  and/or 
treatment  and  other  problems  as- 
sociated with  impairment.  The 
SPHP  Medical  Director  and  Asso- 
ciate Medical  Director  present  edu- 
cational and  prevention  programs 
to  the  following  target  groups: 

• Physicians:  Meetings  of  hospi- 
tal medical  staffs,  county  medi- 
cal societies,  statewide  continu- 
ing medical  education,  accred- 
ited seminars,  and  presentations 
to  faculty  and  students  in 
Wisconsin's  medical  schools. 

• Hospital  Personnel:  Hospital  ad- 
ministrators and  medical  direc- 
tors, chiefs  of  medical  staffs  and 
others.  Consultation  with  medi- 
cal staff  officers  on  establishing 
effective  physician  health  com- 
mittees or  programs  in  hospi- 
tals. "Guidelines  for  Physician 
Aid  Committees  of  Hospital 
Medical  Staffs"  have  been  dis- 
tributed to  all  Wisconsin  general 
hospitals  with  encouragement 
to  implement  them  in  coopera- 


tion with  medical  staffs. 

• Pharmacists  and  nurses:  Lectures 
at  meetings  or  in  combination 
with  physician  and  hospital  per- 
sonnel. 

Phase  II:  intervention, 
assessment  and  treatment 

Successful  programs  include  the 
availability  of  physician  interven- 
ers to  undertake  compassionate 
contact  with  physicians  identified 
as  possibly  impaired.  The  SPHP 
Medical  Director  or  other  trained 
physicians  are  available  to  meet 
with  and  urge  impaired  colleagues 
to  enter  suitable  facilities  for  evalu- 
ation, treatment  or  both.  Programs 
or  facilities  considered  suitable  are 
those  which  comply  with  State- 
wide Physician  Health  Program  re- 
quirements. 

The  initial  intervention  is  al- 
ways a compassionate  encounter. 
A punitive  or  coercive  approach  is 
never  considered  until  all  benevo- 
lent measures  have  been  ex- 
hausted. An  intervener's  continu- 
ing concern  is  the  professional  and 
personal  well-being  of  a colleague 
and  the  quality  of  health  care  for 
patients. 

Physicians  suffering  from 
chemical  dependency  achieve  a 
more  satisfactory  recovery  status 
when  they  receive  intensive  treat- 
ment in  facilities  which  espouse 
the  medical  model  of  therapy,  un- 
der which  the  physician  is  seen  by 
the  physician  addiction  specialist 
on  a frequent,  if  not  daily  basis. 

Continued  on  next  page 
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Within  this  model,  SPHP  maintains 
certain  requirements  for  satisfac- 
tory primary  treatment  for  chemi- 
cal dependency. 

Physicians  suffering  from  emo- 
tional illness  or  senility,  or  from  the 
sequelae  of  stress  when  these  are 
uncomplicated  by  chemical  depen- 
dency, are  encouraged  to  seek  as- 
sessment, treatment  or  both 
through  Statewide  Program  ap- 
proved facilities  or  practitioners. 

SPHP  adheres  to  the  policy  that 
satisfactory  recovery  can  only  be 
realized  through  a monitored  two- 
year  recovery  period.  It  considers 
the  two  years  after  initial  treatment 
to  be  vital  to  assuring  continued 
recovery. 

Phase  III:  benevolent  assistance 

In  addition  to  the  burden  of  impair- 
ment, some  physicians  are  finan- 
cially unable  to  pay  the  cost  of  the 


in-patient  or  out-patient  care.  By 
estimate,  10  percent  of  Wisconsin 
impaired  physicians  have  either  no 
or  inadequate  health  insurance. 
The  financial  resources  of  some 
physicians  essentially  have  been 
depleted.  For  60  percent  of  chemi- 
cally dependent  physicians,  resi- 
dence in  treatment  and  recovery 
homes  (average  of  three  months 
stay,  at  cost  of  $5,000  per  month)  is 
essential  for  completion  of  the  two- 
year  recovery  program. 

With  SMS  and  SMS  Foundation 
Board  approvals,  SPHP  established 
a Physicians  Benevolent  Assistance 
Fund  to  provide  low-interest  loans 
to  assist  physicians  to  pay  for  in- 
patient and  out-patient  services. 
Loans  are  repayable  after  return  to 
medical  practice. 

Phase  IV:  protecting  the  public 

SPHP  maintains  formal  linkage 
with  the  Wisconsin  Medical  Exam- 


Mediation and  peer  review  services 


WHEN  MISUNDERSTANDINGS 

arise  about  what  the  phy- 
sician hopes  to  accomplish  and 
what  the  patient  expects,  it  is  im- 
portant that  the  patient  discuss 
with  the  physician  any  questions 
about  the  medical  care  received.  If 
they  are  not  resolved,  however,  the 
SMS  provides  a means  for  resolv- 
ing these  differences. 

The  SMS  Commission  on  Me- 
diation and  Peer  Review  receives, 
investigates,  and  resolves  com- 
plaints and  inquiries  from  patients 
and  others,  concerning  Wisconsin 
physicians.  The  commission's  stan- 
dard of  judgment  is  what  consti- 
tutes good  medical  care.  Physi- 
cians, too,  may  benefit  from  com- 
mission efforts  to  mediate  differ- 
ences between  themselves. 

Many  complaints  and  questions 


received  by  SMS  staff  are  resolved 
by  telephone.  By  protocol,  how- 
ever, only  written  complaints  will 
be  considered  by  the  commission. 
If  all  affected  parties  reside  within 
the  boundaries  of  a single  county 
medical  society,  that  society  may 
assume  jurisdiction  of  the  com- 
plaint. If  it  does,  the  complaint  will 
be  transferred  to  the  county  medi- 
cal society  for  investigation  and 
resolution. 

A protocol  manual  was  devel- 
oped by  the  Commission  on  Me- 
diation and  Peer  Review  and  ap- 
proved by  the  Board  of  Directors 
for  conducting  resolution  of  pa- 
tient complaints,  employing  peer 
review  mechanisms  to  test  physi- 
cian practice  patterns,  and  re- 
sponding to  inquiries  or  requests 
for  action  regarding  impaired  phy- 


ining Board  (MEB)  through  the  Co- 
ordinating Council  on  Physician 
Impairment.  Consisting  of  three 
SMS  members  and  three  MEB 
members,  the  Council  coordinates 
activities  so  that  appropriate  infor- 
mation is  shared  and  the  Council 
can  take  action  in  the  event  a phy- 
sician fails  to  respond  to  treatment 
or  refuses  to  enter  rehabilitation. 
By  majority  vote,  the  Council  may 
refer  a physician  to  the  MEB  in  the 
rare  instance  where  the  health  of 
the  public  may  be  jeopardized.  The 
Coordinating  Council  presents  a 
desirable  balance  of  concerns  and 
interest  between  the  voluntary  as- 
sistance program  of  the  State  Medi- 
cal Society  and  the  Wisconsin  statu- 
tory licensing  and  disciplinary 
body.  Thus,  the  Council  is  an  ap- 
propriate step  in  the  reporting  pro- 
cess if  necessary  during  attempts 
at  physician  rehabilitation  where 
difficulty  may  be  encountered.  ❖ 


sicians.  The  manual  was  designed 
to  accommodate  informal  disposi- 
tion of  minor  and  uncomplicated 
complaints,  as  well  as  complex  and 
serious  matters  which  may  involve 
due  process,  patient  or  physician 
appeals,  proposed  disciplinary  ac- 
tions, and  Board  of  Directors  con- 
sideration of  a physician's  SMS 
membership.  The  manual  is  avail- 
able upon  request. 

Certain  complaints  received  by 
the  commission  are  evaluated  by 
subcommittees,  members  of  which 
submit  reports  and  recommended 
resolutions  to  the  commission 
chair.  Frequently,  these  subcom- 
mittee conclusions  are  transmitted 
to  the  subject  physicians,  and  as 
appropriate,  to  complainants.  All 
subcommittee  activities  are  re- 
ported to  the  commission.  Matters 
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of  a more  serious  nature  require 
additional  use  of  the  manual,  as 
necessary. 

The  Commission  on  Mediation 
and  Peer  Review  offers  peer  review 
services  to  private  and  governmen- 
tal organizations  and  to  physicians, 
including  utilization  review  (as  it 
relates  to  quality  of  care  issues),  ap- 
propriateness of  patient  care,  and 
quality  assurance.  Although  it  is 
empowered  to  initiate  disciplinary 
action,  the  commission's  most 
valuable  peer  review  benefits  have 
been  educational,  judging  from 


physician's  expressed  appreciation 
for  the  commission's  consultation 
in  matters  of  proper  patient  care. 

The  commission  maintains  pur- 
view over  the  Statewide  Physician 
Health  Program  and  continues  its 
interest  in  the  Coordinating  Coun- 
cil on  Physician  Impairment  of  the 
SMS  and  the  Medical  Examining 
Board.  The  commission  partici- 
pates in  the  Medicaid  Medical  Au- 
dit Committee,  under  contract  be- 
tween the  SMS  and  the  Wisconsin 
Department  of  Health  and  Social 
Services. 
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Commission  members  will  also 
review  cases  submitted  by  physi- 
cians who  are  the  subject  of  Medi- 
care or  Medicaid  reviews,  to  pro- 
vide an  independent  assessment  of 
the  appropriateness  of  care  pro- 
vided. In  those  instances  where  the 
commission  disagrees  with  a 
WIPRO  or  other  review  organiza- 
tion finding,  the  commission  will 
provide  the  physician  with  inde- 
pendent medical  opinion  in  any 
further  action  taken  by  the  review 
agencies.  ❖ 


Health  care  legislation  update 

The  following  list  of  bills,  compiled  by  SMS  Government  Relations,  provides  a status  report  on  legislation  that 
the  SMS  Board  of  Directors  has  taken  a position  on  during  the  last  year.  Refer  to  the  June  1996  Capitol  Update 
legislative  wrap-up  report  for  the  final  disposition  of  the  bills  lobbied  on  and  monitored  by  the  SMS.  Please 
direct  any  questions  to  SMS  Government  Relations  at  (800)  362-9080,  (608)  257-6781  or  via  e-mail  to  either 
MIKEK@SMSWI.ORG,  COLLEENW@SMSWI.ORG  or  KATHYA@SMSWI.ORG. 


Bill  Number 

Summary 

Status 

SMS  Position 

AB  36 
(Green) 

SMS  tort  reforms,  including  $350,000  cap 
on  non-economic  damages. 

Signed  into  law  as  1995 
Wisconsin  Act  10. 

Support 

AB  69 
(Johnsrud) 

Preempts  firearms  regulations  set  by  local 
governments. 

Signed  into  law  as  1995 
Wisconsin  Act  72. 

Oppose 

AB  141/SB  217 
(Urban  and 
Wineke) 

Require  that  a trigger  lock  be  sold  with  all 
firearms  sold  by  a federally  licensed  firearm 
dealer. 

Public  hearing  held  by  the 
Assembly  Committee  on 
Criminal  Justice.  Failed  to  pass. 

Support 

AB  196 
(Musser) 

Relaxes  laws  relating  to  use  of  ATVs 
by  minors. 

Passed  Assembly.  Public  hearing 
held  by  Senate  Committee  on 
Environment  and  Energy 
Committee.  Defeated  in 
committee  due  to  SMS  opposition. 
Failed  to  pass. 

Oppose 

AB  416 
(Underheim) 

Limited  health  insurance  market 
reforms,  including  portability  and 
preexisting  conditions. 

Passed  by  Assembly.  Became 
part  of  HIRSP  debate.  Failed  to 
pass. 

Support 

Continued  on  next  page 
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Bill  Number  Summary  Status  SMS  Position 


AB  441 
(Grothman) 

Establishes  a 24-hour  waiting 
period  for  abortions;  legislature 
determines  elements  of  informed 
consent  for  an  abortion. 

Approved  by  Assembly.  Passage 
recommended  by  Senate 
Committee  on  Health,  Human 
Services  and  Aging.  Signed  into 
law.  Currently  subject  to 
temporary  restraining  order 
pending  October  trial. 

Oppose 

AB  478 
(Silbaugh) 

Defines  nonconventional  care; 
imposes  investigational 
requirements  on  the  Medical 
Examining  Board. 

Public  hearing  held  by  Assembly 
Committee  on  Health.  Not 
recommended  for  passage. 

Failed  to  pass. 

Oppose 

AB  516 
(Walker) 

Gives  local  governments  ability  to 
enact  laws  to  decrease  minors' 
access  to  tobacco. 

Recommended  for  passage  by 
Assembly  Committee  on  Urban 
Affairs.  Referred  to  Joint  Committee 
on  Finance.  Failed  to  pass. 

Support 

AB  573 
(Cullen) 

48-hour  postpartum  hospital 
stay  for  mothers  and  newborns. 

Passed  by  Assembly.  Gutted  by 
Senate  Insurance  Committee. 
Failed  to  pass. 

Support 

AB  658 
(Huber) 

Allows  physicians  to  issue  do-not- 
resuscitate  bracelets. 

Signed  into  law  as  1995 
Wisconsin  Act  200. 

Support 

AB  790 
(Urban) 

Provides  medical  examining  board 
with  dedicated  staff;  makes  possible 
enforcement  of  board  orders  during 
appellate  process. 

Failed  to  pass  due  to  attachment 
of  podiatric  amendment. 

Support 

AB  1044 
(Underheim) 

Funds  the  Health  Insurance  Risk 
Sharing  Program  (HIRSP)  and 
requires  a study  of  HIRSP  and 
establishes  a replacement  program. 

Awaiting  governor's  signature 

No  position 

AB  174/SB  90 
(Boyle  and  Risser) 

Allow  physicians  to  provide  patients 
with  an  aid-in-dying  for  the  purpose 
of  ending  the  patient’s  life. 

Referred  to  Assembly  Committee  on 
Health  and  the  Senate  Committee 
on  Judiciary.  Public  hearing  held  by 
Senate  Committee  on  Judiciary. 
Failed  to  pass. 

Oppose 

SB  201 

(Rosenzweig) 

Health  insurance  market  reforms, 
including  modified  community 
rating,  portability  and  preexisting 
conditions. 

Recommended  for  passage  by 
Senate  Committee  on  Insurance. 
Became  part  of  HIRSP  debate. 
Failed  to  pass. 

Support 

SB  270 

(Rosenzweig) 

Creates  a 5th  standard  for  involuntary 
civil  commitments. 

Signed  into  law  as  1995 
Wisconsin  Act  292. 

Support 

SB  378 
(Schultz) 

Raises  attachment  point  for  PCF  coverage 
to  $1  million/$3  million. 

Passed  by  State  Senate.  Failed 
to  pass  the  Assembly. 

Support 
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SMS  physician  support  program 


The  SMS  Commission  on 
Medical  Liability  and  Risk 
Management  created  the  Physician 
Support  Program  in  1987  to  help 
physicians  and  their  families  cope 
with  the  stress  of  being  sued  for 
malpractice.  The  program  provides 
emotional  support,  practical  infor- 
mation, and  an  opportunity  for  the 
physician  and  spouse  to  share  their 
feelings  with  sympathetic  listeners. 

How  the  program  works 

When  a physician  is  sued  for  medi- 
cal malpractice,  the  SMS  sends 
member  physicians  a packet  of  ma- 
terials that  includes  a letter  ex- 
plaining the  Physician  Support 
Program,  advice  on  coping  with 
the  experience,  and  a list  of  physi- 
cians and  spouses  who  have  vol- 
unteered to  serve  as  members  of  a 
special  support  group.  The  packet 
also  contains  a description  of  the 
Medical  Mediation  Panel  System 
and  helpful  materials  for  the 
physician's  spouse.  Non-members 
are  sent  a letter  informing  them  of 
the  program  and  to  contact  the 
SMS  for  a packet. 

The  Physician  support  group 

The  purpose  of  the  support  group 
is  to  offer  emotional  support  and 
practical  advice  for  dealing  with  a 
medical  malpractice  suit.  The  em- 
phasis is  on  personal  contact  and 
communication  between  the  phy- 
sician or  spouse  requesting  help 
and  the  panel  member.  The  setting 
of  meetings  is  left  entirely  to  the 
parties  involved,  and  may  be  lim- 
ited to  telephone  calls,  if  desired. 
Topics  covered  during  meetings 
are  expected  to  be  wide  ranging, 
(eg  feelings  of  hostility,  fear,  loss 
of  confidence,  difficulty  in  making 
decisions,  and  withdrawal  from 
the  family)  but  discussions  of  the 
specific  merits  of  the  case  are 
avoided.  The  emphasis  is  on  indi- 
vidual interaction  and  open  and 
frank  discussions.  There  are  no 
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group  sessions.  Confidentiality  is 
assured  in  all  cases. 

Any  practicing  physician  who 
has  been  a respondent  in  a mal- 
practice action  and  feels  he  or  she 
can  offer  emotional  support  to  a 
colleague  in  a similar  situation  is 
encouraged  to  volunteer  as  a sup- 
port group  member.  Spouses  who 
can  provide  support  for  their  coun- 


terparts are  also  invited  to  partici- 
pate. Each  panelist  receives  basic 
information  about  the  program 
and  advice  on  how  to  be  an  effec- 
tive participant. 

Physicians  interested  in  provid- 
ing peer  support  through  the  Phy- 
sician Support  Program  should 
contact  Anne  Bicha  at  the  SMS.* 


Letter  to  physician  named  in  a 
medical  mediation  case 

Items  mentioned  in  this  letter  as  "enclosed"  are  available  from  Anne 
Bicha  at  the  SMS,  1-800-362-9080. 

Dear  Doctor: 

According  to  our  records,  you  have  been  named  in  a medical  me- 
diation case.  Feelings  such  as  anger,  frustration  and  depression  are  com- 
mon for  physicians  involved  in  a malpractice  action.  I am  writing  this 
letter  to  inform  you  that  there  are  other  physicians  and  spouses  who 
have  been  through  similar  experiences  and  are  willing  to  discuss  those 
feelings. 

As  part  of  the  work  of  the  State  Medical  Society  Commission  on 
Medical  Liability  and  Risk  Management,  we  have  looked  at  the  effect 
of  the  medical  malpractice  action  on  the  physician  and  his  or  her  fam- 
ily. It  was  the  recommendation  of  the  Commission  on  Medical  Liability 
and  Risk  Management  to  the  Board  of  Directors  that  the  State  Medical 
Society  establish  a support  structure  for  physicians  and  their  families 
involved  in  professional  liability  actions.  Part  of  our  proposal  recom- 
mended the  establishment  of  a group  of  physicians  and  spouses  who 
could  serve  as  "sympathetic  listeners"  for  the  physicians  and  their  fami- 
lies involved  in  a liability  action. 

I invite  you  and  your  spouse  or  significant  other  to  utilize  the 
program.  The  SMS  Alliance  strongly  supported  the  creation  of  the  sup- 
port group  since  it  would  be  very  beneficial  to  family  members.  En- 
closed is  a list  of  physicians  and  spouses  who  have  volunteered  to  serve. 
Please  feel  free  to  contact  any  individual  on  the  list.  He  or  she  will  as- 
sure you  of  maintaining  confidentiality. 

Also,  enclosed  is  a brief  description  of  the  program  for  you  and 
your  spouse,  or  significant  other,  and  helpful  materials  to  cope  with  the 
stress  associated  with  medical  litigation.  Remember,  talking  to  an  ex- 
perienced, knowledgeable  peer  about  your  frustrations  is  important.  If 
you  have  questions  about  the  program,  please  feel  free  to  contact  Anne 
Bicha  at  SMS,  800-362-9080  or  (608)  257-6781. 

Sincerely, 

Sidney  E.  Johnson,  MD 

Chair,  Commission  on  Medical  Liability  and  Risk  Management 
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Accreditation  program  for  continuing  medical 
education 


The  SMS's  accreditation  pro- 
gram functions  under  the 
authority  of  the  Accreditation 
Council  for  Continuing  Medical 
Education  (ACCME).  Representa- 
tives from  the  American  Board  of 
Medical  Specialties,  American 
Medical  Association,  Association 
for  Hospital  Medical  Education, 
Association  of  American  Medical 
Colleges,  American  Hospital  As- 
sociation, Federation  of  State  Medi- 
cal Boards,  and  the  Council  of 
Medical  Specialty  Societies  com- 
prise the  ACCME. 

The  SMS  Commission  on  Continu- 
ing Medical  Education  currently 
reviews  and  accredits  55  hospitals, 
15  specialty  societies,  three  profes- 
sional organizations,  and  two 
county  medical  societies  in  Wis- 
consin. Information  is  available 
from  Kristin  Bjurstrom  Krueger, 
CMP,  or  Lisa  Lawry  at  the  SMS. 

Category  1: 

Category  1 CME  designated  by  an 
accredited  sponsor  must  meet  the 
following  requirements: 

• be  sponsored  by  an  organization 
accredited  for  continuing  medi- 
cal education  by  one  of  the  state 
medical  associations  or  by  the 
Accreditation  Council  for  Con- 
tinuing Medical  Education 
(ACCME),  and 

• be  designated  as  AMAPRA  Cat- 
egory 1 education  by  that  orga- 
nization. 

Category  1 activities  can  take  the 
form  of  lectures,  seminars,  self- 
assessment  programs,  mini-resi- 
dencies, and  use  of  audio-visual  or 
computer  based  materials,  so  long 
as  they  are  designated  as  AMA 
PRA  Category  1. 


Wisconsin  Medical  Journal  • July  1996 


Category  2: 

All  Other  CME  Activities 

Education  reported  under  Cat- 
egory 2 must  meet  the  definition 
of  continuing  medical  education 
and  fit  one  of  the  descriptions  of 
education  provided  below.  Cat- 
egory 2 activities  must  also  com- 
ply with  the  AMA  "Ethical  Opin- 
ion on  Gifts  to  Physicians." 

Non-Supervised  Personal  Learn- 
ing Activities 

• Clinical  consultations  that  con- 
tribute to  a physician's  educa- 
tion. 

• Informal  educational  consulta- 
tions about  a patient  can  be  re- 
ported; these  hours  should  be 
estimated  and  reported  in  hour 
blocks. 

• Participation  in  patient  care  re- 
view activities. 

• Teaching  of  medical  and  other 
health  care  professionals. 

• Patient  centered  discussions 
with  colleagues. 

• Journal  club  activities. 

• Use  of  self-assessment  examina- 
tions and  reviews. 

The  following  Wisconsin  organiza- 
tions were  accredited  by  SMSW 
and  ACCME  for  continuing  medi- 
cal education  programming  as  of 
June  1,  1996: 

Accredited  Hospitals 

Appleton  Medical  Center  and  St 
Elizabeth  Hospital,  Appleton 
Beilin  Memorial  Hospital, 

Green  Bay 

Beloit  Memorial  Hospital,  Beloit 
Berlin  Memorial  Hospital,  Berlin 
Children's  Hospital  of  Wisconsin, 
Milwaukee 

Columbia  Hospital,  Milwaukee 
Community  Memorial  Hospital, 
Menomonee  Falls 
Fort  Atkinson  Memorial  Hospital, 
Fort  Atkinson 


Gundersen  Medical  Foundation, 
Ltd  and  La  Crosse  Lutheran 
Hospital,  La  Crosse 
Hartford  Memorial  Hospital, 
Hartford 

Howard  Young  Medical  Center, 
Woodruff 

Kenosha  Hospital  and  Medical 
Center,  Kenosha 

Lakeland  Medical  Center,  Elkhorn 
Langlade  Memorial  Hospital, 
Antigo 

Luther  Hospital,  Eau  Claire 
Memorial  Hospital  of  Iowa 
County,  Dodgeville 
Memorial  Hospital  at 

Oconomowoc,  Oconomowoc 
Mendota  Mental  Health  Institute, 
Madison 

Mercy  Health  System,  Janesville 
Mercy  Medical  Center,  Oshkosh 
Meriter  Hospital,  Madison 
Reedsburg  Memorial  Hospital, 
Reedsburg 

Ripon  Memorial  Hospital,  Ripon 
Riverside  Memorial  Hospital, 
Waupaca 

Sacred  Heart  Hospital,  Eau  Claire 
Sacred  Heart-St  Mary's  Hospital, 
Inc,  Rhinelander 
Sauk  Prairie  Memorial  Hospital, 
Prairie  du  Sac 

Shawano  Community  Hospital, 
Shawano 

Sheboygan  Memorial  Medical 
Center,  Sheboygan 
Sinai  Samaritan  Medical  Center, 
Milwaukee 

St  Agnes  Hospital,  Fond  du  Lac 
St  Clare  Hospital,  Baraboo 
St  Clare  Hospital,  Monroe 
St  Francis  Hospital,  Milwaukee 
St  Francis  Medical  Center, 

La  Crosse 

St  Joseph's  Community  Hospital, 
West  Bend 
St  Joseph's  Hospital, 

Chippewa  Falls 

St  Joseph's  Hospital,  Milwaukee 
Continued  on  next  page 
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St  Joseph's  Hospital  & Marshfield 
Clinic,  Marshfield 
St  Luke's  Hospital,  Milwaukee 
St  Mary's  Hospital,  Green  Bay 
St  Mary's  Hospital,  Milwaukee 
St  Marys  Hospital  Medical  Center, 
Madison 

St  Mary's  Hospital-Ozaukee, 
Mequon 

St  Michael  Hospital,  Milwaukee 
St  Michael's  Hospital,  Stevens 
Point 

St  Vincent  Hospital,  Green  Bay 
Stoughton  Hospital  Association, 
Stoughton 

Theda  Clark  Regional  Medical 
Center,  Neenah 

Veterans  Administration  Medical 
Center,  Tomah 

Watertown  Memorial  Hospital, 
Watertown 

Waukesha  Memorial  Hospital, 
Waukesha 

Wausau  Hospital  Center,  Wausau 
West  Allis  Memorial  Hospital, 
West  Allis 


Winnebago  Mental  Health 
Institute,  Winnebago 

Accredited  Specialties 

American  Heart  Association  of 
Wisconsin 

Milwaukee  Gynecological  Society 
Milwaukee  Ophthalmological 
Society 

Racine  Academy  of  Medicine 
Wisconsin  Academy  of  Family 
Physicians 

Wisconsin  Allergy  Society 
Wisconsin  Association  for 
Perinatal  Care 

Wisconsin  Neurological  Society 
Wisconsin  Psychiatric  Association 
Wisconsin  Society  of 
Anesthesiologists 
Wisconsin  Society  of  Obstetrics 
and  Gynecology 
Wisconsin  Society  of 

Otolaryngology-Head  and 
Neck  Surgery 

Wisconsin  Society  of  Pathologists 
Wisconsin  Society  of  Plastic 
Surgeons 


Wisconsin  Surgical  Society 

Wisconsin  Urological  Society 

Accredited  County  Medical 

Societies 

Marinette-Florence  County 
Medical  Society 

Pierce-St  Croix  County  Medical 
Society 

Other  Accredited  Organziations 

Physicians  Insurance  Company  of 
Wisconsin 

Wisconsin  Association  of  Medical 
Directors 

Wisconsin  Peer  Review 
Organization 

ACCME  Accredited 

Medical  College  of  Wisconsin 

UW  Center  for  Health  Sciences 

Interstate  Postgraduate  Medical 
Association 

State  Medical  Society  of 
Wisconsin*:* 


Cyril  “Kim"  Hetsko,  MD  and  Robert  Purtell,  Jr.,  MD 
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Membership  facts 


Whether  you  are  a medical  student,  resident, 
fellow,  full-time  or  part-time  practicing 
physician,  or  retired,  the  SMS  has  a membership 
classification  to  fit  your  needs.  When  you  apply 
for  membership,  the  county  medical  society  elects 
you  and  you  automatically  join  both  the  county 
medical  society  where  your  principle  practice  is 
located  and  the  SMS.  Membership  in  the  AMA  is 
strongly  recommended. 

Dues  for  regular,  part-time  practice,  or  over-age- 
70  membership  classifications  may  be  paid  in  one 
lump  sum  or  in  two  equal  installments,  with  the 
first  half  due  by  Oct  1, 1996,  and  the  second  half  by 
Jan  1,  1997. 

An  incentive  plan  is  available  for  early  payment 
of  county  and  state  dues:  $25  off  state  dues  for  those 
regular  members  who  pay  state  and  county  dues 
in  full  by  Oct  1,  1996. 

A more  detailed  list  of  SMS  membership  classi- 
fications and  their  corresponding  dues  follows. 

SMS  Membership  classifications 

Regular:  Member  in  active  practice.  Regular  mem- 
bers who  are  in  their  first  or  second  year  out  of 
residency,  fellowship  or  military  obligation  may 
qualify  for  reduced  dues  for  the  SMS,  the  AMA,  or 
both. 

Part-time  practice:  Physician,  regardless  of  age,  who 
practices  1,000  hours  or  less  during  the  calendar 
year,  but  does  not  qualify  for  retired  membership. 
Resident:  Member  who  as  of  Jan  1 of  the  dues  year 
is  in  an  approved  training  program  as  a hospital 
resident  or  research  fellow  and  is  licensed  to  prac- 
tice medicine  and  surgery  in  Wisconsin. 

Military  service:  Member  who  is  serving  in  the  US 
armed  forces  or  US  Public  Health  Service  (gener- 
ally not  to  exceed  5 years). 

Associate:  Member  whose  dues  are  waived  because 
of  financial  hardship  due  to  illness  or  disability. 
This  classification  is  temporary  and  is  reviewed  on 
an  annual  basis. 

Retired:  Member  who  has  completely  retired  from 
practice  (works  less  than  240  hours  each  year).  All 
dues  are  waived  unless  county  society  indicates  it 
wishes  to  charge  county  dues.  (Retired  and  life 
members  who  wish  to  receive  Medigram  and  the 
Wisconsin  Medical  Journal  must  pay  a $45  publica- 
tions fee.) 

Life:  Member  who  has  held  membership  in  a state 
medical  society  for  50  years.  Past  presidents  of  the 
SMS  are  also  included  in  this  category. 

Honorary:  Physician  named  an  honorary  member 
by  the  Board  of  Directors  for  outstanding  contri- 
butions to  the  medical  profession. 


Over  age  70:  Member  in  active  practice  who  is  over 
70  years  of  age. 

Scientific  fellow:  Person  engaged  in  teaching  or  re- 
search in  the  basic  sciences  at  an  accredited  col- 
lege or  university — but  not  holding  a degree  in 
medicine  or  osteopathy — by  invitation  and  consent 
of  the  Board  of  Directors. 

Emeritus:  Retired  member  who  has  chosen  not  to 
renew  his  or  her  license,  at  the  discretion  of  the 
Board. 

Candidate:  Member  attending  a medical  school  in 
Wisconsin  or  fulfilling  a postgraduate  obligation 
prior  to  eligibility  for  licensure. 

1996  Dues 


SMS 

AMA 

County 

Regular 

$665 

$420 

Varies 

First  year 

in  practice 

$332 

$210 

Varies 

Second  year 

in  practice 

$498 

$315 

Varies 

Two  physician 

family 

$615 

$420 

Varies 

Part-time 

practice 

$332 

$420 

Varies 

Part-time 

over  age  65 

$332 

$210 

Varies 

Resident 

$ 85 

$ 45 

Varies 

Military  service 

-0- 

$280/ $45 

Varies 

Associate 

-0- 

-0- 

-0- 

Retired 

-0- 

$ 84/-0-* 

Varies 

Life 

-0- 

$420 /-0-* 

-0- 

Honorary 

-0- 

$420/-0-* 

-0- 

Over  age  70 

$332 

$420 /-0-* 

Varies 

Scientific  Fellow 

-0- 

-0- 

-0- 

Emeritus 

-0- 

-0- 

-0- 

Candidate: 

Student 

$ 10 

$ 20 

$2.50 

Postgraduate-one 

$ 10 

$ 45 

Varies 

‘Physicians  in  these  categories  may  be  eligible  for  exemption 
from  AMA  dues  under  the  grandfather  clause.  (AMA  dues- 
exempt  members  who  were  granted  exemption  before  1986 
based  on  previously  established  criteria,  with  the  exception  of 
financial  hardship  or  disability,  will  automatically  be  exempt 
from  dues  in  1986  and  the  years  following.) 

Current  AMA  policy  provides  for  only  two  categories  of  ex- 
emptions: financial  hardship  or  disability  and  65  years  of  age 
or  older  and  fully  retired.  AMA  dues  for  under-age-65  and  fully 
retired  members  may  be  reduced  to  $84. 

State  society  dues  are  prorated  on  a monthly  ba- 
sis for  those  elected  to  membership  July  1 through 
Aug  31.  Those  elected  after  Aug  31  are  exempt  from 
dues  for  the  balance  of  the  year  in  which  they  are 
elected.  AMA  dues  are  prorated  on  a semiannual 
basis. 

To  begin  the  membership  process,  contact  your 
county  medical  society  or  call  the  Membership 
Department  of  the  SMS  at  (800)  362-9080  or 
(608)  257-6781.<» 
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Publications  available 

A number  of  brochures  are  available  from  the  SMS.  Most  are  intended  as  useful  physician-education  tools 
on  socioeconomic  and  legislative  topics;  others  serve  as  patient-education  materials  on  a variety  of  medi- 
cal issues.  Some  are  available  free  of  charge,  while  others  require  a nominal  fee.  Contact  the  SMS  staff  person 
listed  or  call  the  SMS  Communications  Department  for  more  information:  (800)  362-9080,  or  in  Madison, 
257-6781. 


Anatomy  and  Physiology 

This  manual  reviews  the  basics  of 
body  structure  and  function  in- 
cluding both  normal  and  patho- 
logical conditions.  It  provides  a 
basic  understanding  of  problems 
commonly  encountered  in  health 
care  settings  and,  combined  with 
medical  terminology,  provides  the 
foundation  needed  for  accurate  re- 
imbursement coding  and  medical 
chart  entries.  $25.00  + tax.  Con- 
tact Elaine  Stern,  SMS  Seminars. 

Customer  Service 
Enhancement  for  The  '90s 

This  manual  is  designed  to  prepare 
you  for  the  fast-paced  '90s  and 
teach  you  skills  to  keep  patients 
coming  back.  $25.00  + tax.  Con- 
tact Elaine  Stern,  SMS  Seminars. 

"Domestic  Violence:  Identifica- 
tion, Treatment  and  Referral  for  the 
Health  Care  Professional"  Video 
The  video,  developed  by  UCLA 
Medical  Center  and  Belson/ 
Hanwright  Video,  provides  spe- 
cific examples  of  domestic  abuse 
victims  being  seen  in  emergency 
department  and  clinic  settings. 
The  video  is  20  minutes  long  and 
is  available  for  loan  through  the 
SMS.  For  the  video  and  other  edu- 
cational material  on  domestic  vio- 
lence contact  Lynn  Sherman,  SMS 
Advocacy/  Quality. 

Getting  Acquainted 
with  Managed  Care 

This  manual  is  designed  for  those 
at  the  entry  level  of  the  managed 
care  arena.  It  will  provide  you  with 
definitions  to  commonly  used 
terms,  contracting  basics.  Medicare 
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and  Medicaid  movement  toward  a 
managed  care  environment,  and 
much  more.  $25  + tax.  Contact 
Elaine  Stern,  SMS  Seminars. 

Health  Insurance  101 

This  handbook  is  designed  to  in- 
troduce the  basics  of  the  health  in- 
surance industry.  Emphasis  is 
placed  on  basic  health  insurance 
terminology,  benefit  interpretation, 
types  of  contracts  and  resolving 
claim  problems.  $25.00  + tax.  Con- 
tact Elaine  Stern,  SMS  Seminars. 

If  You  Have  a Complaint 
About  Medical  Care 

This  brochure  explains  the  SMS's 
grievance  and  peer  review  system. 
Contact  Sonia  Porter,  SMS  Advo- 
cacy/Quality. 

Legal  Guidelines 
for  Health  Care  Records 

This  manual  is  designed  for  medi- 
cal group  managers  and  office  per- 
sonnel and  covers  all  aspects  of 
medical  records  management. 
$25.00  + tax.  Contact  Elaine  Stern, 
SMS  Seminars. 

Medicaid  Basics 

This  manual  is  designed  to  provide 
basic  information  applicable  to  any 
provider  specialty  billing  Wiscon- 
sin Medicaid.  It  contains  an  over- 
view of  the  Medicaid  program, 
sample  Medicaid  ID  cards  and 
their  benefit  limitations,  proce- 
dures for  completing  the  HCFA 
1500  for  Medicaid  reimbursement. 
Medicare  crossover  claim  filing 
procedures  and  follow-up  proce- 
dures. $25  + tax.  Contact  Elaine 
Stern,  SMS  Seminars. 


Medical  Professional  Liability 
Insurance:  Claims  Made  or 
Occurrence? 

This  brochure  explains  for  physi- 
cians how  the  policies  work,  how 
premiums  are  established,  how 
coverage  is  terminated,  the  limits 
of  liability  and  how  to  decide  be- 
tween the  types  of  coverage.  The 
brochure  was  produced  by  the 
SMS  Young  Physicians  Section  and 
is  particularly  useful  for  physicians 
just  beginning  their  practice.  Re- 
vised in  1992.  Contact:  Alice 
Ballweg  at  1-800-545-0631,  or  in 
Madison,  283-5483. 

Medicare  Part  B Basics 

This  basic  manual  is  designed  for 
those  beginning  to  bill  and  file 
claims  to  the  Medicare  Part  B pro- 
gram. It  discusses  the  beneficiary 
enrollment  procedure,  step-by-step 
instructions  on  filling  out  the 
HCFA  1500  claim  form,  the  appeals 
process.  Medicare  Reimbursement 
and  more.  $25  + tax.  Contact 
Elaine  Stern,  SMS  Seminars. 

Medicare  Part  B 
Physician  Reference  Manual 

This  guidebook  is  designed  to  help 
the  physician's  billing  staff  stay  on 
top  of  Medicare's  policy  and  pro- 
cedures. $49.00  + tax.  Contact 
Elaine  Stern,  SMS  Seminars. 

Occupational  Health  Guide 

This  revised  edition  contains  infor- 
mation for  medical  and  nursing 
personnel  in  the  commercial  and 
industrial  setting.  Entitled  "Your 
Body  At  Work"  the  guide  includes 
information  on  medical  directives, 
planning  for  medical  emergency 
care,  OSHA  Bloodborne  Pathogen 
Standards  and  universal  precau- 
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tions  for  transmission  of  HIV  infec- 
tion and  tuberculosis.  A supple- 
ment with  material  on  the  "Ameri- 
cans With  Disabilities  Act"  and 
other  pertinent  information  will  be 
available  in  the  fall  of  1996.  Con- 
tact Jane  Anderson,  SMS  Founda- 
tion. 

Office  and  Reception  Skills 

This  handbook  is  designed  for 
front  office  personnel.  It  gives  in- 
struction on  scheduling  appoint- 
ments, telephone  etiquette,  recep- 
tion skills  and  interaction  with  pa- 
tients. $25.00  + tax.  Contact  Elaine 
Stern,  SMS  Seminars. 

PartnerCare 

A poster  and  brochure  aimed  at 
educating  elderly  low-income  pa- 
tients about  this  important  SMS 
voluntary  Medicare  assignment 
program.  Contact  Tamara  Larson, 
SMS  Seminars. 

A Physician's  Guide  to 
Wisconsin  Health  Law,  Vol.  Ill 

This  handbook  deals  with  the  more 
important  legal  and  socioeconomic 
issues  affecting  the  practice  of 
medicine  in  Wisconsin.  The  infor- 
mation in  this  book  will  help  you 
avoid  pitfalls,  answer  your  pa- 
tients' questions,  ask  the  right 
questions  when  you  need  counsel, 
and  become  a more  involved  and 
effective  voice  for  the  profession. 
Published  in  1995.  Contact  Sonia 
Porter,  SMS  Advocacy /Quality. 

State  Medical  Society  of 
Wisconsin  Policy  Compendium: 
1995-1996  Edition 

The  compendium  provides  all  SMS 
current  policies.  This  is  updated 
yearly  and  is  available  to  all  SMS 
members.  Contact  Maria  Van 
Cleve,  SMS  Adovcacy/Quality. 

Smoking 

The  National  Cancer  Institute's 
Manual  for  Physicians,  entitled 
"How  to  Help  Your  Patients  Stop 
Smoking"  is  a comprehensive 
guide  of  tips  and  facts  for  decreas- 


ing your  patient's  use  of  tobacco 
products.  Materials  on  how  to  de- 
velop a patient  smoking  cessation 
program,  creating  a smoke-free  of- 
fice and  easy-to-use  tear-outs  are 
included.  Contact  Lynn  Sherman, 
SMS  Advocacy/ Quality. 

Statewide  Physician 
Health  Program 

This  brochure  offers  information 
on  the  Statewide  Physician  Health 
Program  of  the  SMS.  The  program 
provides  compassionate  assistance 
to  Wisconsin  physicians  suffering 
from  any  condition  which  may 
progress  to  impairment.  A brief 
discussion  of  education,  identifica- 
tion, assessment  and  intervention 
is  provided  in  this  1995  publica- 
tion. Contact  Sonia  Porter,  SMS 
Advocacy/  Quality. 

Tuberculosis 

"The  Core  Curriculum  on  Tubercu- 
losis: What  the  Clinician  Should 
Know"  was  developed  by  the  US 
Department  of  Health  and  Social 
Services  and  the  CDC  to  assist 
physicians  in  all  aspects  of  TB  con- 
trol. The  guide  provides  informa- 
tion on  screening  for  TB,  infection 
control,  diagnosis  and  preventive 
therapy.  Contact  Lynn  Sherman, 
SMS  Advocacy/ Quality. 

Worker's  Compensation 

The  SMS  makes  available  to  phy- 
sicians several  brochures  and 
forms  designed  to  ease  the  burden 
of  worker's  compensation  cases. 
"The  Guide  for  Wisconsin  Doctors: 
Using  the  WC-16B  for  Worker's 
Compensation"  published  in  1986 
and  the  booklet  "How  to  Evaluate 
Permanent  Disability,"  published 
in  1995,  are  available.  The  "Return 
to  Work/Physical  Capabilities" 
form,  produced  by  the  SMS  Com- 
mission on  Occupational  and  En- 
vironmental Health  is  available. 
This  revised  form  was  developed 
to  be  comprehensive  and  user 
friendly  for  employers,  physicians 
and  patients.  Contact  Lynn 
Sherman,  SMS  Advocacy/ Quality. 
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Coding  Publications 

Introduction  to  CPT-4  Coding 

This  basic  manual  is  designed  for 
beginning  coders.  It  stresses  the 
rules  and  guidelines  of  the  CPT-4 
book.  There  are  beginning  level  ex- 
ercises stressing  the  fundamentals. 
$25.00  + tax.  Contact  Elaine  Stern, 
SMS  Seminars. 

Introduction  to  ICD-9  CM  Coding 

This  basic  manual  is  designed  for 
beginning  coders.  It  stresses  the 
importance  of  the  ICD-9-CM  sys- 
tem and  introduces  the  guidelines 
necessary  to  use  the  system  cor- 
rectly. $25.00  + tax.  Contact  Elaine 
Stern,  SMS  Seminars. 

Intermediate  CPT-4  Coding 

This  manual  is  designed  for  cod- 
ers with  a minimum  of  six  months 
coding  experience.  It  reviews  the 
fundamentals  and  challenges  the 
coder  with  a series  of  intermediate 
level  problem-solving  exercises  to 
expand  coding  skills.  $25.00  + tax. 
Contact  Elaine  Stern,  SMS  Semi- 
nars. 

Intermediate  ICD-9  CM  Coding 

The  intermediate  ICD-9-CM 
manual  is  designed  for  coders  with 
a minimum  of  six  months  coding 
experience.  It  reviews  the  basic 
fundamentals  of  the  ICD-9-CM 
coding  system  and  focuses  on  the 
ICD-9-CM  rules  through  a series  of 
challenging  exercises.  $25.00  + tax. 
Contact  Elaine  Stern,  SMS  Semi- 
nars. 

CPT-4  & ICD-9-CM  Coding: 
Update  1996 

This  manual  is  intended  for  expe- 
rienced coders  and  includes  an  in- 
tense series  of  advanced  coding 
exercises  designed  to  fine-tune 
coding  skills.  It  will  also  reinforce 
coding  guidelines  and  sharpen 
ICD-9-CM  coding  skills  to  provide 
the  highest  quality  diagnostic  in- 
formation needed  to  enhance  reim- 

Continued  on  next  page 
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bursement.  $25  + tax.  Contact 
Elaine  Stern,  SMS  Seminars. 

Cardiovascular  Coding 
for  Physician  Reimbursement 

This  manual  is  designed  for  ad- 
vanced coders  and  addresses  ad- 
vanced level  issues  in  both  CPT-4 
and  ICD-9-CM  unique  to  cardio- 
vascular coding.  $25.00  + tax.  Con- 
tact Elaine  Stern,  SMS  Seminars. 

Evaluation  and 
Management  Coding 

This  manual  is  designed  to  help 
coders  understand  the  CPT-4 
Evaluation  and  Management  (E/ 
M)  codes.  The  manual  contains 
exercises  to  stress  the  necessary  in- 
formation needed  to  use  the  E/M 
codes  correctly.  $25.00  + tax.  Con- 
tact Elaine  Stern,  SMS  Seminars. 

General  Surgery  Coding  for 
Physician  Reimbursement 

This  specialty  manual  is  designed 
for  advanced  coders  and  provides 
instruction  in  general  surgical  cod- 
ing including  the  importance  of  ac- 
curate CPT-4  and  ICD-9-CM  cod- 
ing for  optimal  surgical  reimburse- 
ment. $25.00  + tax.  Contact  Elaine 
Stern,  SMS  Seminars. 

Medical  Terminology 

This  manual  is  designed  to  intro- 
duce basic  medical  terminology. 
There  is  an  emphasis  on  terms 
commonly  used  for  insurance 
claims  and  coding.  $25.00  + tax. 
Contact  Elaine  Stern,  SMS  Semi- 
nars. 

OB/GYN  Coding  for 
Physician  Reimbursement 

This  manual  is  designed  for  ad- 
vanced coders  and  addresses  is- 
sues in  both  CPT-4  and  ICD  9-CM 
coding  encountered  in  the  OB/ 
GYN  practice.  $25.00  + tax.  Con- 
tact Elaine  Stern,  SMS  Seminars. 


Orthopedic  Coding  for 
Physician  Reimbursement 

This  manual  is  designed  for  ad- 
vanced coders  and  addresses  is- 
sues in  both  CPT-4  and  ICD-9-CM 
Coding  encountered  in  the  Ortho- 
pedic practice.  $25  + tax.  Contact 
Elaine  Stern,  SMS  Seminars. 

Urology  Coding  for 
Physician  Reimbursement 

This  manual  is  designed  for  ad- 
vanced coders  and  addresses  is- 
sues in  both  CPT-4  and  ICD-9-CM 
Coding  encountered  in  the  Uro- 
logical practice.  $25  + tax.  Con- 
tact Elaine  Stern,  SMS  Seminars. 

Patient  Brochures 

Healthy  Start  Brochures/Posters 

Healthy  Start  posters  for  medical 
offices  and  patient-oriented  bro- 
chures in  English,  Spanish  and 
Hmong  are  available  through  the 
SMS.  Healthy  Start  is  the  program 
that  provides  comprehensive  Med- 
icaid health  insurance  coverage  for 
pregnant  women  and  infants  un- 
der more  generous  income  criteria 
than  Aid  to  Families  With  Depen- 
dent Children  (AFDC).  For  more 
information  on  the  program  and 
brochures  and  posters  contact 
Kevin  Wymore,  SMS  Advocacy/ 
Quality. 

Lead  Poisoning 

Developed  and  published  by  the 
US  Environmental  Protection 
Agency,  the  brochure  "Lead  Poi- 
soning and  Your  Children"  pro- 
vides easy  to  read  patient  informa- 
tion on  how  to  reduce  the  risk  of 
lead  poisoning.  Published  in  1992. 
Contact  Lynn  Sherman,  SMS 
Advocacy/ Quality. 

UCR,  A Patient's  Guide: 

How  Much  Will  My  Health 
Insurance  Pay? 

This  brochure  explains  what 


"usual,  customary  and  reasonable" 
means,  how  misunderstandings 
concerning  it  can  be  avoided  and 
how  problems  can  be  resolved 
when  they  occur.  This  brochure  is 
suitable  for  enclosure  in  office 
statements  or  for  placement  in  pa- 
tient reception  areas.  Revised  in 
1996.  Contact  Merry  Earll,  SMS 
Advocacy/  Quality. 

Vaccine  Information 

The  new  "Vaccine  for  Children" 
(VFC)  program,  which  started  Oc- 
tober 1,  1994,  requires  all  public 
and  private  health  care  providers 
to  use  the  new  patient-friendly  in- 
formation statements.  When  ad- 
ministering DTP,  Td,  MMR,  DTaP, 
DT,  DTP/Hib  combinations  and 
polio,  these  information  state- 
ments are  required.  These  forms 
are  available  from  SMS  Holdings 
by  contacting  Bill  Guerten  at  800- 
545-0632.  The  price  is  $25  for  100 
sets  of  4 forms. 

Your  Right  to  Direct 
Your  Future  Health  Care 

Facing  questions  on  advance  direc- 
tives? The  SMS  now  has  pam- 
phlets for  patients  explaining  ad- 
vance directives  and  medical  treat- 
ment decision  making.  All  feder- 
ally-certified nursing  homes,  hos- 
pitals, home  health  agencies,  hos- 
pices, personal  care  agencies,  and 
health  maintenance  organizations 
are  required  under  the  federal 
Patient  Self-Determination  Act  to 
provide  written  information  to  pa- 
tients describing  their  rights  re- 
garding self-determination  of 
medical  care.  As  a result,  many 
patients  will  be  looking  to  their 
doctors  for  information.  This  bro- 
chure was  developed  by  the 
Wisconsin  Division  of  Health  in  co- 
operation with  the  SMS  and  other 
organizations.  Published  in  1991. 
Contact  Lynn  Sherman,  SMS 
Advocacy/Quality.  ❖ 
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WISPAC  and 

Physicians  for  Better  Government 


The  Wisconsin  Physicians  Po- 
litical Action  Committee 
(WISPAC)  is  a voluntary,  nonprofit 
organization  open  to  physicians 
and  their  spouses.  Restricted  from 
making  political  contributions,  the 
SMS  created  WISPAC  to  provide 
the  medical  profession  an  oppor- 
tunity to  become  more  politically 
active  and  effective.  WISPAC, 
governed  by  a board  of  directors, 
traditionally  concentrates  on  state 
legislative  races,  and  cooperates 
with  the  American  Medical  Politi- 
cal Action  Committee  (AMPAC) 
on  federal  issues. 

Physicians  for  Better  Govern- 
ment is  a direct  giver  program,  or 
political  conduit,  established  in 
1987  by  the  SMS.  Political  conduits 


differ  from  political  action  commit- 
tees in  that  contributors  retain  the 
right  to  decide  who  receives  their 
individual  contributions.  Physi- 
cians for  Better  Government  con- 
tributions are  deposited  in  a spe- 
cial account  in  each  contributor's 
name.  No  contribution  is  made  to 
a candidate  without  the  con- 
tributor's authorization. 

WISPAC  and  Physicians  for  Bet- 
ter Government  are  administered 
by  the  SMS  Government  Relations, 
pursuant  to  state  statutes  and  ad- 
ministrative rules  authorizing  and 
regulating  these  programs.  For  ad- 
ditional information,  call  Mike 
Kirby  at  (800)  362-9080  or  (608)  257- 
6781  or  or  via  e-mail 
MIKEK@SMSW.ORG. 


Contributions  may  be  sent  to:  Phy- 
sicians for  Better  Government/ 
WISPAC,  P.O.  Box  2595,  Madison, 
WI  53701. 

Suggested  membership  catego- 
ries include: 

• $500  Chairman's  Club; 

• $200  Sustaining  Membership 
($100  Physicians  for  Better  Gov- 
ernment, $50  WISPAC,  $50 
AMPAC); 

• $100  Sponsor; 

($50  Physicians  for  Better  Gov- 
ernment, $30  WISPAC,  $20 
AMPAC). 

If  you  wish  to  allocate  your  con- 
tribution differently,  you  may  do 
so.  ❖ 


WEST  SHORE  HOSPITAL 
MANISTEE,  MICHIGAN 

Excellent  opportunities  available  for 
BC/BE  physicians  in  the  following 
specialties  to  practice  in  this  beau- 
tiful Michigan  Gold  Coast  commu- 
nity: 

Family  Practice  Pediatrics 
Internal  Medicine 
Obstetrics/Gynecology 

Practice  includes: 

• State-of-the-art  technology  at 
95-bed  West  Shore  Hospital 

• Competitive  salary  with 
comprehensive  benefits 

• Highly  supportive  physicians  & 
patient  base 

• 27,195  person  draw  area 

Manistee,  MI,  offers  an  excellent 
quality  of  life  with  its  peaceful  sur- 
roundings, renown  cultural  events 
and  high-quality  schools.  The  his- 
torically renovated  downtown  and 
gorgeous  lake  front  create  a unique 
atmosphere  in  which  to  live  and 
work.  For  more  information: 

Call  Marie  Noeth  at  800-438-3745  or 
fax  your  CV  to  309-685-2574. 


Physician  Leadership 
Opportunities 
Available! 


Medical  Director  Opportunities 
in  Emergency  Medicine 
exist  nationwide! 

Variable  volumes  and  compensation 
packages  offered  plus  malpractice 
insurance  and  a full  benefits 
package  including  401K. 

For  more  information  on  these  and 
other  opportunities,  contact: 

Jill  Stevens,  800-325-2716  or  FAX 
your  CV  to  314-919-8920. 

SPECTRUM' 

EMERGENCY  CARE 

A Spectrum®  Healthcare  Services  Company 
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SMS  Foundation  facts 


The  SMS  Foundation  is  a non- 
profit, non-stock  Wisconsin 
corporation,  chartered  in  June 
1955.  At  a recent  board  meeting  in 
June,  a motion  was  adopted  to 
change  the  name  from  the  Chari- 
table, Educational  and  Scientific 
Foundation  to  the  State  Medical 
Society  Foundation  or  simply  SMS 
Foundation. 

Management 

The  foundation's  governing  power 
is  vested  in  a board  of  trustees  com- 
posed of  directors  and  officers  of 
the  SMS,  other  medical  and  non- 
medical members  elected  by  the 
board  of  directors  and  one  repre- 
sentative elected  by  each  compo- 
nent medical  society.  Non-medical 
members  may  be  elected  from  time 
to  time  by  the  SMS  Board  of  Direc- 
tors, but  the  number  of  such  trust- 
ees shall  not  at  any  time  be  less 
than  five  or  more  than  ten. 

The  board  of  directors  of  the  cor- 
porate trustees  consists  of  18  mem- 
bers including  the  president,  vice 
president  and  treasurer  of  SMS 
Foundation,  and  in  addition,  12 
members,  seven  of  whom  may  be 
non-medical  trustees,  each  elected 
for  staggered  three  year  terms. 

Registration 

The  foundation  is  registered  with 


the  Secretary  of  State  as  a charitable 
organization  for  purposes  of  con- 
tributions and  fund-raising  under 
[***]440.41(2)  of  the  Wisconsin 
Statutes. 

Legal 

The  foundation  retains  Robert  B.L. 
Murphy  of  the  firm  Murphy  & 
Desmond,  SC,  2 E Mifflin  St,  Madi- 
son, WI  53703;  608-257-7181,  for 
advice  on  legal  and  tax  matters. 
Ms.  Julie  Ann  Hein  serves  as  the 
managing  director  who  works  di- 
rectly with  the  executive  vice  presi- 
dent and  deputy  executive  vice 
president  of  SMS  and  is  respon- 
sible for  all  duties  of  the  founda- 
tion. 

Tax  information 

Contributions  to  the  SMS  Founda- 
tion are  tax  deductible  under  both 
state  and  federal  tax  laws.  The 
foundation  is  a 501(c)(3)  non-profit 
corporation.  As  in  all  matters  relat- 
ing to  your  financial  affairs,  the 
valuation,  form  and  tax  aspects  of 
gifts  to  the  foundation  should  be 
discussed  with  your  attorney,  ac- 
countant or  other  advisor. 

Officers 

President:  Stephen  B.  Webster,  MD, 
La  Crosse 
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Vice  president:  Kenneth  M.  Viste  Jr, 
MD,  Oshkosh 

Treasurer:  Rockne  G.  Flowers, 
Stoughton 

Secretary:  Thomas  L.  Adams,* 
Madison 

Assistant  treasurer:  John  K.  Scott, 
MD,  Madison 

Directors 

Betty  Bamforth,  MD,  Madison 
David  Falk,  MD,  Madison 
Michael  S.  Garrity,  MD, 

Prairie  du  Chien 
Julie  A.  Hein,*  Madison 
Pauline  M.  Jackson,  MD,  La  Crosse 
Russell  F.  Lewis,  MD,  Madison 
Robert  B.  L.  Murphy,  Madison 
Marcia  Richards,  MD,*  Milwaukee 
John  Suby,  CPA,  Madison 
Eric  Temte,  Prairie  du  Chien 
Earl  R.  Thayer,  Madison 
Janet  Treacy,  Waukesha 
Richard  H.  Ulmer,  MD,  Marshfield 
Ronald  G.  White,  Madison 

*ex-officio 

Staff 

Managing  Director:  Julie  A.  Hein, 
Madison 

Administrative  Coordinator: 

Jane  Anderson,  Madison 
Donor  Records:  Jean  Buege, 
Madison*:* 
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SMS  Foundation  guide  to  gifts 


Gifts  to  the  foundation  may 
take  a number  of  forms: 
cash,  bequests,  trusts,  life  insur- 
ance, real  estate,  stock  or  other  se- 
curities — some  physicians  are 
making  the  foundation  a benefi- 
ciary of  their  wills.  Such  gifts  may 
be  designated  as  unrestricted  or  for 
specific  immediate  use  at  the  dis- 
cretion of  the  Foundation  trustees. 
They  may  also  be  restricted  or  ear- 
marked for  specific  purposes  of  in- 
terest to  the  donor. 

The  Foundation  currently  asks 
for  a voluntary  contribution  of  $75 
from  the  SMS  membership 
through  the  dues  statement  and 
other  direct  mail  solicitations. 

Cash  gifts 

Most  gifts  received  by  the  founda- 
tion are  in  the  form  of  cash,  and 
personal  checks  are  made  payable 
to  the  SMS  Foundation.  These  gifts, 
as  well  as  others,  may  be  desig- 
nated in  honor  of  a relative,  friend 
or  associate.  The  Foundation  main- 
tains a memorial  program  which 
gives  the  donor  an  opportunity  to 
remember  a loved  one. 

Planned  gifts 

The  simplest  planned  gift  to  make 
is  through  a bequest.  A bequest  is 
a gift  to  a beneficiary  made  through 
a will.  Ideally,  if  the  donor  can  no- 
tify the  beneficiary  or  charitable  or- 
ganization of  their  intentions,  the 
organization  can  plan  accordingly 
for  future  programs.  The  donor 
may  choose  simple  wording  to 
benefit  the  SMS  Foundation:  "I 
give  to  the  SMS  Foundation  of  the 
State  Medical  Society  of  Wisconsin, 
a non-profit,  non-stock  Wisconsin 
Corporation,  the  sum  of  $ (or  spe- 
cifically describe  the  real  or  per- 
sonal property)." 

Endowment  Plus 

Life  insurance  offers  an  easy  means 
to  make  a substantial  gift  as  well 
as  to  provide  tax  advantages  for  the 

Wisconsin  Medical  Journal  • July  1996 


donor.  The  SMS  Foundation  is 
pleased  to  offer  the  Endowment 
Plus  irrevocable  insurance  pro- 
gram which  is  underwritten  by 
Transamerica  Assurance  Com- 
pany. 

With  a one-time  gift  or  pledge 
payment  agreement  over  five 
years,  donors  agree  to  let  the  SMS 
Foundation  purchase  an  endow- 
ment life  insurance  policy  in  their 
names.  The  SMS  Foundation  will 
own  the  policy  and  be  the  desig- 
nated beneficiary. 

The  contribution  is  fully  tax  de- 
ductible and  there  are  no  personal 
or  medical  questions  asked  and  no 
physical  exam  is  required.  For  an- 
nual gifts  as  low  as  $500,  a substan- 
tial endowment  can  be  created  in 
your  name. 

Real  estate 

Any  standard  form  of  warranty 
deed  or  acceptable  quit  claim  deed 
may  be  used  to  deliver  real  estate 
to  the  foundation. 


Stock  or  other  securities 

Current  gifts  may  take  the  form  of 
stock  or  other  securities  which 
have  appreciated  in  value.  Gift  of 
appreciated  securities  permit  the 
donor  to  realize  substantial  tax 
advantages. 

Trusts 

Some  find  it  advantageous  to  make 
a contribution  to  the  Foundation, 
but  retain  the  income  from  the  con- 
tribution for  the  duration  of  their 
lives  or  the  lives  of  others.  There 
are  important  tax  advantages  to 
these  arrangements.  The  trustee  of 
such  "living  trusts"  may  be  a bank, 
trust  company  or  the  Foundation. 

Among  the  several  types  of  "liv- 
ing trusts"  are:  annuity  gifts, 
pooled  income  gifts  and  unitrust 
gifts. 

Pooled  Income  Fund 

Life  income  gifts  mean  gifts  from 
Continued  on  next  page 


SMS  Foundation  Managing  Director,  Julie  Hein  and  SMS  Foundation 
President,  Stephen  B.  Webster,  MD. 
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which  you  and  a designated  ben- 
eficiary receive  lifetime  income. 
After  the  lifetimes  of  the  "income 
beneficiaries,"  the  SMS  Founda- 
tion will  receive  the  principal  to  re- 
invest or  use  for  whatever  pur- 
poses it  deems  appropriate. 


A Pooled  Income  Fund  com- 
bines gifts  from  numerous  donors 
in  a single  fund  managed  by  the 
charity.  Pooled  Income  Funds  are 
ideal  for  highly  appreciated  stock 
contributions.  Goals  that  can  be  ac- 
complished by  making  a contribu- 
tion to  a pooled  income  fund  are: 


• Immediate  savings  through  an 
income  tax  deduction  in  the 
year  of  the  gift; 

• Possibly  increasing  your  current 
income;  and 

• Elimination  of  a capital  gains 
tax.  ❖ 


SMS  Foundation  history 


The  SMS  Foundation  (formerly 
the  CESF)  was  chartered  by 
the  SMS  in  1955  as  a non-profit, 
non-stock  corporation  to  enable 
physicians  and  other  friends  of  the 
profession  to  support,  through 
gifts  and  grants,  projects  vitally  af- 
fecting scientific  medicine  and 
public  health.  The  Foundation's 
scope  of  interest  has  grown  be- 
cause of  estate  gifts  received;  there- 
fore, a number  of  worthy  programs 
affecting  medical  education  and 
health  care  needs  in  Wisconsin  can 
be  accomplished.  The  future  of  the 
Foundation  holds  an  array  of  op- 
portunities and  challenges. 

SMS  Foundation  bequeathed 
Fort  Crawford  Medical  Museum 

The  Board  of  Directors  of  the  SMS 
Foundation  of  the  State  Medical 
Society  of  Wisconsin  announced 
the  transfer  of  the  Fort  Crawford 
Medical  Museum  endowment  and 
property  to  the  city  of  Prairie,  du 
Chien  at  the  SMS  Annual  Meeting 
in  April,  1996. 

The  historical  site  will  be  oper- 
ated by  the  Prairie  du  Chien  His- 
torical Society,  Inc.,  a newly  formed 
group  of  local  residents  whose  mis- 
sion is  to  preserve  the  work  of 
William  Beaumont,  M.D.,  the  fa- 
mous frontier  surgeon.  While  sta- 
tioned at  the  fort  in  the  1830's  Dr 
Beaumont  performed  over  250  ex- 
periments on  the  digestive  system. 


providing  the  basis  for  present  day 
knowledge  on  the  subject.  The 
museum  houses  artifacts  of  19th 
century  medicine  in  Wisconsin  and 
includes  displays  of  a physician's 
office,  a dental  office  and  a restored 
1890  pharmacy. 

"We  have  pledged  additional 
grants  over  the  next  three  years 
and  we  hope  this  stewardship  to- 
wards the  city  of  Prairie  du  Chien 
will  continue  for  many  years."  said 
Doctor  Stephen  B.  Webster,  Presi- 
dent of  the  SMS  Foundation  and 
Dermatologist  at  the  Gundersen 
clinic.  "Our  hope  is  that  the  his- 
tory of  the  area  and  medical  heri- 
tage will  be  preserved." 

Research,  Scientific 
and  Public  Health 

Over  the  years,  a number  of  re- 
search and  scientific  funds  have 
been  created  from  memorial  con- 
tributions. The  income  from  the 
funds  provide  a number  of  grants 
each  year  to  the  areas  of  surgery, 
family  practice,  internal  medicine, 
and  biomedical  research. 

Occupational  Health  Guide 

The  foundation  also  produces  an 
Occupational  Health  Guide  "Your 
Body  at  Work"  which  focuses  on 
being  a practical  reference  for 
medical  and  nursing  personnel  in 
the  commercial  and  industrial  set- 

ting- 


Public  Health  Care  Issues 

A number  of  grants  are  allocated 
each  year  for  public  healthcare  ini- 
tiatives. Children's  issues,  mental 
health,  and  AIDS  have  been  some 
of  the  primary  focuses  over  the  last 
several  years. 

Medical  Outcomes 
Research  Project 

The  Medical  Outcomes  Research 
Project's  purpose  is  to  serve  phy- 
sicians and  their  patients  by  pro- 
viding meaningful  information  to 
assist  in  demonstrating  and  im- 
proving medical  quality.  Key  to 
this  project  are  patients  --  who  will 
be  directly  involved  in  assessing 
their  quality  of  life  and  contribut- 
ing to  informed  medical  decision 
making.  Current  condition  stud- 
ies include:  Low  Back  Pain; 

Asthma;  Depression  and  Hip  Re- 
placement. 

The  Project  responds  to  the 
medical  community's  need  for 
quality  assessment  and  improve- 
ment programs  that  provide  mean- 
ingful information  about  patients 
and  how  the  respond  to  different 
treatment  options.  Because  the 
survey  instruments  capture  impor- 
tant information  like  health  risk, 
behaviors  and  demographic  fac- 
tors, information  collected  for  out- 
comes research  may  be  used  for 
both  research  and  for  direct  clini- 
cal applications.  Information  col- 


486 


Wisconsin  Medical  Journal  • July  1996 


1996  Annual  Report 


SMS  Foundation  President  Stephen  B.  Webster,  MD  presents  the  Houghton 
Award  to  Benjamin  Tobin. 


lected  through  the  Project  is  main- 
tained in  a manner  that  protects  the 
confidentiality  of  participants  and 
participating  providers. 

Student  loans,  grants 
and  scholarships 

One  of  the  most  important  activi- 
ties of  the  SMS  Foundation  is  the 
student  loan  program.  Established 
in  1955,  the  Foundation's  general 
student  loan  fund  is  designed  to 
assist  needy,  deserving  students 
preparing  for  careers  in  medicine, 
nursing,  and  other  allied  health 
fields.  Long-term,  low-interest 
loans  are  interest-free  until  after  the 
student  graduates.  Personnel  in  the 
financial  aid  departments  of  Wis- 
consin medical  schools  and  tech- 
nical schools  cooperate  with  the 
Foundation  in  identifying  needy 
and  deserving  students. 

Many  young  men  and  women 
can  achieve  their  medical  careers 
only  because  of  the  availability  of 
low-interest  loans.  In  fact,  the  av- 
erage medical  student  today  can 
anticipate  graduating  with  debt 
obligations  ranging  from  $75,000  to 
$100,000.  Through  fiscal  year  end- 
ing June,  1996,  the  Foundation 
granted  48  loans  to  medical  and 
allied  health  students  for  a total  of 
$138,242.  Repayments  during  fis- 
cal year  1995-96  totalled  $131,000. 
Since  the  loan  fund  was  estab- 
lished, 1415  students  have  received 
$2,298,890  in  long-term,  low-inter- 
est loans. 

Although  the  Foundation's  pri- 
mary emphasis  is  in  loans,  some 
outright  scholarships  and  grants 
are  made  to  fulfill  the  wishes  of 


some  donors  and  the  needs  of  cer- 
tain potential  recipients.  These 
special  health  career  student  loan 
and  scholarship  funds  are  admin- 
istered by  the  Foundation  accord- 
ing to  the  wishes  of  the  individual 
or  organization  establishing  and 
supporting  the  fund. 

Applications  may  be  procured 
from  the  SMS  Foundation,  330  E 
Lakeside  St,  PO  Box  1109,  Madison, 
WI,  53701;  or  the  medical  college's 
financial  aid  offices. 

To  inquire  how  you  or  your  or- 
ganization can  establish  a special 
student  loan  or  scholarship  fund. 


contact  Julie  A.  Hein,  330  E 
Lakeside  St,  PO  Box  1109,  Madison, 
WI  53701;  or  phone  (608)  257-6781 
(Madison  area)  or  toll-free  in  Wis- 
consin (800)  362-9080. 

Wisconsin  Association 
of  Senior  Physicians 

This  group  was  formed  in  fall  of 
1980  with  the  premise  of  planning 
and  implementing  ways  in  which 
retired  physicians  can  continue  to 
be  a part  of  the  advances  and 
progress  of  medicine.  The  staff  of 
the  SMS  Foundation  coordinates 
an  annual  meeting. ❖ 
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1996  Annual  Report  

Foundation  grant  allocation 


Thanks  to  the  efforts  of  a tre- 
mendous number  of  physi- 
cians, the  Foundation  is  support- 
ing a greater  number  of  programs 
on  a broader  spectrum. 

The  list  of  grants  provided  by 
the  Foundation  during  this  past 
year  spells  substantial  achieve- 
ment. Through  physician  support 
and  leadership,  the  Foundation 
hopes  to  encourage  similar  sup- 
port from  others.  With  education 
as  its  vanguard,  the  SMS  Founda- 
tion prides  itself  in  supporting 
medical  education,  public  health, 
research  and  history  programs. 

During  1995,  the  Foundation 
contributed  to  a number  of  worthy 
projects  through  unrestricted  and 
restricted  contributions: 


Robert  }.  Jaeger,  MD,  and  his  wife, 
Nancy,  were  the  winners  of  a raffle 
prize  print  of  Dr  Beaumont's  Waiting 
Room. 


• Wisconsin  Junior  Academy  to 
support  Wisconsin  Science  Con- 
gress for  high  school  research 
projects; 

. Volunteer  Braillists  & Tapists, 
Inc.; 

• Madison  Children's  Museum  to 
sponsor  an  exhibit  entitled. 
Hands  on  Health ; 

• Barbara  Scott  Maroney  Fund  to 
sponsor  a lecture  on  diabetes; 

• Wisconsin  Research  Network 
conference; 

• UW  Department  of  Medical 
Microbiology  & Immunology 
for  a research  project; 

. Wisconsin  Safety  Patrols,  Inc.  to 
sponsor  the  trip  to  Washington 
DC; 

. Alliance  for  the  Mentally  111  to 
sponsor  pilot  project; 


• Doctors  Ought  to  Care  to  spon- 
sor conference; 

• Wisconsin  Surgical  Society  to 
sponsor  lecture; 

• Betty  Bamforth,  MD  to  sponsor 
medical  history  writing  project; 

• Gundersen  Medical  Foundation 
to  sponsor  Trauma  Seminar; 

. Wisconsin  Community  Based 
Research  Consortium  to  spon- 
sor research  project;  and 

• UW  Madison  Medical  School, 
Department  of  anesthesiology 
to  sponsor  preservation  of  Dr. 
Water's  papers. 

For  further  information  regard- 
ing the  SMS  Foundation,  please 
contact  Julie  A.  Hein,  SMS  Foun- 
dation, 330  E Lakeside  St,  PO  Box 
1109,  Madison,  WI  53701;  (608) 
257-6781.*:* 
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Technology 

Society  acquires  videoconferencing  technology 


One  of  the  major  tenets  of  the 
current  Strategic  Plan  is  to 
utilize  technology  to  increase  com- 
munication with  the  SMS  member- 
ship. With  the  recent  acquisition 
of  state-of-the-art  videoconfer- 
encing technology,  the  Society  has 
taken  a significant  step  toward  this 
goal  and  reaffirmed  its  commit- 
ment to  the  evolving  needs  of  the 
membership. 

Through  the  use  of  two-way  in- 
teractive video  communication, 
members  can  remain  active,  or  in- 
crease their  involvement,  in  Soci- 
ety activities  without  a consider- 
able investment  in  time  and  ex- 
pense. Volunteering  to  serve  on  a 
commission  or  task  force  will  no 
longer  require  a day  away  from 
patients  several  times  during  the 
year  just  to  attend  a two-hour 
meeting.  We  are  actively  pursuing 
agreements  with  organizations 
throughout  the  state  so  that  the 
furthest  a member  will  need  to 
drive  to  participate  in  a face-to-face 
videoconference  meeting  is  1 or  2 
hours.  In  many  cases,  members 
will  have  to  go  no  farther  than  a 
conference  room  in  their  clinics  or 
hospitals.  On  the  other  hand,  we 
also  understand  that  one  of  the 
most  significant  advantages  of 
membership  in  this  organization  is 
the  opportunity  to  network  with 
your  peers.  Videoconferencing 
technology  has  evolved  consider- 
able in  the  last  few  years  but  has 
obviously  not  replaced  the  need  to 
occasionally  meet  in  person  for  the 


social  aspects  of  face-to-face  inter- 
action. We  remain  committed  to 
providing  those  opportunities. 

The  primary  objective  of  the 
videoconferencing  project  is  to  re- 
duce the  economic  and  geographic 
barriers  to  participation  in  SMS 
activities.  By  offering  this  technol- 
ogy as  an  alternative  to  driving  to 
Madison,  we  anticipate  the  realiza- 
tion of  savings  for  the  Society  and 
for  the  participating  members.  In 
addition,  videoconferencing  in- 
creases the  opportunity  to  provide 
cost-effective  benefits  to  member- 
ship in  the  form  of  interactive  semi- 
nars, legislative  updates  and  orga- 


nizational issue  updates. 

Throughout  this  summer,  we 
will  be  holding  videoconferencing 
test  meetings  in  order  to  gain  ex- 
perience with  the  equipment  and 
work  out  any  problems  that  may 
arise.  The  next  goal  is  to  provide 
live  videoconference  commission 
meetings  in  the  fall.  We  will  con- 
tinue to  provide  updates  on  the 
progress  of  this  project  through  the 
Medigram  and  on  the  SMS  Web 
page,  so  please  stay  tuned.  If  you 
have  questions  or  would  like  more 
information,  please  contact  Doug 
Turecek  at  the  SMS  or  send  e-mail 
to  DOUGT@SMSWI.ORG.  ❖ 
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The  site  is  being  developed  with 
ease  of  use  and  affordability  in  mind. 
Whether  or  not  you  are  currently 
on-line,  accessing  the  SMS  web  site 
(WISMED.COM)  will  provide  members 
the  most  comprehensive  medical  site 
possible  - for  the  lowest  possible 
access  cost.  All  SMS  members  will  be 
notified  as  soon  as  WISMED.COM 
officially  opens  to  the  public  on  the 
World  Wide  Web. 


Ihe  World  Wide  Web  has  changed 
the  way  the  SMS  and  many  of  its 
physician  members  - and  their 
clinics  and  office  managers  - 
do  business.  Addressing  the  need 
to  provide  members  with  instant 
access  to  information  and  two-way 
communication,  the  State  Medical 
Society  of  Wisconsin  will  officially 
launch  its  Web  site  this  summer. 
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Annual  meeting 


1996  House  takes  action  on  board  reports,  resolutions 


Resolution  1 calls  for  the  SMS  to 
draft  model  legislation  that  defines 
standards  for  the  legal  qualifica- 
tions of  expert  medical  witnesses 
in  medical  malpractice  litigation 
and  pursue  its  enactment,  and  re- 
quests that  the  AMA  draft  and  dis- 
tribute model  legislation.  Action: 
referred  to  Board  of  Directors. 

Resolution  2 calls  for  the  SMS  to 
continue  to  work  for  physician  an- 
titrust relief  at  both  the  state  and 
federal  levels.  Action:  adopted. 

Resolution  3 calls  for  the  Society 
to  seek  endorsement  and  support 
of  Wisconsin  government  for  the 
annual  distribution  by  mail  of  ad- 
vance directives  forms  to  state  citi- 
zens. Action:  modified,  as  shown 
below,  and  adopted. 

Modified:  The  SMS  will  encourage 
physicians  to  educate  their  patients 
about  advance  directives  and  to 
provide  their  patients  with  living 
will  and  durable  power  of  attorney 
for  health  care  forms. 

Resolution  4 calls  for  the  SMS  to 
seek  legislation  that  adopts  the 
Definition  of  Medical  Emergency 
as  set  forth  by  the  American  Col- 
lege of  Emergency  Physicians,  and 
that  administrative  rules  require 
that  all  insurance  plans  operating 
in  Wisconsin  use  the  ACEP  defini- 
tion of  Emergency  Service.  Action: 
modified,  as  shown  and  adopted. 


Modified:  Resolved,  that  the  State 
Medical  Society  seek  legislation  to 
adopt  the  following  definition  of 
Emergency  Services:  "Emergency 
Services  are  those  health  care  ser- 
vices provided  to  evaluate  and 
treat  medical  conditions  of  recent 
onset  and  severity  that  would  lead 
a prudent  layperson,  possessing  an 
average  knowledge  of  medicine 
and  health,  to  believe  that  urgent 
and/or  unscheduled  medical  care 
is  required."  and  be  it  further  Re- 
solved, that  all  insurance  plans 
operating  in  Wisconsin  use  this 
definition. 

Resolution  5 directs  the  SMS  to 
support  legislation  that  makes  PCF 
participation  voluntary,  allows 
physicians  to  obtain  medical  liabil- 
ity coverage  entirely  through  com- 
mercial insurers,  and  limits  PCF 
assessment  increases  to  the  cost  of 
living.  Action:  adopted  portion  of 
Report  AA:  Section  on  1995  House 
of  Delegates  Resolution  10  in  lieu 
of  Resolution  5. 

Resolution  6 calls  for  the  Society 
to  withdraw  its  support  for  1995- 
1996  Senate  Bill  378  and  investigate 
alternative  measures  that  might 
better  protect  physicians.  Action: 
adopted  Report  A:  Section  on 
Increasing  Threshold  for  Limits  on 
Malpractice  Coverage  in  lieu  of 
Resolution  6. 

Resolution  7 directs  the  SMS  to 
seek  methods  of  analyzing  the  cost 


Marcia  J.  S.  Richards,  MD 
1995-1996  President 


of  medical  liability  insurance  as- 
signable as  a dollar  amount  per 
patient  contact  and  to  release  this 
information  to  the  public.  Action: 
not  adopted.  While  the  committee 
felt  the  study  is  worthwhile,  con- 
ducting the  study  is  beyond  the 
means  of  the  SMS,  as  it  involves 
significant  detailed  analysis  to  ar- 
rive at  the  desired  result. 

Resolution  8 provides  that  medi- 
cal liability  insurance  companies  be 
encouraged  to  provide  physician 
defendants  with  critique  sheets  for 
the  purpose  of  commenting  on  de- 
fense attorney  performance  and 
that  this  information  be  shared 
with  the  attorney.  Action:  not 

Continued  on  next  page 
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House  of  Delegates 
Nominating  Committee:  1996-97 

District  1 

Lucille  B.  Glicklich,  MD,  2000  W Kilboum  Ave,  Milwaukee  53233 
George  R.  Schneider,  MD,  9330  W Lincoln  Ave,  West  Allis  53227 
Timothy  G.  McAvoy,  MD,  1751  E Main,  Waukesha  53186,  chair 
Thomas  A.  Reminga,  MD,  330  E Kilbourn  Ave,  Ste  730,  Milwaukee 
53202 

Clarence  P.  Chou,  MD,  10028  N Miller  Dr,  2W,  Mequon  53092-6186 
Gregory  A.  Shove,  MD,  3807  Spring  St,  Racine  53405 
Frank  H.  Urban,  MD,  3645  Emberwood  Dr,  Brookfield  53005 

District  2 

Adam  H.  Balin,  MD,  753  N Main  St,  Oregon  53575 
Jerry  M.  Ingalls,  MD,  2630  22nd  Ave,  Monroe  53566 
Paul  A.  Wertsch,  MD,  4221  Venetian  Ln,  Madison  53704,  secretary 

District  3 

Mark  H.  Andrew,  MD,  Vernon  Memorial  Hospital,  507  S.  Main  St, 
Viroqua  54665 

District  4 

Ali  K.  Choucair,  MD,  1000  N Oak  Ave,  Marshfield  54449 
Robert  J.  Jaeger,  MD,  3291  Thompson  Ct,  Stevens  Point  54481 

District  5 

David  R.  Weber,  MD,  80  Sheboygan  St,  Fond  du  Lac  54935 
Johan  A.  Mathison,  MD,  712  Doctors  Ct,  Oshkosh  54901 

District  6 

Joseph  C.  DiRaimondo,  MD,  1636  Miriam  Rd,  Manitowoc  54220 

District  7 

Charles  V.  Ihle,  MD,  836  Richard  Dr,  Eau  Claire  54701 

District  8 

Modesto  M.  Ferrer,  MD,  RR  2,  Box  2750,  Hayward  54843-9475 

Specialty  sections 

Richard  S.  Kane,  MD,  945  N 12th  St,  PO  Box  17932,  Milwaukee 
5321 7-> 


Continued  from  preceding  page 

adopted.  The  reference  committee 
supported  the  concept,  but  be- 
lieves physicians  are  free  to  offer 
criticism  or  compliments  as  they 
see  fit. 

Resolution  9 directs  the  Society  to 
pursue  passage  of  legislation  that 
would  provide  malpractice  immu- 
nity for  all  pre-arranged  charity 


care  regardless  of  where  the  care 
is  provided.  Action:  referred  to 
Board  of  Directors,  because,  while 
the  reference  committee  believes 
the  proposal  will  improve  access  to 
care,  the  issues  of  how  pre-ar- 
ranged care  and  the  scope  of  mal- 
practice immunity  need  to  be  de- 
fined. 

Resolution  10  calls  for  the  SMS  to 
actively  lobby  to  restrict  the  sales 


of  cigarettes  to  minors  and  increase 
the  enforcement  of  punitive  mea- 
sures for  such  sales,  and,  that  the 
SMS  support  legislation  to  ban  the 
use  of  cigarette  vending  machines, 
which,  by  their  nature,  lend  them- 
selves to  unmonitored  sales.  Ac- 
tion: adopted. 

Resolution  11  directs  the  Society  to 
support  the  development  of  model 
legislation  to  regulate  the  retail  sale 
of  tobacco  products  under  the 
same  provisions  and  statutes  as  al- 
cohol products,  and  to  have  its 
AMA  delegation  submit  a resolu- 
tion with  similar  intent  pertaining 
to  federal  legislation  to  the  AMA 
House  of  Delegates  for  its  annual 
meeting.  Action:  modified  by  de- 
leting text,  and  adopted. 

Resolution  12  directs  the  Society 
to  oppose  any  legislation  imple- 
menting the  death  penalty.  Action: 
not  adopted.  Due  to  the  wide  range 
of  opinion  on  this  issue,  it  was  de- 
cided to  refrain  from  taking  a po- 
sition on  the  death  penalty  and 
maintain  current  SMS  policy  that 
prohibits  physicians  from  partici- 
pating in  an  execution. 

Resolution  13  directs  the  SMS  to 
support  legislation  that  makes  in- 
put from  medical  specialties  and/ 
or  consideration  of  human  health 
issues  a priority  in  the  review  of 
mine  permit  applications  and  that 
allows  past  environmental  records 
of  mining  companies  to  be  re- 
viewed and  considered  as  part  of 
the  permit  process.  Action:  modi- 
fied as  shown  below,  and  adopted. 

Modified:  The  SMS  supports  leg- 
islation requiring  input  from  the 
Department  of  Health  and  Social 
Services  prior  to  the  issuance  of  a 
mining  permit.  The  Department's 
input  must  be  based  on  evidence 
provided  by  public  health  experts 
with  knowledge  of  the  public 
health  issues  that  result  from  min- 
ing; and  be  it  further  resolved  that 
public  health  input  from  the  De- 
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partment  include  consideration  of 
past  environmental  records  of  min- 
ing companies  seeking  a mining 
permit. 

Resolution  14  calls  for  the  SMS  to 
seek  legislation,  regulations  or 
other  means  of  requiring  third 
party  payers  to  pay  the  costs  of 
providing  professional  interpreter 
services  for  hearing  impaired  pa- 
tients. Action:  referred  to  the  Board 
of  Directors  because  the  reference 
committee  felt  that  the  resolution 
too  narrowly  defines  the  issue,  as 
it  does  not  recognize  the  real  prob- 
lem rests  with  the  provisions  of  the 
Americans  with  Disabilities  Act. 

Resolution  15  calls  for  the  SMS  to 
take  appropriate  action  to  elimi- 
nate the  Veterans  Administration 
system  and  enroll  the  patients  di- 
rectly into  the  Medicare  system. 
Action:  not  adopted. 

Resolution  16  states  that  the  SMS 
believes  that  all  women  should 
have  access  to  breast  reconstruc- 
tion as  an  option  following  mastec- 
tomy for  breast  cancer.  Access 
should  be  available  regardless  of 
timing  relationship  to  the  onset  of 
the  deformity  or  absence  of  their 
breast;  and  the  SMS  should  sup- 
port legislative  efforts  that  include 
insurance  coverage  for  breast  re- 
construction. The  legislation 
should  be  specific  and  insure  cov- 
erage for  all  costs  associated  with 
all  stages  of  the  reconstruction  that 
may  be  necessary  as  well  as  sym- 
metry operations  on  the  opposite 
breast  in  order  to  restore  a 
woman's  body  to  wholeness;  and 
that  the  SMS  support  the  AMA's 
efforts  to  develop  state  model  leg- 
islation requiring  all  insurance 
plans  that  cover  mastectomy  to  of- 
fer an  optional  plan  that  also  cov- 
ers reconstruction.  Action:  modi- 
fied and  adopted. 

Modified:  Resolved  that  the  SMS 
believes  that  all  women  should 
have  access  to  breast  reconstruc- 


tion as  an  option  following  mastec- 
tomy for  breast  cancer.  Access 
should  be  available  regardless  of 
timing  relationship  to  the  onset  of 
the  deformity  or  absence  of  their 
breast;  and  be  it  further  resolved 
that  the  SMS  supports  the  AMA's 
efforts  to  develop  state  model  leg- 
islation requiring  all  insurance 
plans  that  cover  mastectomy  to  of- 
fer an  optional  plan  that  also  cov- 
ers breast  reconstruction. 

The  reference  committee  felt  these 
modifications  allow  the  resolution 
to  be  supported. 

Resolution  17  states  that  the  SMS 
will  continue  to  support  tax- 
advantaged  Medical  Savings  Ac- 
counts at  the  state  and  federal  lev- 
els. Action:  substitute  resolution 
adopted. 

Resolution  18  calls  for  the  SMS  to 
reaffirm  support  for  a pluralistic 
system  of  health  care  financing  in 
order  to  preserve  consumer  choice, 
and  actively  support  the  concept  of 
tax-deductible  Medical  Savings 
Accounts  as  an  option  for  all 


Americans.  Action:  substitute  reso- 
lution adopted. 

Substitute  Resolution  for  both  17 
and  18:  Resolved,  That  the  SMS 
continue  to  support  tax- 
advantaged  medical  savings  ac- 
counts at  the  state  and  federal  lev- 
els; and  be  it  further  Resolved,  That 
the  SMS  reaffirm  support  for  a plu- 
ralistic system  of  health  care  fi- 
nancing in  order  to  preserve  con- 
sumer choice. 

Resolution  19  calls  for  the  SMS  to 
recommend  enactment  of  a tax 
code  that  will  treat  the  health  care 
expenses  of  all  workers  in  the  same 
manner,  and  if  any  special  favors 
are  to  be  granted  by  the  tax  code 
to  anybody,  then  such  special  ex- 
emptions should  be  granted  only 
to  those  who  are  buying  true  insur- 
ance with  the  payment  of  actuari- 
ally  sound  premiums  for  unex- 
pected, unusual,  or  catastrophic  ill- 
nesses and  expenses.  Action:  not 
adopted.  The  reference  committee 
felt  that  the  resolution  could  not  be 
supported  because  of  the  language 
Continued  on  next  page 


House  of  Delegates  takes  a vote,  with  SMS  Board  Vice  Chair  Mark  Andrew,  MD 
at  the  microphone. 
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Continued  from  previous  page 

in  the  resolution  that  special  tax  ex- 
emptions should  be  granted  to 
only  those  who  are  buying  true 
(catastrophic)  insurance. 

Resolution  20  calls  for  the  SMS  to 
continue  support  for  tax  equity  for 
all  who  purchase  health  insurance 
through  legislation  at  both  the  state 
and  federal  levels.  Action: 
adopted. 

Resolution  21  directs  the  SMS  to 
oppose  mandated  insurance  ben- 
efits in  keeping  with  SMS  policy 
INS-993  and  encourage  insurers  to 
offer  a variety  of  insurance  pack- 
ages, including  catastrophic  cover- 
age only.  Action:  modified  with 
additional  text  underlined  above, 
and  adopted. 

Resolution  22  calls  for  the  SMS  to 
encourage  and  assist  the  AMA  to 
work  with  representatives  from  the 
federal  government  and  the  insur- 
ance industry  to  develop  policies 
ensuring  the  portability  of  health 
insurance  coverage.  Action: 
adopted. 

Resolution  23  states  that  the  AMA 
work  with  input  from  representa- 
tives of  the  insurance  industry  to 
define  several  levels  of  health  in- 
surance coverage  which  would 
ensure  coverage  of  a uniform  set 
of  conditions  and  services,  and  that 
health  insurance  policies  explicitly 
and  specifically  list  exclusions  from 
coverage  in  order  that  these  omis- 
sions are  apparent  and  compa- 
rable. Action:  modified  by  deleting 
text  above,  and  adopted. 

Resolution  24  states  that  the  House 
of  Delegates  direct  the  Wisconsin 
Delegation  to  the  AMA  to  seek 
implementation  of  stated  AMA 
policy  that  would  require  self-in- 
sured groups  to  participate  in  state 
health  insurance  risk  sharing  pools 
for  the  uninsured,  and  that  the 
AMA  seek  legislation  that  would 


require  self-insured  health  insur- 
ance plans  to  provide  coverage  of 
health  insurance  mandates  enacted 
by  the  various  states.  Action: 
modified  by  adding  underlined 
text  above  and  by  deleting  text  as 
shown,  and  adopted. 

Resolution  25  directs  the  SMS  to 
seek  legislative  sponsorship  for  the 
AMA's  model  legislation  known  as 
"the  Patient  Protection  Act"  in  the 
next  appropriate  floor  period  of  the 
Wisconsin  Legislature.  Action:  re- 
ferred to  Board  of  Directors  be- 
cause the  SMS  is  in  the  process  of 
evaluating  the  Patient  Protection 
Act  through  its  Commission  on 
Health  Care  Financing  and  Deliv- 
ery. The  intent  of  this  resolution  can 
be  discussed  as  part  of  the  delib- 
erations. 

Resolution  26  calls  for  the  SMS  to 
seek  a Wisconsin  Division  of 
Health  study  on  1)  the  number  of 
people  currently  in  long-term  care 
facilities  who  could  be  living  in 
their  homes  if  support  services 
were  made  available;  2)  the  cost 
differential  between  the  same  ser- 
vices delivered  in  long-term  care 
facilities  and  an  individual's  home; 
and  3)  recommendations  for 
changes  in  state  policy  for  funding 
long-term  care  services.  Action: 
adopted. 

Resolution  27  directs  the  SMS  to 
conduct  a survey  of  physician 
members  on  their  opinions  of  the 
current  health  care  delivery  system 
vs.  various  forms  of  single-payer 
health  plans,  with  results  pub- 
lished in  the  Wisconsin  Medical  Jour- 
nal. Action:  modified  by  eliminat- 
ing the  requirement  to  publish  the 
results,  and  adopted. 

Resolution  28  calls  for  the  SMS  to 
actively  seek  to  protect  informal 
physician-to-physician  communi- 
cations and  consultations  that  are 
provided  in  good  faith  by  physi- 
cian colleagues  over  the  phone, 
and  further,  that  the  SMS  seek  to 


prevent  managed  care  entities  from 
gagging  their  own  physicians  from 
giving  helpful  and  general  advice 
regarding  a patient  problem  to 
other  physicians  who  may  not  be- 
long to  the  same  managed  care 
network,  and  further,  that  the  SMS 
staff  develop  questions  to  ask  in  the 
1997  Membership  Survey  to  iden- 
tify the  significance  of  the  problem 
of  physician  communication  and 
gag  clauses.  Action:  referred  to  the 
Board  of  Directors. 

Resolution  29  directs  the  SMS  to 
develop  a patient-education  initia- 
tive to  inform  patients  how  man- 
aged care  may  affect  the  funda- 
mental relationship  between  pa- 
tient and  physician,  and  that  the 
initiative  be  unbiased  and  factual, 
concentrating  on  disseminating 
accurate  information  to  patients. 
The  initiative  should  include,  but 
not  be  limited  to,  information  de- 
fining the  basic  concepts  of:  fee-for- 
service,  PPO,  HMO,  capitation,  pri- 
mary care/specialty  care,  physi- 
cian incentives  within  managed 
care,  “gag"  rules,  etc.  Action:  re- 
ferred to  the  Board  of  Directors 
because  the  reference  committee 
felt  that  more  specific  information 
is  needed  on  how  this  resolution 
would  be  accomplished. 

Resolution  30  calls  for  the  SMS  to 
participate  vigorously  in  the  pas- 
sage of  a Willing  Provider  Statute 
in  Wisconsin  so  that  any  physician 
willing  to  provide  services  under 
a previously  negotiated  fee  sched- 
ule is  capable  of  providing  care  to 
the  patient,  and,  that  the  threat  of 
exclusion  from  an  insurance  plan 
and  the  destruction  of  the  physi- 
cian practice  is  no  longer  an  item 
of  significant  leverage  in  the  deal- 
ings with  insurance  companies. 
Action:  referred  to  the  Board  of 
Directors  because  the  reference 
committee  believes  further  exami- 
nation of  the  impact  of  exclusion 
is  needed. 

Resolution  31  calls  for  the  SMS  to 
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Reference  committees:  1996 

State  and  National  Issues 

Richard  S Kane,  MD, 

John  R Petersen,  MD, 

Milwaukee 

Wauwatosa,  Chair 

Johan  A Mathison,  MD, 

Steven  K Dankle,  MD, 

Oshkosh 

Milwaukee 

Theodore  A Praxel,  MD, 

Roland  R Liebenow,  MD, 

Marshfield 

Lake  Mills 

Thomas  E Palmer,  MD, 

Dennis  A Sobczak,  MD, 

Milwaukee 

Brookfield 

G Daniel  Miller,  MD, 

Organization  and  Finances 

Dousman 

Armond  H Start,  MD, 

Modesto  M Ferrer,  MD, 

Madison,  Chair 

Hayward 

Richard  D Lindgren,  MD, 
Madison 

Socioeconomic  Activities 

Patricia  J Hantsch,  MD, 

Robert  B Shapiro,  MD, 

Milwaukee 

Madison,  Chair 

Edward  R Winga,  MD, 

Susan  L Turney,  MD, 

La  Crosse 

Marshfield 

Mark  K Belknap,  MD, 

David  R Weber,  MD, 

Ashland 

Fond  du  Lac 

Gary  L Bryant,  MD, 

Credentials 

La  Crosse 

Robert  T Cooney,  MD, 

Brian  P McSorley,  MD, 

Portage,  Chair 

Milwaukee 

Clifford  J Opatken,  MD, 
Mequon 

Scientific  Activities 

Michele  Lee  Bachhuber,  MD, 

Christopher  Stroud,  MD, 

Marshfield  ❖ 

Beloit,  Chair 
John  J Beck,  MD, 
Sturgeon  Bay 

take  action  against  Medicare  to 
ensure  that  reimbursement  rates 
for  urban  and  rural  physicians  for 
identical  medical  services  should 
be  equal,  and  that  the  SMS  should 
convey  the  seriousness  of  current 
inequities  to  the  appropriate  Wis- 
consin senators  and  representa- 
tives. Action:  not  adopted  because 
the  HCFA  will  be  announcing  its 
recommendation  on  the  reduction 
of  the  number  of  Medicare  pay- 
ment localities  nationwide  in  the 
near  future.  Current  SMS  policy  is 
supportive  of  equal  reimburse- 
ment for  all  physicians. 

Resolution  32  calls  for  the  ad- 
equate representation  of  physi- 
cians to  the  Health  Care  Financing 
Administration  of  the  United 
States.  Action:  not  adopted. 

Resolution  33  states  that  the  SMS 
will  support  the  health  insurance 
options  offered  to  the  elderly  in  the 
Medicare  Preservation  Act  passed 
by  Congress.  These  options  in- 
clude: traditional  Medicare;  choice 
of  managed  care  plan;  or,  medical 
savings  accounts.  Action:  modified 
and  adopted. 

Resolution  34  calls  for  the  SMS  to 
take  action  against  Medicare  to 
ensure  that  when  down-coding  is 
performed  by  Medicare,  a prompt 
and  immediate  appeals  method  be 
available  to  the  physician  and  his 
patient.  Action:  not  adopted. 

Resolution  35  calls  for  the  SMS  to 
take  action  against  Medicare  to 
ensure  that  the  appeals  process  for 
the  patient  and  the  physician  is 
prompt  and  takes  place  within 
three  months  so  that  no  undue 
hardship  is  caused  to  either  patient 
or  physician.  Action:  not  adopted. 

Resolution  36  directs  the  SMS  to 
develop  a statewide  abstinence- 
based  program  to  decrease  teen 
pregnancy.  Action:  substitute  reso- 
lution adopted. 


Resolution  37  directs  the  SMS  to 
support  only  school-based  health 
programs  that  are  abstinence- 
based.  Action:  substitute  resolu- 
tion adopted. 

Resolution  38  directs  the  SMS  to 
oppose  abortion  after  20  weeks 
gestation,  except  where  the 
mother's  life  is  endangered  by  the 
continuation  of  the  pregnancy. 
Action:  not  adopted.  The  reference 
committee  found  that  current  SMS 
policy  reflects  this  resolution  ad- 
equately. 

Resolution  39  calls  for  the  SMS  to 
study  the  ethical  and  legal  ques- 


tions raised  by  new  communica- 
tions technologies,  including  the 
World  Wide  Web  and  teleconfer- 
encing, as  they  relate  to  medical 
practice,  and  report  back  to  the 
1997  House  of  Delegates  recom- 
mendations for  standards  to  guide 
the  medical  profession  and  the 
public  as  medical  information  is 
sought  and  obtained  through  the 
use  of  these  new  technologies.  Ac- 
tion: modified,  as  shown  below, 
and  adopted. 

Modified:  Resolved,  that  the  State 
Medical  Society  direct  its  delegates 
to  the  American  Medical  Associa- 
Continued  on  next  page 
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tion  to  request  a study  of  the  ethi- 
cal and  legal  questions  raised  by 
new  communications  technolo- 
gies, including  the  World  Wide 
Web  and  teleconferencing,  as  they 
relate  to  medical  practice. 

Resolution  40  directs  the  SMS  to 
study  the  ethical  impact  of  man- 
aged care  in  Wisconsin  in  collabo- 
ration with  county  medical  societ- 
ies. bioethics  organizations  and  the 
American  Medical  Association  in 
order  to  establish  guidelines  for 
ethical  physician  conduct  regard- 
ing managed  care  organizations, 
and  that  this  should  be  an  ongo- 
ing effort  of  the  SMS.  Action:  modi- 
fied by  adding  underlined  text 
above,  and  adopted. 

Resolution  41  directs  the  SMS  to 
seek  legislation  or  administrative 
mandates  for  physician  review  of 
pharmaceutical  formularies,  and 
directs  the  Society  to  support  a 
physician's  ability  to  write  a pre- 
scription for  medications  not  on 
the  formulary,  and  also  support  the 
physician's  right  to  do  so  without 
financial  penalties  to  the  patient  or 
physician.  Action:  referred  to  the 
Board  of  Directors. 

Resolution  42  calls  for  the  Society 
to  work  to  change  state  statutes 
that  require  all  verbal  and  phone 
orders  to  be  authenticated  in  writ- 
ing within  24  hours,  substituting 
that  this  be  done  by  the  prescrib- 
ing medical  staff  member  in  a 
"timely"  manner.  Action:  modi- 
fied, as  shown  below,  and  adopted. 

Modified:  Resolved,  that  the  State 
Medical  Society  of  Wisconsin  seek 
change  in  the  current  Wisconsin 
Administrative  Code  (Wis.  Stat. 
§124.12..5-B-11)  such  that  all  verbal 
or  telephone  orders  shall  be  au- 
thenticated by  an  appropriate 
member  of  the  medical  staff  in 
writing  in  a timely  fashion,  elimi- 
nating the  current  24-hour  require- 
ment. 
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Resolution  43  directs  the  Society 
to  endorse  the  use  of  credentials 
verification  organizations  (CVOs) 
by  hospitals,  managed  care  orga- 
nizations and  other  health  care  fa- 
cilities in  Wisconsin.  Action:  modi- 
fied by  adding  underlined  text 
above,  and  adopted. 

Resolution  44  directs  the  SMS  to 
create  a committee  on  informatics 
with  the  charge  to  study  ways  that 
physicians  can  be  prompted  to  use 
clinical  guidelines,  and  investigate 
computer  systems  that  could  be 
recommended  for  physician  prac- 
tices. Action:  referred  to  the  Board 
of  Directors. 

Resolution  45  directs  the  SMS  to 
oppose  the  development  of  gov- 
ernment practice  guidelines.  Ac- 
tion: referred  to  the  Board  of  Di- 
rectors. 

Resolution  46  directs  the  Society 
to  support  legislation  requiring 
members  of  utilization  review  and 
preauthorization  panels  in  Wiscon- 
sin to  be  licensed  as  medical  care 
providers.  Action:  not  adopted; 
current  SMS  policy  (REQ-994)  al- 
ready exists  on  this  issue. 

Resolution  47  calls  for  the  SMS  to 
seek  legislation  for  the  adoption  of 
minimal  standards  for  third  party 
review  organizations  as  outlined  in 
the  current  SMS  policy,  REQ-994. 
Action:  adopted. 

Resolution  48  directs  the  Society 
to  take  action  to  require  the  Office 
of  the  Commissioner  of  Insurance 
to  license  and  regulate  insurers' 
professional  review  organizations, 
to  establish  a fair  appeals  process 
and  to  remedy  and  penalize  the 
"persistent  practice"  of  inappropri- 
ate coding  by  review  organiza- 
tions. Action:  not  adopted;  SMS 
policy  REQ-994  addresses  the  issue 
and  fulfills  the  intent  of  this  reso- 
lution. 


Resolution  49  calls  for  the  SMS  to 
influence  the  medical  schools'  cur- 
riculum committees  to  increase  the 
teaching  of  basic  sciences  and  clini- 
cal training  of  behavioral,  addic- 
tion and  sleep  medicine.  Action: 
not  adopted.  The  reference  com- 
mittee felt  that  the  SMS  is  not  in  a 
position  to  make  specific  recom- 
mendations without  a more  com- 
prehensive review. 

Resolution  50  calls  for  the  SMS  to 
review  the  existing  Society  conflict 
of  interest  policy  including  disclo- 
sure issues  and  to  prepare  a report 
for  submission  to  the  SMS  Board 
of  Directors  and,  in  turn,  to  the 
SMS  House  of  Delegates  for  its  con- 
sideration, with  the  intent  of  ren- 
dering it  relevant  to  the  ethical  con- 
flicts  including,  but  not  limited  to. 
managed  care.  Action:  modified  by 
adding  underlined  text  above,  and 
adopted. 

Resolution:  51  directs  the  Society 
to  publish  yearly,  all  business 
connections  to  managed  care  that 
are  disclosed  by  Society  officers. 
Action:  not  adopted;  the  issues  are 
addressed  sufficiently  in  Resolu- 
tion 50  as  amended. 

Resolution  52  directs  the  Society 
to  recognize  a conflict  of  interest 
exists  for  Society  leaders  who  are 
on  the  Board  of  Directors  for  Phy- 
sician Insurance  Company  of  Wis- 
consin, and  to  bring  an  end  to  the 
conflict  of  interest  by  divesture  of 
all  relationships  with  that  com- 
pany. Action:  not  adopted. 

Resolution  53  calls  for  the  SMS  to 
reduce  registration  fees  charged  to 
medical  students  and  resident  phy- 
sicians who  attend  Society  educa- 
tion seminars  and  events.  Action: 
adopted. 

Resolution  54  calls  for  the  SMS 
Board  of  Directors  invite  a desig- 
nated member  from  the  Resident 
Physician  Section  to  attend  the 
Board  of  Directors  meetings,  and 
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be  it  further  Resolved,  that  the  SMS 
create  a resident  seat  on  the  Board 
of  Directors  as  a voting  member  se- 
lected by  Resident  Physician  Sec- 
tion members.  Action:  modified  by 
adding  underlined  text  above,  and 
adopted. 

Resolution  55  calls  for  the  SMS  to 
continue  and  expand  its  statewide 
effort  to  use  teleconferencing  tech- 
niques. Such  effort  should  be  ex- 
plained by  exhibits  at  county  so- 
ciety meetings  and  with  articles 
in  the  Wisconsin  Medical  journal. 
Action:  adopted. 

Resolution  56  directs  the  SMS  to 
appoint  a task  force  that  will  re- 
view the  election  process  and  the 
role  of  the  nominating  committee 
and  report  any  necessary  changes 
to  the  1997  House  of  Delegates. 
Action:  adopted. 

Resolution  57  directs  the  Society 
to:  1)  refrain  from  any  further  le- 
gal action  in  Blue  Cross  and  Blue 
Shield  of  Wisconsin  vs.  Marshfield 
Clinic  and  2)  become  involved  only 
when  authorized  by  a vote  of  the 
membership.  Action:  not  adopted. 

Resolution  58  directs  the  SMS  to 
remain  neutral  on  issues  of  recur- 
rent and  unresolved  nature  that  are 
resubmitted  by  county  medical  so- 
cieties. Action:  not  adopted.  The 
reference  committee  felt  that  cur- 
rent SMS  policy  and  practice  ad- 
dress the  spirit  of  this  resolution. 

Resolution  59  calls  for  the  SMS  to 
create  a charity  care  physician  rec- 
ognition award.  Action:  not 
adopted.  The  reference  committee 
felt  that  the  resolution  raised  a 
question  for  defining  charity  care 
and  believes  that  the  Physician 
Citizen  of  the  Year  Award  meets  the 
intent  of  the  resolution. 
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Late  Resolution  60  calls  for  the 
SMS  to  encourage  the  AMA  and 
others  to  limit  use  of  the  term 
"gatekeeper"  when  making  refer- 
ence to  primary  care  physicians  or 
to  their  role.  Action:  adopted. 

Late  Resolution  61  directs  the  So- 
ciety to  endorse  the  Patient-Physi- 
cian Covenant  and  asks  that  it  be 
forwarded  to  the  AMA  for  its 
consideration  and  endorsement. 
Action:  adopted. 

Late  Resolution  62  provides  that 
the  tax  exempt  status  afforded  vari- 
ous organizations  be  limited  to 
what  was  originally  intended  and 
expansions  and  diversifications  by 
these  organizations  be  subject  to 
the  same  taxation,  regulation  and 
rules  that  govern  other  competitive 
businesses.  Action:  referred  to 
Board  of  Directors. 

Late  Resolution  63  directs  the  SMS 
to  implement  a task  force  to  study 
the  health  care  provided  in  the 
state  prison  system  and  asks  the 
Wisconsin  Delegation  to  the  AMA 
to  introduce  a resolution  to  the 
AMA  House  of  Delegates  calling 
for  a national  task  force  to  study 
the  adequacy  and  quality  of  the 
health  care  programs  in  the  federal, 
state  [and]  county  and  municipal 
detention  facilities.  Action:  modi- 
fied by  inserting  underlined  text 
above,  and  adopted. 

Late  Resolution  64  calls  for  the 
SMS  to  support  the  Department  of 
Regulation  and  Licensing's  appeal 
of  the  Appellate  Court's  decision 
regarding  releasing  physician  ex- 
amination scores  and  that  the  SMS 
develop  model  legislation  that 
would  provide  for  the  confidenti- 
ality of  results  of  the  medical  li- 
censing examination  and  seek  a 
sponsor  for  its  introduction  and 
adoption  by  the  state  legislature. 
Action:  adopted. 


Reports 

Report  A referred  to  state  and  na- 
tional issues  and  included  sections 
on:  a global  statement  on  firearms; 
increasing  threshold  for  limits  on 
malpractice  coverage;  FDA  state- 
ment on  regulation  of  tobacco;  SMS 
10-year  Sunset  Policy  Updates  in- 
cluding: Adequate  Funding  for 
Wisconsin  Medical  Examining 
Board;  "Happy  Hours;"  Abolition 
of  Amateur  and  Professional  Box- 
ing in  Wisconsin;  Reduction  of 
Nuclear  Armaments;  Return  to 
Work  Forms;  and  Labeling  of  To- 
bacco Products.  Action:  adopted. 

Report  B referred  to  socioeconomic 
activities  and  included  discussions 
on:  the  1995  House  of  Delegates 
Resolution  8— Capitation  for  Phy- 
sician Services;  1995  House  of  Del- 
egates Resolution  14— The  Wiscon- 
sin Health  Care  Compact;  1995 
House  of  Delegates  Resolution  16- 
-Provision  of  Pertinent  HMO  Per- 
formance Data  in  an  Easily  Under- 
stood Format;  1995  House  of  Del- 
egates Resolution  21— Statewide 
Replication  of  Milwaukee  Man- 
aged Care  Check-Up  Program; 
1995  House  of  Delegates  Resolu- 
tion 35— Indigent  Care;  Mandatory 
enrollment  in  the  Medicaid  HMO 
expansion  plan;  HMO  contract  re- 
vision requesting  minimum  insur- 
ance coverage  for  hospital  stays 
following  delivery;  Urban  Medi- 
cine Task  Force;  and  the  SMS  Medi- 
cal Assistance  Task  Force  Report. 
Action:  adopted. 

Report  C referred  to  scientific  ac- 
tivities and  included  sections  on: 
1995  House  of  Delegates  Resolu- 
tion 41— Physician  Directed  Trans- 
fer of  Unstable  Patients;  1995 
House  of  Delegates  Resolution  43- 
-Dispensing  of  Computer-Gener- 
ated Drug  Information;  1995 
House  of  Delegates  Resolution  46- 
Continued  on  next  page 
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-EMT,  Paramedic  Personnel  and 
Equipment;  1995  House  of  Del- 
egates Late  Resolution  61— Wiscon- 
sin  Statute  for  HIV  Testing;  1995 
House  of  Delegates  Late  Resolu- 
tion 66— HIV  Testing  of  Pregnant 
Women;  1994  House  of  Delegates 
Resolution  27,  Report  C— Appro- 
priate Case  Management  of  AIDS 
with  Hospital  Preadmission 
Screening  and  All  Health  Care  Per- 


sonnel; Standard  Identification 
Bracelet  for  Do-Not-Resuscitate 
(DNR)  Order;  Guidelines  for  the 
Utilization  of  Unlicensed  Assistive 
Nursing  Personnel;  and  WAPC 
Policy  Statement  on  Prenatal  Pe- 
riod. Also  discussed  were  SMS  10- 
year  Sunset  Policy  Updates  on: 
Home  Health  Quality  Assessment 
and  Control;  Abortion  as  a Medi- 
cal Procedure;  Evaluation  of  Pul- 
monary Impairment  Under 
Worker's  Compensation  in  Wis- 


consin; and  Medical  Mandatory 
Surgical  Second  Opinion.  Action: 
adopted. 

Report  D referred  to  organization 
and  finances  of  the  SMS.  Particu- 
lar subjects  covered  included: 
1995  House  of  Delegates  Resolu- 
tion 52— Medical  Outcomes  Re- 
search Project  and  the  1996  Bud- 
get. Action:  portion  on  budget 
filed;  remainder  adopted. ❖ 


CHILD  SUPPORT! 

If  you  and  your  ex-spouse  earn  a combined  income  of 
$1 26,000/year  or  more,  a recent  study  found  your  child 
support  payments  per  Wisconsin's  Child  Support  Standard,  to 
be  39%  higherthan  the  average  of  all  other  states  and  second 
highest  in  the  entire  country.  Another  recent  study  found  this 
award  is  more  than  50%  higher  than  what  are  reasonable 
costs  families  in  this  income  level  spend  on  children. 

While  most  successful  doctors  do  not  object  to  paying  their 
share  of  reasonable  costs  to  raise  their  children,  being  forced 
to  pay  50%  or  300%  beyond  these  costs  is  unreasonable  and 
unfair. 

Wisconsin  needs  a FAIRER  child  support  standard,  one  that  is 
fair  to  children  and  both  parents  as  well  as  allowing  an 
environment  for  doctors  to  grow  their  careers  and  practices  in 
Wisconsin.  To  join  the  effort  to  get  Wisconsin  to  adopt  a Child 
Support  Standard  based  on  realistic  costs  of  supporting  chil- 
dren contact: 

Wisconsin  Citizens  For  a Fair  Child  Support  Standard 

P.O.  Box  1 45  Greendale,  Wl  53129  or  call  (414)  425-4881 
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Presidential  address 
It's  everybody's  job 


Marcia  j.  S.  Richards,  MD 


I've  had  a wonderful  year! 

Thanks  to  all  of  you,  members 
of  the  State  Medical  Society,  for  giv- 
ing me  this  opportunity  to  be  your 
President. 

During  this  year,  as  a real  in- 
sider, I came  to  appreciate  even 
more  greatly  the  diverse  challenges 
and  common  concerns,  which  both 
divide  and  unite  us  as  physicians. 

Also  as  an  insider,  I came  to 
value  more  fully  the  marvelous 
staff  of  the  SMS  who  work  tire- 
lessly to  pursue  the  goals  set  by  this 
House  of  Delegates  for  our  orga- 
nization. 

But  today,  I want  to  take  time  to 
single  out  and  commend  their  boss 
and  our  soon  to  be  past  employee, 
Tom  Adams,  who  will  be  taking  a 
new  position  at  the  helm  of  the 
Medical  Group  Management  Asso- 
ciation in  Colorado. 

Tom,  I know  that  some  people 
in  large  groups  are  saying  how  did 
you,  who  favor  those  docs  in  solo 
or  small  group  practices  get  to  be 
the  future  executive  of  MGMA. 

And  those  in  solo  and  small 
group  practices  are  saying,  "See, 
his  new  job  just  proves  that  he  al- 
ways favored  the  large  groups.  " 
These  perceptions  from  oppo- 
site sides  tell  all  of  us  something  of 
your  ability  to  work  with  different 
camps. 

Each  thought  the  other  was  the 
favored  child. 

Tom,  thanks  for  working  for  all 
of  us  during  these  last  ten  years. 

And  although  you  won't  leave 
until  the  end  of  the  summer,  as 
President,  I wanted  to  be  sure  to 
recognize  your  contributions  to  the 
growth  of  the  State  Medical  Soci- 
ety of  Wisconsin  at  this,  the  largest 
yearly  gathering  of  membership. 

And  I know  that  our  members 
would  want  me  to  remind  you  to 
remember  what  you  have  learned 
from  us  docs,  when  you  are  talk- 


ing to  those  clinic  administrators. 

And  now  I want  to  tell  a story. 

"It  is  a story  about  four  men 
named  Everybody,  Somebody, 
Anybody,  and  Nobody. 

There  was  an  important  job  to 
be  done,  and  Everybody  was  asked 
to  do  it. 

Everybody  was  sure  that  Some- 
body would  do  it. 

Anybody  could  have  done  it, 
but  Nobody  did  it. 

Somebody  got  angry  about  that, 
because  it  was  Everybody's  job. 

Everybody  thought  that  Any- 
body could  do  it,  and  Nobody  re- 
alized that  Everybody  wouldn't  do 
it. 

It  ended  up  that  Everybody 
blamed  Somebody,  when  actually 

Nobody  did  what  Anybody 
could  have  done." 

None  of  you  here  today,  who 
have  come  to  this  meeting  to  par- 


ticipate in  this  House  of  Delegates, 
has  much  in  common  with  these 
four  men. 

You  are  here  to  get  a job  done, 
to  be  involved,  to  make  a difference 
for  yourselves,  your  fellow  physi- 
cians, and  most  of  all  your  patients. 

I applaud  you  for  you  are  the 
sculptors  of  the  future  of  the  pro- 
fession I love. 

You  know  that  it  is  each  one  of 
us,  yes  me  and  you,  who  have  ac- 
cepted a role  in  shaping  the  new 
environment  of  medicine  under 
managed  care. 

We  participate. 

We  are  making  a difference. 

Together  we  have  made  great 
strides  this  last  year. 

Let  me  highlight  a few  of  these 
fruitful  efforts. 

Tort  reform,  which  many  SMS 
members  and  staff  had  worked  on 
Continued  on  next  page 
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for  years,  was  signed  into  law  on 
my  watch. 

I had  the  easy  job  of  standing 
behind  the  governor  and  accepting 
a pen  for  our  Society. 

Two  key  successes  for  medicine, 
which  reverberated  beyond  the 
borders  of  our  state,  were  accom- 
plished when  favorable  decisions 
were  handed  down  for  physician 
rights  in  cases  in  which  we  filed 
amicus  briefs. 

For  some  of  you,  I know,  our  fil- 
ings caused  concern. 

However,  1 came  to  appreciate 
the  nationwide  significance  of  our 
advocacy  for  physician-run  orga- 
nizations through  this  action  when 
I traveled  representing  you  to  our 
neighboring  states. 

We  were  seen  collectively  by  our 
out  of  state  peers  as  standing  up  to 
the  insurance  companies  and  hos- 
pitals ...  and  we  prevailed. 

And  we  responded  on  Medicaid 


Reform  to  Governor  Thompson  at 
his  request  with  creative,  precise, 
and  practical  suggestions. 

My  theme  for  this  year,  patient 
and  physician  advocacy  in  a man- 
aged care  environment,  I placed  on 
the  agenda  of  our  commissions.  A 
number  of  projects  have  and  efforts 
are  ongoing  to  address  issues  cre- 
ated by  this  new  method  of  health 
care  delivery. 

They  will  continue. 

Together  we  have  done  much 
this  year. 

Now,  a dose  of  reality:  we  still 
have  much  to  do  together  in  the 
future. 

We  all  need  to  stay  involved  if 
we  are  to  continue  as  effective  ad- 
vocates for  our  patients  and  our- 
selves. 

Regrettably,  some  of  our  col- 
leagues have  sat  on  the  sidelines, 
often  taking  the  role  of  curbside 
commentators,  occasional  heck- 
lers, and  too  often  saddened, 
weary,  worn  out,  and  worried 


spectators,  as  medicine  rapidly 
changes  around  them. 

Yes,  many  physicians  feel  un- 
derstandably threatened  and  sad- 
dened. 

Some  feel  betrayed,  because 
they  no  longer  can  practice  inde- 
pendently without  intrusion. 

Our  expertise  is  challenged  by 
faceless  voices  at  the  end  of  an  800 
number,  prescription  options  de- 
termined by  a formulary,  and  our 
doctor-patient  relationship  altered 
by  contract  language. 

Some  of  us  respond  by  feeling 
powerless,  others  anger,  and  yet 
others,  grief. 

Our  self-image  is  hurt,  we  blame 
others  for  the  current  situation  and 
blur  the  facts  that  have  gotten  us 
to  this  point. 

Most  importantly,  we  don't  ac- 
knowledge the  real  potential 
power  we  can  have  collectively  to 
affect  the  current  situation. 

There  has  never  been  a time  in 
which  we  as  physicians  are  more 
needed  in  our  communities,  our 
clinics,  our  committees  to  lead 
change  in  the  health  care  delivery 
system. 

The  true  test  of  our  character 
will  be  to  see  how  much  it  takes  to 
stop  us,  or  our  profession. 

We  need  to  have  the  spirit,  like 
a boy  in  the  little  league  I would 
like  to  tell  you  about. 

A man  stopped  to  watch  a game 
and  asked  the  score  of  the  young 
boy. 

"We're  behind  18  to  nothing," 
was  the  answer. 

"Well,"  said  the  man,  "I  must 
say  you  don't  look  discouraged." 

"Discouraged?"  the  boy  asked. 

"Why  should  I be  discouraged? 
We  haven't  come  to  bat  yet." 

Fortunately  many  physicians 
see  opportunities  in  this  new  era 
of  medicine,  just  as  this  little  boy 
saw  his  opportunity  coming  when 
he  finally  got  up  to  bat. 

Some  of  us  are  forming  larger, 
more  influential  groups,  others  are 
participating  in  the  creation  of  new 
delivery  systems  with  the  promise 
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Marcia  J.S.  Richards,  MD  passes  the  SMS  presidential  baton  — a stuffed  " Managed  Hare"  — 
to  Richard  H.  Ulmer,  MD.  The  growth  of  managed  care  and  its  consequences  was  the  focal 
point  of  Dr  Richards ' presidental  platform  — and  will  continue  to  be  an  issue  of  focus  as  part 
of  Dr  Ulmer's  "Wisconsin  Patient  Bill  of  Health  Care  Rights"  platform  for  1996-97. 


of  both  improved  quality  and  effi- 
ciency. 

And  many,  including  the  State 
Medical  Society,  through  our  Out- 
comes Research  Project,  champion 
analysis  of  actual  medical  out- 
comes to  increase  the  science  of 
medicine,  leaving  the  art  of  medi- 
cine where  it  should  be,  in  the  hu- 
man side  of  practice. 

However,  we  are  but  scratching 
the  surface  of  the  potential  new 
opportunities  available  to  us  as 
physicians. 

Will  we  seize  the  day? 

I sure  hope  so. 

But  to  do  so,  I believe,  will  re- 
quire us  to  become  both  different 
as  individuals,  and  for  the  State 
Medical  Society  to  become  a differ- 
ent organization. 

Today,  we  are  no  longer  a ho- 
mogenous group. 

Rather  we  reflect  the  diversity 
that  has  come  to  be  America,  yet 
we  are  united  through  a common 
thread  of  patient  and  physician 
advocacy. 

We  must  learn,  as  have  our  busi- 
ness colleagues  before  us,  to  coop- 
erate where  we  have  common 
goals,  and  when  we  disagree, 
which  we  do  on  many  occasions, 
to  do  so  respectively  and  in  private. 

The  day  has  passed  when  broad 
based  medical  organizations,  such 
as  the  State  Medical  Society  or  the 
American  Medical  Association,  can 
champion  only  issues  upon  which 
we  all  agree. 

But  our  specialty  societies  are 
not  able  to  take  on  all  issues;  broad 
based  representation  for  medicine 
is  still  needed. 

The  House  of  Medicine  can  no 
longer  be  one  large  room,  but 
rather  a structure  with  many 
rooms,  that  each  of  us  can  choose 
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whether  or  not  to  enter,  and  when 
to  do  so. 

It  is  time  for  physicians  to  stop 
leaving  the  House  of  Medicine 
over  one  or  two  issues,  but  instead 
we  need  to  commit  to  stay  in- 
volved because  of  the  many  issues 
on  which  we  do  agree. 

And  speaking  of  diversity,  the 
faces  of  medicine  are  also  chang- 
ing. 

Today  half  of  the  new  physi- 
cians are  women,  and  many  of  both 
genders  come  from  minority  back- 
grounds, not  previously  repre- 
sented in  significant  numbers  in 
the  House  of  Medicine. 

I challenge  these  groups  in  par- 
ticular to  get  involved. 

Our  patients,  as  well  as  our  col- 
leagues, need  our  unique  input. 

And  now,  let  me  thank  all  of  you 
again  for  the  opportunity  to  serve 
you,  your  patients  and  medicine 


this  past  year. 

1 have  enjoyed  my  time  getting 
to  know  many  of  you,  being  al- 
lowed to  visit  your  clinics  and 
county  societies,  and  to  represent 
you  locally  and  nationally  on  is- 
sues of  concern  to  you  and  our  pa- 
tients. 

I now  count  many  of  you  as 
new  friends,  sharing  common  con- 
cerns over  patient  and  practice  is- 
sues. 

I hope  you  count  me  similarly 
as  your  friend. 

And  please  remember  that  it  is 
not  one  of  the  four  men  (or  women) 
that  I mentioned  at  the  beginning 
of  the  this  speech  who  will  assure 
that  medicine  changes  optimally  in 
the  new  managed  care  environ- 
ment. 

It  is  you  and  me--working 
together.  ❖ 
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Address  of  the  president  elect 
Patient  advocacy:  The  highest  order 


Richard  H.  Ulmer,  MD,  1996-1997  President 


Good  evening.  Thank  you  for 
the  privilege  of  allowing  me 
to  address  you  and  for  the  honor 
you  have  bestowed  on  me  in  elect- 
ing me  to  serve  as  President  of  the 
State  Medical  Society  of  Wisconsin. 

I am  particularly  pleased  that 
this  meeting  this  year  and  this  in- 
augural ceremony  are  being  held 
here  in  Milwaukee  and  more  espe- 
cially here  at  the  Pfister  Hotel.  Mil- 
waukee was  a frequent  travel  des- 
tination for  my  family  and  me  in 
my  youth  and  our  weekend  visits 
to  this  fair  city  usually  ended  with 
a rich  Sunday  dinner  at  Karl 
Ratzsch's  Restaurant  then  presided 
over  by  Mama  Ratzsch.  My  first 
SMS  meeting  as  an  alternate  del- 
egate from  Wood  County  was  in 
this  hotel  in  1974  and  I well  remem- 
ber the  excitement  that  pervaded 
that  meeting  as  the  first  malprac- 
tice crisis,  one  of  affordability  of 
medical  liability  insurance,  loomed 
on  the  horizon. 

The  SMS  resolved  that  crisis  as 
the  first  step  in  the  tort  reform 
battle  that  then  moved  on  to  the 
crisis  of  malpractice  insurance 
availability  of  the  mid  1980s.  The 
response  to  that  was  the  creation 
of  our  Society-sponsored  Physi- 
cians Insurance  Company  of  Wis- 
consin owned  by  its  policy  hold- 
ers and  with  the  SMS  as  a major 
shareholder.  It  has  been  operated 
by  insurance  professionals  with  the 
guidance  of  a physician-led  Board 
of  Directors.  And  most  recently, 
the  efforts  of  the  State  Medical  So- 
ciety on  the  medical  liability  front 
were  rewarded  with  the  achieve- 
ment of  the  goal  towards  which  we 
have  strived  for  more  than  20 
years,  the  $350,000  cap  on  non-eco- 
nomic  damages  was  enacted  by  the 
legislature  and  signed  into  law. 

Physician  assisted  suicide 

As  my  presidential  year  begins. 


some  new  problems  are  rearing 
their  heads  joining  the  hardy  pe- 
rennials which  have  confronted  us 
as  physicians  as  we  try  to  bring  the 
best  in  medical  care  to  our  patients. 
Physician-assisted  suicide  prom- 
ises to  be  an  issue  which  will  gen- 
erate enormous  conflict  and  dis- 
cussion. As  of  two  years  ago,  a 
Wisconsin  legislator  introduced 
the  first  bill  in  our  state  proposing 
the  legalization  of  assisted  suicide. 
Nationally,  the  poster-boy  for  the 
movement  is  Dr  Jack  Kevorkian,  a 
retired  pathologist  who  had  pre- 
cious little  contact  with  living  pa- 
tients during  his  active  career,  an 
author  who  has  written  articles  ad- 
vocating the  medical  use  of  data 
from  the  Nazi  physician  experi- 
ments on  the  camp  inmates  during 
World  War  II,  and  a man  who  has 
proposed  radical  medical  experi- 
ments on  prison  inmates  in  this 
country.  He  has  been  characterized 
as  America's  first  serial  mercy 


killer.  Ethical  issues  aside,  the 
problems  inherent  in  this  issue  are 
exemplified  by  the  case  of  one  of 
Kevorkian's  recent  subjects  who 
claimed  to  be  suffering  intractable 
pain  from  pelvic  cancer,  was 
euthanized,  and  then  at  autopsy 
was  found  to  be  free  of  disease.  In 
the  Netherlands,  a country  which 
has  had  legalized  euthanasia  for 
years  when  the  patient  requests  it, 
the  "slippery  slope"  argument  is 
exemplified  by  the  fact  that  fully 
one-half  of  the  patients  who  are 
euthanized  there  did  not  ask  to  be 
terminated.  We  physicians  must 
look  at  ourselves  and  our  patients 
in  dealing  with  the  terminally-ill 
and  our  provision  of  comfort  care 
to  those  dealing  with  cancer  pain. 
It  is  regrettable  that  hospice  is  still 
a stepchild  in  medical  care  and  is 
not  being  utilized  as  widely  as  it 
should.  Patient-controlled  analge- 
sia, morphine  drips  and  other 
means  of  pain  alleviation  are  avail- 
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able  but  need  to  be  more  widely 
and  liberally  used. 

The  SUPPORT  Study,  recently 
published  in  JAMA,  documented 
in  a multi-year  study  involving 
10,000  ICU  patients  that  one-half 
of  the  attending  physicians  were 
not  aware  of  their  patients'  wishes 
concerning  CPR,  that  the  majority 
of  Do  Not  Resuscitate  orders  were 
written  only  in  the  48  hour  period 
prior  to  death,  and  that,  in  a dis- 
turbingly high  number  of  cases, 
there  was  very  poor  communica- 
tion between  members  of  the 
patient's  family  and  the  involved 
physicians.  We  now  have  solutions 
to  many  of  the  problems  of  pain 
control  and  care  for  the  terminally 
ill  and  chronic  pain-ridden  pa- 
tients; it  is  up  to  us  to  make  them 
more  widely  available  and  more 
fully  utilized. 

Government  intervention 
in  medical  care 

A second  troubling  issue  is  increas- 
ing legal  intrusion  into  medical 
care. 

Our  neighbor  state  to  the  south, 
Illinois,  my  childhood  home  and 
site  of  my  formal  medical  educa- 
tion, has  passed  a bill  requiring 
physicians  to  turn  into  the  law  mi- 
nors seeking  an  abortion  without 
parental  consent.  It  has  been  ruled 
unconstitutional.  The  anti-immi- 
grant referendum  in  California 
would  have  required  physicians 
not  only  to  deny  medical  care  to 
illegal  immigrants  seeking  it  but 
also  to  turn  them  into  the  state  for 
deportation. 

Physician-assisted  suicide  stat- 
utes have  the  potential  to  force 
physicians  to  give  lethal  doses  of 
medicine  to  patients  demanding 
them  even  if  the  patient  is  not  ter- 
minally ill,  even  if  they  are  not  fully 
competent,  and  in  situations  where 
the  patient  is  being  pressured  by 
family  members  or  managed  care 
plans. 

In  our  own  state,  the  State  Medi- 
cal Society  has  always  maintained 
a neutral  position  on  abortion  stat- 


ing that  it  is  a safe  medical  proce- 
dure and  a legal  procedure  and  is 
a decision  to  be  made  between  the 
patient  and  her  physician.  The 
Woman's  Right  to  Know  Bill,  As- 
sembly Bill  441,  recently  passed 
both  Houses  of  the  Wisconsin  leg- 
islature. It  broadens  to  an  enor- 
mous extent  the  number  of  physi- 
cians who  are  required  to  provide 
warnings  about  the  potential  haz- 
ards of  abortion  even  if  the  issue 
comes  up  only  in  a casual  conver- 
sation between  patient  and  physi- 
cian. The  penalties  for  failing  to 
provide  these  warnings  have  been 
enumerated  by  the  bill  and  include 
fines  extending  to  $10,000.  For  the 
first  time,  the  state  of  Wisconsin 
has  determined  in  a medical  situa- 
tion what  the  specific  risks  of  a pro- 
cedure are  and  which  ones  need  to 
be  discussed  with  our  patients  and 
has  broadened  to  an  unrealistic 
degree  the  physicians  who  are  re- 
sponsible for  providing  informa- 
tion about  a procedure. 

For  example,  in  my  practice  of 
cardiology,  the  family  physician 
who  refers  the  patient  to  me  for  an 
arteriogram  is  under  no  obligation 
legally  or  morally  to  discuss  the 
risks  of  the  procedure  with  the  pa- 
tient. That  is  my  responsibility  as 
the  physician  who  will  be  perform- 
ing the  procedure.  It  strikes  many 
of  us  as  a form  of  harassment  of 
physicians  to  require  physicians 
who  are  asked  about  abortion  but 
will  not  actually  perform  the  pro- 
cedure to  run  through  a laundry 
list  of  potential  hazards  of  the  pro- 
cedure with  the  patient  simply  be- 
cause the  subject  has  been  brought 
up.  The  potential  fine  for  not  do- 
ing this  as  I said,  is  up  to  $10,000. 

Making  physicians  enforce  the 
law  makes  physicians  agents  of  the 
state.  The  interests  of  the  state  will 
not  always  be  concordant  with  the 
best  interests  of  an  individual  pa- 
tient, and  it  is  the  individual 
patient's  best  interests  that  we  phy- 
sicians are  required  to  put  first  as 
the  basic  principle  of  the  doctor- 
patient  relationship. 


For-profit  managed 
care  operations 

A third  problem  deserving  our  at- 
tention and  scrutiny  from  our  so- 
ciety are  the  unconscionable  prof- 
its being  taken  from  the  health  care 
system  by  the  for-profit  managed 
care  organizations.  This  is  an  issue 
which  is  an  ethical  one  and  not  a 
fiscal  one.  It  is  raised  because 
when  almost  30%  of  the  medical 
insurance  premium  dollar  is  taken 
out  of  the  system  and  used  for  ad- 
ministrative costs  of  15-20%,  some 
of  which  goes  to  obscenely  high 
salaries  and  bonuses  for  CEOs,  and 
a 10-12%  return  to  shareholders, 
there  is  left  only  70-80%  of  the 
health  care  premium  dollar  to  be 
expended  on  medical  care.  Also, 
the  10-12%  of  the  health  care  pre- 
mium dollar  paid  to  shareholders 
of  the  for-profits  is  lost  to  the  com- 
munity and  to  the  health  care  sys- 
tem. Considering  what  is  needed 
in  disease  prevention,  improved 
access,  and  public  health  educa- 
tion, are  there  not  better  uses  for 
this  portion  of  the  health  care  pre- 
mium dollar? 

The  typical  not-for-profit  HMO 
expends  about  92%  of  each  pre- 
mium dollar  on  health  care  (ben- 
efits to  the  premium  payers)  and 
uses  4-6%  for  administrative  pur- 
poses and  plows  2-4%  back  into  the 
plan.  The  for-profit  HMOs  by  tak- 
ing 25-30%  of  the  premium  dollar 
away  from  the  delivery  of  health 
care  services  achieve  an  enormous 
risk-shift  to  physicians  and  hospi- 
tals. 

Along  with  this  risk-shift  comes 
a threat  to  clinical  autonomy, 
threats  to  patient  care  and  patient 
safety,  impediments  to  health  care 
availability,  and  a danger  to  the 
original  concept  of  organized  pre- 
paid health  care  plans.  This  is  not 
another  baseball  strike  situation 
where  the  millionaire  players 
battled  the  billionaire  owners  and 
the  public  responded  with  a great 
yawn  and  said,  "A  pox  on  both 

Continued  on  next  page 
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your  houses."  Rather,  this  is  a ba- 
sic ethical  issue  over  the  proper  use 
of  the  health  care  premium  dollar 
and  whether  its  proper  use  is  to 
provide  for  health  care  delivery  to 
patients  in  a system  managed  to 
improve  patient  outcomes  as  op- 
posed to  a system  which  manages 
care  with  the  goal  of  enhancing 
salaries  for  plan  executives  and 
dividends  and  stock  value  growth 
for  shareholders. 

If  care  is  to  be  managed,  let  it  be 
done  with  the  goal  of  improving 
health  care  outcomes.  It  should  not 
be  the  goal  of  a managed  care  sys- 
tem to  hold  down  the  cost  of  care 
so  that  a larger  profit  can  be  re- 
turned to  the  shareholder.  This 
places  the  welfare  of  the  individual 
patient  and  the  public  welfare  in  a 
remote  second  place.  It  tramples 
upon  the  public  interest. 

Health  care  insurance  availability 

The  final  problem  that  I will  call  to 
your  attention  is  the  continuing 
health  care  insurance  availability 
disaster.  In  1994,  when  President 
Clinton  presented  his  1,342-page 
proposal  for  health  care  reform  and 
when  our  State  Society  formulated 


our  local  plan  called  Wisconsin 
Care,  it  was  generally  accepted  that 
there  were  37  million  of  our  fellow 
citizens  without  health  care  insur- 
ance. 

It  is  now  estimated  that  that 
number  has  risen  to  43  million, 
many  of  whom  cannot  get  insur- 
ance at  affordable  rates  because 
they  have  committed  the  unspeak- 
able crime  of  being  sick. 

I strongly  believe  that  everyone 
who  needs  health  care  should  be 
able  to  receive  it.  I reaffirm  the  ba- 
sic principle  of  medical  practice, 
"primum  non  nocere"  - first  of  all 
do  no  harm,  and  I believe  that  for 
us  as  a medical  association  to  be 
silent  on  this  issue  when  we  should 
speak  out  about  it  is  to  do  harm.  I 
am  aware  that  the  only  minority 
against  which  society  still  tolerates 
discrimination  is  the  poor.  The  re- 
cently published  Fordham  Univer- 
sity Quality  of  Life  Survey  reported 
that  in  this  great  country  of  ours 
there  are  now  more  children  in 
poverty,  more  child  abuse,  less 
health  insurance  coverage,  lower 
average  weekly  earnings  adjusted 
for  inflation,  higher  out-of-pocket 
health  care  costs  for  the  Medicare- 
insured  elderly,  and  a greater  gap 
between  the  incomes  of  the  work- 


ing class  and  the  executive  class 
than  in  any  other  year  since  the  sur- 
vey was  begun  more  than  20  years 
ago. 

So  this  is  the  unfortunate  social 
milieu  in  which  we  strive  for 
change.  In  the  United  States  Sen- 
ate, Senator  Nancy  Kassebaum 
and  Senator  Ted  Kennedy  have  in- 
troduced a bill  which  will  go  a long 
way  to  making  health  care  insur- 
ance available  at  reasonable  rates 
for  people  who  have  pre-existing 
health  conditions.  It  also  provides 
that  health  insurance  will  be  por- 
table when  a person  leaves  a job  as 
seems  to  happen  so  very  frequently 
in  this  era  of  corporate  downsizing. 
A similar  bill  has  been  introduced 
in  the  House  but  unfortunately 
there  it  has  become  a legislative 
Christmas  tree  on  which  have  been 
hung  extraneous  amendments  in- 
cluding caps  on  non-economic 
damages  in  medical  liability  cases. 
Medical  Savings  Accounts  and 
other  issues  which  have  made  the 
bill  unacceptable  to  the  Senate  and 
to  the  President. 

Patient  Bill  of  Rights 

Let  us  work  to  promote  passage  of 
a bill  that  contains  the  two  provi- 
sions so  important  to  the  concept 
of  available  and  affordable  health 
care  insurance  - that  health  care 
insurance  be  available  at  reason- 
able premium  rates  despite  pre- 
existing conditions,  and  that  health 
care  insurance  be  portable  with  the 
insured  when  a job  is  terminated 
for  whatever  reason. 

I plan  to  discuss  these  issues 
over  the  course  of  my  year  as  Soci- 
ety President.  We  could  think  of  it 
as  a Wisconsin  Patient  Bill  of 
Health  Care  Rights.  Its  tenets 
would  be: 

1.  Even j Wisconsin  patient  has  a 
right  of  access  to  cost-effective, 
high-quality  preventive  and 
primary  health  care. 

2.  Every  Wisconsin  patient  has 
the  right  to  be  insured  at  rea- 
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sonable  rates  regardless  of  pre- 
existing conditions. 

3.  Every  Wisconsin  patient  has 
the  right  to  portability  of 
health  care  insurance. 

4.  Every  Wisconsin  patient  has 
the  right  to  discuss  with  his  or 
her  physician  all  viable  options 
for  treatment  free  of  the  restric- 
tions of  insurance-industry  im- 
posed gag  clauses  and  unfet- 
tered by  the  inappropriate  in- 
trusion into  medical  care  by  the 
state. 

This  is  a tall  order.  But  they  are 
goals  that  are  worthy  of  us  and  our 
noble  profession.  For  it  is  when  we 
act  as  advocates  for  our  patients 
that  we  most  completely  fulfill  the 
duties,  obligations  and  privileges 
that  we  assumed  when  we  became 
physicians. 

Thank  you.-:* 


At  the  SMS  1996  Annual  Meeting , Susan  Whitaker  presented  Richard  H.  Ulmer, 
MD,  of  Marshfield  clinic,  with  a commendation  from  the  American  Group  Prac- 
tice Association.  The  AGFA  has  since  merged  with  the  United  Medical  Group 
Association  (UMGA)  to  form  the  American  Medical  Group  Association 
(AMGA). 


Wisconsin  Medical  Journal  • July  1996 


505 


EVP  report  to  the  House  of  Delegates 
The  long  and  winding  road  .... 


Margaret  Wiersum  and  Thomas  L.  Adams,  CAE,  EVP 


As  I look  around  this  room,  1 
see  many  faces  that  I've 
come  to  admire  and  respect. 
You've  shared  with  me  your  sto- 
ries, your  dreams,  your  disappoint- 
ments, your  fears. 

I am  greatly  honored  to  have 
gained  your  trust  and  confidence. 
I feel  privileged  to  have  climbed 
the  path  beside  you  during  the  last 
10  years. 

Our  time  together  has  been  like 
a walk  up  a steep  mountain.  Many 
times  as  we  sought  to  achieve  our 
goals  in  the  Legislature,  Congress 
or  with  the  bureaucracy,  we've  had 
to  pause  to  rethink  our  plan  in  or- 
der to  gain  safe  passage.  We  fought 
the  elements— and  sometimes  each 
other-before  agreeing  on  the 
means  to  achieve  our  collective 
goals. 

To  prevail  on  some  issues,  we 
had  to  throw  down  ropes  and  pull 
up  the  stragglers  among  our  group 
who  had  become  disheartened.  We 
learned  to  tie  ourselves  together  to 
keep  from  being  blown  off  the 
mountain  by  forces  greater  than 
ourselves. 

Finally,  we  persevered.  We 
stood  together  on  the  mountaintop 
to  experience  the  pure  thrill  that 
comes  from  working  together  to 
reach  a nearly  impossible  goal— 
and  achieving  it. 

Together,  we  reached  our  goals 
for  PartnerCare,  tort  reform, 
CHILD  SAFE,  and  Healthy  Start 
(to  name  a few)  and  continued  our 
fight  to  increase  health  care  access 
in  Wisconsin. 

We  can  be  proud  as  we  look 
back  on  our  accomplishments. 

You  have  had  a truly  outstanding 
10  years.  I leave  you  with  nearly 
an  80  percent  membership  penetra- 
tion, some  of  the  strongest  tort  re- 
form laws  in  the  nation  and  greatly 
enhanced  cash  reserves. 

We  have  become  a voice  of  reck- 


oning in  Wisconsin  on  all  matters 
of  public  health  and  health  care 
delivery,  building  on  the  more  than 
150  years  of  SMS  contributions  to 
Wisconsin  public  policy  and  his- 
tory. 

We  have  built  a community  of 
dreams  in  Wisconsin,  forging 
ahead  with  a commitment  to  make 
this  a state  where  health  care  de- 
livery is  second  to  none. 

After  10  years,  I am  still  awed 
by  the  dedication  and  energy  I 
have  seen  in  Wisconsin  physicians 
and  humbled  by  your  steadfast 
dedication  to  caring  for  our  state's 
population. 

We  have  truly  accomplished 
great  things— endeavors  that  no 
man  on  a mountain  could  accom- 
plish alone. 

Yet,  over  the  past  decade,  it  has 
become  my  habit  to  scan  ahead  and 
search  for  just  the  right  path  for  this 
great  organization.  And  so  it  is 
from  this  mountaintop,  for  one  last 
annual  meeting  perspective,  that  1 
will  share  "the  view  from  here." 

In  this,  my  final  address  to  the 


SMS  House  of  Delegates  as  your 
executive  vice  president,  I want  to 
share  with  you— as  I see  them— 
some  hard  truths  about  your  fu- 
ture. 

It  is  likely  that  by  the  time  1 am 
done  speaking,  each  of  you  will 
have  found  at  least  one  point  on 
which  to  disagree  with  me.  In  fact, 
I'm  so  sure  that  my  points  will  be 
contested  that  I am  going  to  para- 
phrase a line  from  Johannes 
Brahms: 

"If  there's  anyone  here  whom  I 
do  not  antagonize  in  some  way,  1 
beg  your  pardon." 

I love  this  organization.  And 
like  the  architect  who  surrenders 
his  blueprints  to  the  engineers,  to 
see  his  vision  come  to  fruition,  I am 
somewhat  apprehensive  at  this 
moment  and  want  to  do  all  I can 
to  see  the  State  Medical  Society  of 
Wisconsin  persevere  and  thrive. 

I believe  this  organization  to  be 
at  a critical  juncture  as  to  your  gov- 
ernance structure  and  participation 
in  Society  activities  at  all  levels.  I 
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also  believe  this  to  be  an  opportu- 
nity. 

How  you  respond  to  the  chal- 
lenges will  mean  the  difference  in 
controlling  your  professional  des- 
tiny in  the  next  century. 

First,  I believe  it's  time  to  leave 
the  confines  of  our  own  creation 
and  restructure  this  organization. 
We  have  built  up  a system  of 
policy-making  that  no  longer  func- 
tions in  the  world  as  it  exists  today. 

In  this  global  community,  geog- 
raphy is  no  longer  important. 
County  lines— and  for  that  matter, 
state  lines— are  not  important.  Our 
alliances  are  not  based  on  geo- 
graphical boundaries.  You  can  see 
this  vividly  in  the  expansion  of 
health  care  groups  across  multiple 
county  lines. 

The  county  medical  society  sys- 
tem of  representation  to  this  House 
is  obsolete.  What  makes  sense  now 
is  to  redistrict  ourselves  based  on 
health  care  delivery  areas,  not  cen- 
tury and  a half-old  geo-political 
boundaries. 

We  must  face  the  reality  that 
only  18  percent  of  physicians  are 
in  solo  practice  or  small  groups. 
Times  have  changed  and  we  must 
be  sure  that  we  change  too,  so  the 
interests  of  all  physicians  are  met. 

There  are  numerous  ideas  on 
how  to  achieve  this  goal,  ranging 
from  representation  based  on  prac- 
tice type,  to  primary  delivery  sites, 
to  counties,  or  a combination  of 
each. 

There  are  more  effective  ways  of 
structuring  the  grassroots  level  so 
physician  involvement  is  maxi- 
mized and  people  believe  their 
voices  are  really  heard  in  your 
policy-making  process. 

We  must  stop  rehashing  the 
same  issues— such  as  the  single  geo- 
graphic payment  area— and  resolve 
them  and  move  on. 

Remember  policy  makers  love 
it  when  you  fight  amongst  your- 
selves; it  means  they  win.  Remem- 
ber the  words  "Divide  and  Con- 
quer?" 
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You  need  to  compromise  on 
these  types  of  issues  or  go  to  bind- 
ing arbitration  by  someone  from 
outside  if  you  must.  But  don't 
dwell  on  these  points  of  contention 
the  way  we  have  the  single  pay- 
ment area.  You  don't  have  time. 
There  are  more  important  issues  to 
face. 

Secondly,  I believe  the  time  has 
come  to  consider  replacing  this 
House  of  Delegates.  In  the  fast- 
paced  world  of  private  and  public 
policy,  it  is  no  longer  practical  or 
possible  to  meet  just  one  time  a 
year  and  set  policy  for  an  organi- 
zation with  issues  as  complex  as 
those  that  face  SMS. 

The  reality  is  that  when  you  look 
at  the  actions  you  will  take  over  the 
next  three  days,  you  will  be,  for  the 
most  part,  approving  actions  that 
the  Board  of  Directors  has  already 
taken— actions  that  would  not  be 
practical  to  reverse  and  that 
couldn't  wait  for  a year  to  imple- 
ment. For  other  issues,  you  will  not 
have  enough  time,  background  or 
details  to  be  able  to  act  prudently 
and  will  need  to  refer  those  reso- 
lutions back  to  the  Board  for  fur- 
ther study. 

One  hundred  years  ago  when 
the  concept  of  a House  of  Delegates 
was  born,  problems  were  simpler. 
A one-page  resolution  could  solve 
them. 

Today,  the  issues  the  State  Medi- 
cal Society  addresses— such  as  the 
Patients  Compensation  Fund  mat- 
ter, or  the  Medicaid  Task  Force  Re- 
port-can affect  nearly  6 million 
people.  There  are  no  simple  prob- 
lems. And  as  you  well  know  from 
your  medical  practice,  complex 
problems  require  up-close,  contin- 
ued monitoring  and  evaluation. 
There  no  longer  are  simple  one 
page  answers. 

This  House— as  much  as  we  may 
love  it— is  not  up  to  the  task  of  set- 
ting health  policy  in  today's  world. 

This  body,  in  which  we  now 
stand,  is  a lovable,  archaic— albeit 
democratic— institution.  The  thou- 


sands of  dollars  saved  by  eliminat- 
ing the  House  of  Delegates  could 
be  better  used  to  fund  a new  policy 
development  mechanism  such  as 
expanding  the  Board  of  Directors 
to  allow  for  additional  representa- 
tion of  various  constituencies. 

That  type  of  restructuring 
would  make  it  possible  for  physi- 
cian delegates  and  individual 
members  to  play  a stronger  role  in 
determining  critical  policy  posi- 
tions. 

The  new  Board  of  Directors 
could  be  organized  in  such  a way 
as  to  meet  at  different  locations 
across  the  state.  The  ability  of  in- 
dividual members  to  participate 
could  be  enhanced  by  changing  the 
bylaws  so  any  member  could  sub- 
mit a resolution  to  the  Board  at  any 
time— not  just  once  a year. 

A one-day  socioeconomic  meet- 
ing could  be  held  to  take  care  of  the 
ceremonies  of  the  society,  such  as 
installation  of  the  new  president. 
Elections  could  be  conducted  by 
mail  ballot.  That's  just  one  sce- 
nario. 

The  point  is:  you  need  to  look 
now  for  alternative  means  to  en- 
hance member  participation  and 
the  Society's  ability  to  set  timely 
and  effective  policy. 

The  Medical  Society  must  do 
more  to  involve  women  and 
younger  physicians  in  its  activities. 
Women  will  soon  account  for  more 
than  half  of  the  physician 
workforce.  The  future  of  any  or- 
ganization is  dependent  on  its 
youth.  The  gray  heads— as  dear 
and  as  learned  as  they  are— can 
only  carry  you  so  far  into  the  fu- 
ture. 

We  must  develop  programs  that 
will  meet  the  needs  of  young  phy- 
sicians and  women  physicians  and 
encourage  them  to  become  active 
and  devoted  members  of  the 
House  of  Medicine. 

Finally,  the  State  Medical  Soci- 
ety must  continue  to  forge  alli- 

Continued  on  next  page 
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ances  with  your  practice  managers. 
Increasingly,  these  folks  are  becom- 
ing the  only  friends  physicians 
have  to  advocate  for  you  in  your 
daily  medical  practice  with  insur- 
ers, and  managed  care  organiza- 
tions. 

Doctors,  you  cannot  be  isola- 
tionists or  you  will  lose  your  place 
at  the  table  as  medicine's  leaders. 
Your  patients'  health  and  your  live- 
lihoods are  at  stake.  You  cannot  af- 
ford to  permit  yourself  or  your  col- 
leagues to  be  apathetic. 

Once  again,  the  Wisconsin 
Medical  Society  has  the  opportu- 
nity to  lead  the  nation  by  recasting 
your  governance  to  deal  with  the 
problems  of  today  while  looking 
ahead  to  the  challenges  of  tomor- 
row. This  has  been  your  legacy. 

These  are  MY  thoughts,  but  they 
must  be  YOUR  vision.  This  soci- 
ety and  its  leaders  are  too  good  to 
fail. 

Madam  Speaker,  I respectfully 
request  that  these  recommenda- 
tions be  referred  to  the  Reference 
Committee  on  Organization  and 
Finances  for  action.  I am  provid- 
ing copies  to  each  of  the  delegates 
and  urge  your  thoughtful  consid- 
eration. 

************ 

Now... if  I may  take  a moment  to 
extend  some  personal  thoughts. 

I could  not  stand  here  after  10 
years  and  not  thank  the  people  to 
whom  I am  forever  indebted.  It 
would,  however,  probably  take  me 
another  10  years  to  thank  you  all 
and  I hope  to  do  that  as  much  as 
possible  privately  before  August. 

There  is  no  doubt  in  my  mind— 
and  I have  said  this  repeatedly,  that 
the  staff  of  your  Medical  Society  is 
unequaled.  There  is  a very  special 
working  relationship  between  the 
physician  leadership  and  the  staff, 
coupled  with  a willingness  to  take 
risks,  that  has  set  the  SMS  apart 
from  other  associations. 


Each  department— from  govern- 
ment relations  to  computer,  from 
accounting  to  policy  and  advocacy, 
and  SMS  Holdings— works  on  the 
cutting  edge. 

The  SMS  staff  are  top-notch  pro- 
fessionals and  they  do  an  outstand- 
ing job  to  serve  you,  because  they 
honestly  believe  in  the  mission  of 
the  physicians  of  Wisconsin.  I first 
and  foremost  extend  to  them  my 
thanks  and  wish  them  continued 
success  in  the  future. 

I also  offer  my  personal  thanks 
to  several  of  our  dedicated  mem- 
ber physicians: 

Ken  Viste  has  been  my  "go-to- 
guy,"  for  so  long  he  no  longer  takes 
my  telephone  calls. 

Ken,  thank  you  for  chairing  the 
task  forces  on  PartnerCare  and 
Wisconsin  Care.  PartnerCare  was 
the  cornerstone  that  showed  the 
people  of  Wisconsin  and  the  state 
Legislature  that  Wisconsin  physi- 
cians are  serious  about  facing  the 
problems  of  health  care  access 
head-on.  PartnerCare  has  made  a 
huge  difference  in  the  lives  of  near- 
poor elderly  residents  in  our  state 
and  you  can  be  proud  of  your  role 
in  that  program's  development. 
Ken,  you  have  also  done  so  much 
to  represent  Wisconsin  on  the  na- 
tional scene  and  we  owe  you  a 
great  debt. 

Dick  Ulmer,  of  Marshfield, 
chaired  the  Board  of  Directors  for 
six  of  my  ten  years,  and  will  now 
be  your  president.  Dick  is  a fair, 
impartial  man.  I've  appreciated 
your  having  been  there  to  back  me 
up  when  the  natives  grew  restless. 

The  late  J D Kabler  was  a bea- 
con of  reason  for  me.  The  light  I 
never  saw  waiver.  I miss  his  ad- 
vice, his  wit.  He  was  my  teacher 
and  mentor. 

Dr.  Tim  Flaherty,  the  Irishman 
from  Neenah.  I always  blamed 
Tim  for  my  coming  to  Wisconsin— 
since  he  served  on  the  search  com- 
mittee that  brought  me  here.  I 
should  have  never  believed  an 
Irishman  who  said  it  couldn't 
snow  here  in  April. 


Kim  Hetsko,  my  personal  phy- 
sician. He  kept  me  alive  and  well 
through  all  the  consternation  at  the 
Capitol  and  the  Clinton  health  care 
reform  plan.  Of  course,  my  blood 
pressure  skyrocketed  during  his 
presidency  and  AMA  campaigns. 
But  that  was  just  a coincidence, 
right? 

Pauline  Jackson  and  Marcia 
Richards.  You  taught  me  good 
doctors  and  good  leaders  can  come 
into  a meeting  and  fight  no-holds- 
barred  for  what  they  believe  in. 
You  have  shattered  our  glass  ceil- 
ing and  1 only  hope  that  the  women 
who  follow  in  your  paths  will  ap- 
preciate the  battles  you  fought  on 
their  behalf. 

Jerry  Fons  who  introduced  me 
to  the  joys  of  kielbasa  and  never 
failed  to  jerk  my  chain  on  issues  of 
interest  to  Milwaukee  County. 

I'd  also  like  to  extend  some  spe- 
cial thanks  to  these  staff  members 
with  whom  I've  had  the  pleasure 
to  work....Bernie  Maroney,  Jim 
Paxton  and  Lee  Johnson— everyone 
knows  those  guys  really  ran  the 
place— at  least  they  are  the  ones 
who  helped  ensure  it  ran  in  the 
black  and  not  the  red.  Bernie  fas- 
tidiously taught  me  the  Society's 
history  and  Jim  Paxton  is  a most 
capable  administrator  in  his  own 
right.  Lee,  whom  I wish  well  in  his 
retirement  later  this  year,  has  done 
a great  job  increasing  our  non-dues 
dollars. 

And  finally,  there's  Margaret 
Wiersum,  a very  special  person  in 
a class  all  her  own.  Margaret, 
thank  you  for  your  wonderful  pro- 
fessionalism, your  dedication  and 
your  loyalty.  I don't  know  where 
I'd  be  without  you. 

***** 

As  I stand  at  this  podium,  the 
view  from  here  is  slightly  cloudy- 
must  be  a high  pollen  count  today? 

But  my  dreams  for  the  State 
Medical  Society  are  still  shining 
bright  and  clear. 

The  physicians  of  Wisconsin 
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deserve  the  best  possible  future; 
you've  earned  it.  Your  strength 
comes  from  your  great  spirit. 
Working  together,  you  will  accom- 
plish great  deeds. 

It's  now  time  for  me  to  go.  Leav- 
ing is  never  easy  because  it  in- 
volves choices,  decisions  to  travel 
to  new  places  and  new  ideas. 

The  poet  Robert  Frost  said  it  best 
for  me: 

The  Road  Not  Taken 

Two  roads  diverged  in  a yellow 
wood. 

And  sorry  I could  not  travel  both 
And  be  one  traveler,  long  I stood 
And  looked  down  one  as  far  as  I 
could 

To  where  it  bent  in  the  under- 
growth; 

Then  took  the  other,  as  just  as  fair. 
And  having  perhaps  the  better 
claim. 

Because  it  was  grassy  and  wanted 
wear; 

Though  as  for  that  the  passing 
there 

Had  worn  them  really  about  the 
same. 

And  both  that  morning  equally  lay 
In  leaves  no  step  had  trodden 
black. 

Oh,  I kept  the  first  for  another  day! 
Yet  knowing  how  way  leads  on  to 
way, 

I doubted  if  I should  ever  come 
back. 

I shall  be  telling  this  with  a sigh 
Somewhere  ages  and  ages  hence: 
Two  roads  diverged  in  a wood,  and 
I- 

I took  the  one  less  traveled  by. 
And  that  has  made  all  the 
difference.  ❖ 


Drs  Robert }.  Jaeger,  Patricia  J.  Stuff  and  Paul  J.  Leehey 


Patricia  Franson  and  Richard  Roberts,  MD 
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Awards  given  by 

Each  year,  during  the  Annual 
Meeting,  the  State  Medical 
Society  recognizes  leaders  in  health 
care,  both  physicians  and  non-phy- 
sicians, who  have  made  significant 
contributions  to  the  health  and 
well-being  of  Wisconsin  residents. 
The  following  awards  were  pre- 
sented during  the  1996  Annual 
Meeting  in  Milwaukee. 

Director's  Award 

The  Director's  Award  is  the  high- 
est honor  bestowed  by  the  SMS 
and  is  only  granted  on  occasion  to 
those  who  have  served  with  out- 
standing distinction  the  science  of 
medicine,  physicians  and  the  resi- 
dents of  the  state  of  Wisconsin. 

Professor  JD  Kabler,  MD,  of 
Madison,  was  the  posthumous  re- 
cipient of  the  1996  Director's 
Award.  Dr  Kabler  died  in  late  Feb- 
ruary 1995.  He  was  described  as  "a 
giant  in  medicine,"  "the  embodi- 
ment of  dignity,"  and  the  "defini- 
tion of  character"  by  those  who 
knew  him  well.  Dr  Kabler  was, 
until  his  retirement  in  1992,  a pro- 
fessor of  medicine  at  the  Univer- 
sity of  Wisconsin  Medical  School 
and  director  of  the  University 
Health  Service. 


Bea  Kabler  accepting  the  Director's 
Award  for  her  husband,  JD  Kabler, 
MD. 
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Dr  Kabler  served  as  State  Medi- 
cal Society  president  in  1988-1989; 
president  of  the  Madison  Academy 
of  Internal  Medicine  in  1984-85; 
and  was  a delegate  from  Wiscon- 
sin to  the  American  Medical  Asso- 
ciation from  1982  until  his  unex- 
pected death. 

Dr  Kabler  was  viewed  as  an  im- 
portant link  between  UW  and  the 
physicians  of  the  state.  He  was  an 
effective  advocate  for  patients  and 
physicians  and  was  a role  model 
for  generations  of  medical  stu- 
dents, for  whom  he  demonstrated 
deep-rooted  principles  of  ethical 
behavior. 

"It  is  to  our  great  regret  that  the 
man  we  honor  is  no  longer  present 
among  us  in  body,"  said  SMS 
Board  of  Directors  Chair  Raymond 
C.  Zastrow,  MD.  "Yet,  memories  of 
this  fine  man  will  long  fill  our 
hearts  and  our  minds." 

Presidential  Citation 

The  Presidential  Citation  is 
awarded  each  year  by  the  SMS 
President  to  an  outstanding  indi- 
vidual. President  Marcia  Richards, 
MD,  has  long  been  concerned  with 
the  ravages  of  cancer,  and  the  1996 
Citation  award  winner  reflects  her 
commitment  to  treating  this  dis- 
ease. 

President  Marcia  J.S.  Richards, 
MD,  presented  Sue  Ann  Thomp- 
son, Wisconsin's  first  lady,  with  the 
SMS  Presidential  Citation  for  her 
outstanding  leadership  in 
women's  health. 

Dr  Richards  praised  Mrs  Th- 
ompson for  her  leadership  in  edu- 
cating women  on  the  importance 
of  early  breast  cancer  screening 
programs.  Mrs  Thompson  is  a 
breast  cancer  survivor  and  her 
frank  discussions  of  her  illness  and 
recovery  have  brought  courage  to 
other  Wisconsin  women,  Richards 
said.  "My  patients  struggling  with 
this  disease  often  said  to  me  they 
look  to  Sue  Ann  as  a role  model," 


Richards  told  the  audience  at  the 
awards  ceremony.  "Your  teaching 
skills,  Sue  Ann,  go  far  beyond  the 
6th  grade  classroom  in  Elroy.  You 
have  brought  us  all  into  your  class- 
room and  taught  us  a great  deal." 

Mrs  Thompson  was  unable  to 
attend  the  ceremony  due  to  a 
teacher's  convention,  but  the  gov- 
ernor served  as  her  representative 
and  accepted  the  award  on  her  be- 
half. 


Governor  Tommy  Thompson  accepted 
the  Presidential  Citation  on  behalf  of 
his  wife,  Sue  Ann  Thompson. 


Distinguished  Service  Award 
Arnold  L.  Brown,  MD,  and  Rich- 
ard A.  Cooper,  MD,  were  selected 
to  receive  the  1996  Distinguished 
Service  Award  from  the  SMS,  in  ap- 
preciation of  their  ongoing  dedica- 
tion to  excellence  in  medical  edu- 
cation and  research,  as  well  as  their 
tireless  service  in  the  betterment  of 
education  during  their  years  as 
Dean  at  the  University  of  Wiscon- 
sin Medical  School  and  the  Medi- 
cal College  of  Wisconsin,  respec- 
tively. The  award  is  presented  in 
recognition  of  outstanding  contri- 
butions to  the  science  and  art  of 
medicine  by  individuals  engaged 
in  teaching  and  research  in  the  ba- 
sic sciences. 
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Dr  Brown  was  Dean  of  the  Uni- 
versity of  Wisconsin  Medical 
School  from  1978  to  1991.  Prior  to 
his  retirement  in  1994,  he  acted  as 
interim  chair  of  the  UW  Depart- 
ment of  Pathology,  while  also  serv- 
ing the  medical  school  as  a profes- 
sor of  pathology  and  laboratory 
medicine.  In  addition  to  his  work 
at  UW,  Dr  Brown's  most  recent  ac- 
complishments include  serving  on 
the  National  Institutes  of  Health 
Reviewers  Reserve,  the  AMA 
Council  on  Medical  Education,  the 
Board  of  Trustees  of  Gundersen 
Medical  Foundation  in  LaCrosse, 
and  the  Board  of  Scientific  Advi- 
sors for  the  national  toxicology 
program  with  the  National  Insti- 
tute for  Environmental  Health  Sci- 
ences. 

Dr  Cooper,  a hematologist, 
served  as  Dean,  Executive  Vice 
President  and  Professor  of  Medi- 
cine at  the  Medical  College  of  Wis- 
consin from  1985  to  1994,  and  was 
pivotal  in  the  transformation  of  the 
medical  school  into  the  21st  cen- 
tury. He  has  been  elected  to  the 
Alpha  Omega  Alpha  Honor  Soci- 
ety, and  was  awarded  the  Internal 
Medicine  Prize  at  Washington  Uni- 
versity and  the  Research  Career 
Development  Award  from  the  Na- 
tional Institutes  of  Health.  He  is 
on  the  Editorial  Board  of  several 
medical  journals,  and  served  as 
associate  editor  of  two  of  them. 

Dr  Cooper  currently  serves  as 
the  director  of  the  Health  Policy 
Research  Institute  at  the  Medical 
College  of  Wisconsin  where  he  con- 
tinues to  make  his  presence  felt  on 
such  issues  as  the  role  of  medical 
schools  in  graduate  medical  edu- 
cation, health  care  reform,  and  the 
future  of  academic  health  centers. 

Health  Leadership  Award 

State  Representative  Mark  A. 
Green  (R-Green  Bay)  was  selected 
to  receive  the  Health  Leadership 
Award  from  the  State  Medical  So- 
ciety (SMS)  of  Wisconsin.  The 
award  is  presented  to  the  person 
or  persons  in  government  service 
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who  have  made  significant  contri- 
butions to  the  development  of 
health  care  policies  that  benefit  the 
people  of  Wisconsin  and  advance 
the  art  and  science  of  medicine. 

Rep  Green  is  the  lead  author  for 
Assembly  Bill  36  that  places  a 
$350,000  cap  on  noneconomic 
damages  in  the  state  of  Wisconsin. 
During  debate  on  this  issue,  he  was 
a true  leader  in  getting  this  pro- 
posal passed  in  both  the  State  As- 
sembly and  State  Senate.  He  spoke 
frequently  on  the  benefits  the  cap 
would  have  in  obstetric  shortage 
areas.  Rep  Green  is  an  eloquent 
spokesperson  for  all  tort  reform 
proposals. 

Rep  Green  received  his  bachelor 
of  arts  degree  from  the  University 
of  Wisconsin-Eau  Claire  in  1983, 
and  in  1987  he  received  his  law 
degree  from  the  University  of  Wis- 
consin Law  School  and  was  elected 
to  the  4th  State  Assembly  District 
in  1992.  Currently,  he  serves  as  the 
Majority  Caucus  Chairperson  and 
is  chair  of  the  Assembly  Judiciary 
Committee.  Other  Assembly  com- 
mittee assignments  he  has  include: 
Organization,  Financial  Institu- 
tions, Housing,  Insurance,  Securi- 
ties and  Corporate  Policy,  Rules, 
Special  Committee  on  Controlled 
Substances  and  the  Law  Revision 
Committee. 

Meritorious  Service  Awards 

Each  year  during  the  Annual  Meet- 
ing, the  SMS  recognizes  leaders  in 
health  care  who  have  made  sig- 
nificant contributions  to  the  medi- 
cal profession,  who  have  given 
extraordinary  sendee  to  the  SMS, 
primarily  through  their  tenure  on 
a commission  or  committee.  The 
following  individuals  earned  1996 
Meritorious  Sendee  Awards. 

• Andrew  Crummy,  MD,  of 

Madison,  for  four  years  of  dedi- 
cated sendee  to  the  SMS  Board 

of  Directors. 

• Vernon  Dodson,  MD,  of  Madi- 
son, for  eleven  years  of  dedi- 


cated sendee  to  the  SMS  Gov- 
ernmental Affairs  Commission. 

. Philip  Dougherty,  MD,  of 

Menomonee  Falls,  for  nine  years 
of  dedicated  service  to  the  SMS 
Mediation  and  Peer  Review 
Commission. 

. Jerome  Fons,  MD,  of  Greenfield, 
for  seven  years  of  dedicated  ser- 
vice to  the  SMS  Medical  Liabil- 
ity and  Risk  Management  Com- 
mission. 

• Rudolf  Link,  MD,  of  Lodi,  for 
six  years  of  dedicated  service  to 
the  SMS  Health  Care  Financing 
and  Delivery  Commission. 

• Timothy  McAvoy,  MD,  of 

Waukesha,  for  nine  years  of 
dedicated  service  to  the  SMS 
Governmental  Affairs  Commis- 
sion. 

• George  Nemec,  Jr.,  MD,  of  Ar- 
bor Vitae,  for  his  commitment  to 
improving  the  health  of 
Wisconsin's  citizens  during  his 
nine  years  of  dedicated  sendee 
to  the  SMS  Continuing  Medical 
Education  Commission. 

. Michael  J.  O'Neill,  MD,  of 

Green  Bay,  for  nine  years  of 
dedicated  service  to  the  SMS 
Mediation  and  Peer  Review 
Commission. 

• Charles  E.  Pechous,  Jr.,  MD,  of 
Kenosha,  for  five  years  of  dedi- 
cated sendee  to  the  SMS  Board 
of  Directors. 

• Robert  Sellers,  MD,  of  Superior, 
for  nine  years  of  dedicated  ser- 
vice to  the  SMS  Board  of  Direc- 
tors. 

• DeLore  Williams,  MD,  of  Elm 

Grove,  recognized  for  his  eleven 
years  of  dedicated  sendee  to  the 
SMS  Governmental  Affairs 
Commission. 
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• Thomas  Williams,  MD,  of 

Mukwonago,  recognized  for  his 
exceptional  leadership  and 
dedication  to  the  SMS  and  to 
improving  the  health  of 
Wisconsin's  citizens  during  his 
nine  years  of  dedicated  service 
to  the  SMS  Geriatric  Health 
Commission. 

. Santiago  L.  Yllas,  MD,  of 

Racine,  for  nine  years  of  dedi- 
cated service  to  the  SMS  Media- 
tion and  Peer  Review  Commis- 
sion. 

Physician  Citizen 
of  the  Year  Award 

Implemented  in  1982  as  a col- 
league-nominated award,  the  Phy- 
sician Citizen  of  the  Year  award's 
annual  nomination  process  was 
opened  to  the  public  in  1991.  The 
result  was  an  overwhelming  out- 
pouring of  admiration  and  affec- 
tion for  Wisconsin's  physicians. 
Each  year  since  then,  based  on 
these  nominations,  the  State  Medi- 
cal Society's  Commission  on  Pub- 
lic Information  selects  eight  Phy- 
sician Citizens  of  the  Year,  one  rep- 
resenting each  of  the  eight  medi- 
cal society  districts  in  the  state. 

The  Physician  Citizen  award 
honors  its  recipients  for  the  uncom- 
pensated civic,  cultural,  economic, 
charitable,  and  health  care  services 
they  have  provided  to  their  local 
or  state  communities,  recognizing 
those  who  have  given  their  time 
and  talents  to  improve  conditions 
in  their  communities  and  in  our 
state.  The  1996  recipients  of  this 
distinguished  award  are: 

. James  DeLine,  MD,  of  LaFarge, 
was  specifically  recognized  for 
his  involvement  in  establishing 
a group  home/independent 
apartment  complex  in  LaFarge, 
his  association  with  a birthing 
center  for  Amish  patients,  and 
his  commitment  to  the  ambu- 


lance squad.  He  is  also  active 
in  scouting,  the  Lions  Club,  and 
played  a role  in  refurbishing  the 
community  temple.  His  com- 
mitment to  higher  learning  is 
demonstrated  by  his  work  with 
medical  students,  through  a 
scholarship  he  offers  to  area 
high  school  graduates,  and  by 
his  donations  to  the  local  library. 

• Michael  A.  Duffy,  MD,  of 

Oshkosh,  nominated  by  the 
Oshkosh  Internal  Medicine  di- 
vision of  Aurora  Medical  Group 
in  recognition  of  his  unusual 
commitment  to  his  community. 

. Robert  L Harms,  MD,  of 

Shawano,  who  has  worked  with 
the  Optimist  Club  on  fundrais- 
ing for  youth  programs  and  has 
received  the  Optimist  of  the  Year 
award.  His  dedication  to  edu- 
cation is  evidenced  by  his  in- 
volvement in  the  "Dollars  for 
Scholars"  program  which  funds 
college  scholarships,  his  past  ac- 
tivity with  the  WIAA  sports  pro- 
grams, and  his  position  as  presi- 
dent of  the  school  board.  His 
housekeeper  even  wrote  to  tell 
of  his  encouraging  her  to  con- 
tinue her  schooling. 

. Dean  G.  Kresge,  MD,  of 

Stoughton,  for  his  work  as  a 
member  of  the  Stoughton  li- 
brary board,  the  Optimist  Club, 
and  his  church,  in  addition  to  his 
fundraising  activities  on  behalf 
of  the  local  schools. 

• Patrick  Sura,  MD,  of  Superior, 
for  his  dedication  as  the  team 
physician  for  high  school  foot- 
ball, basketball,  and  hockey,  as 
well  as  acting  as  a volunteer 
coach  for  a youth  basketball 
league.  He  is  also  an  active 
board  member  for  the  health 
department,  the  YMCA,  the 
Chamber  of  Commerce,  and  the 
soccer  association,  for  which  he 
also  serves  as  a coach.  In  addi- 


tion, Dr.  Sura  speaks  to  youth 
groups  on  sexually  transmitted 
diseases  and  volunteers  at  the 
Life  Care  Center  for  indigent 
patients  and  at  the  Badger  State 
Games. 

. James  Walker,  MD,  of 

Menomonie,  recognized  specifi- 
cally for  his  involvement  as 
team  physician  for  the  high 
school  athletic  teams. 

• Robert  Wetzler,  MD,  of  Mil- 
waukee, was  nominated  for  this 
award  in  a letter  signed  by  ten 
people  who  told  of  his  tireless 
dedication  to  his  community. 
Those  nominating  Dr.  Wetzler 
told  of  his  work  in  helping  pa- 
tients solve  insurance  problems, 
training  nurses  to  deal  better 
with  teenage  mothers,  and 
teaching  medical  students.  In 
addition,  he  goes  to  Nicaragua 
for  one  week  each  year,  at  his 
own  expense,  to  teach  medical 
procedures. 

• Paul  L.  Writz,  MD,  of  Colby, 
was  nominated  for  this  award 
by  the  Clark  County  Medical 
Society  president  in  recognition 
of  his  involvement  in  a local  eld- 
erly housing  project,  the  church 
council,  education  committee, 
and  the  Lions  Club.  In  addition, 
he  serves  as  a committee  mem- 
ber for  Colby  Cheese  Days. 

Medical  Issues  Reporting  Award 

Established  in  1990,  the  Medical 
Issues  Reporting  Award  is  pre- 
sented to  the  Wisconsin  journalist 
who  best  covers  health  care  con- 
cerns during  the  preceding  calen- 
dar year.  Criteria  for  evaluating 
candidates  include  quality  of  writ- 
ing, depth  of  research,  excellence 
in  production,  accuracy,  clarity, 
impact  in  Wisconsin,  fairness,  and 
originality.  Reporters,  employed  by 
Wisconsin  newspapers  and  maga- 
zines, and  radio  and  television  sta- 
tions, are  eligible. 
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Julie  Sneider  of  the  Business 
Journal,  Milwaukee,  was  selected 
as  the  1996  recipient  of  the  Medi- 
cal Issues  Reporting  Award. 

During  1995,  Julie  Sneider  wrote 
approximately  three  health  care- 
related  articles  per  week.  Sneider 
carefully  presents  information  on 
all  sides  in  an  objective  manner. 

She  has  written  extensively  on 
proposed  government  cuts  (such 
as  Medicare)  and  possible  ramifi- 
cations for  patients  and  providers; 
profits  versus  delivery  and  costs  of 
care  for  various  types  of  health  care 
delivery  systems;  the  increasing 
integration  of  health  care  net- 
works; and  the  evolution  of  health 
care  delivery  in  Wisconsin. 

In  addition  to  Ms.  Sneider,  one 
television  and  one  radio  station 
were  selected  to  receive  the  award. 
WISC-TV  Channel  3 in  Madison 
played  a pivotal  role  as  a public 
opinion  leader  dedicated  to  the 
health  and  well-being  of 
Wisconsin's  children.  In  the  past 
year,  WISC-TV  has  thoroughly 
reported  the  pros  and  cons  of  leg- 


John  Cobert,  News  Director,  WIBA- 
AM,  Madison,  accepting  the  Medical 
Issues  Reporting  Award. 

islative  initiatives  to  improve 
health  and  safety  for  Wisconsin 
youth.  Examples  include  gun 
safety  initiatives  and  lengthening 
24-hour  maternity  hospital  stays. 
Through  its  editorial  statements. 


WISC-TV  also  urges  support  from 
individuals  for  programs  that  pro- 
tect and  enrich  the  lives  of  Wiscon- 
sin children. 

WIBA-AM  in  Madison  was  also 
selected.  News  reporters  for 
WIBA-Madison  consistently  pro- 
vide their  listeners  with  compre- 
hensive, well-rounded  coverage  of 
health  care  issues  in  our  state.  The 
radio  station  aggressively  seeks  the 
"whole  story"  on  legislative  pro- 
posals, presenting  both  long-term 
and  short-term  effects  for  patients 
and  their  doctors  so  listeners  may 
make  informed  decisions. 

Houghton  Award 

The  Houghton  Award  is  presented 
annually  to  senior  medical  stu- 
dents who  demonstrate  academic 
excellence,  extra-curricular 
achievement,  and  interest  in  medi- 
cal organization.  Winners  receive 
a check  for  $500  and  engraved 
plaque,  both  of  which  were  pre- 
sented at  the  Annual  Meeting.  The 
1996  winners  are:  Benjamin  Tobin 
and  Stephanie  Wojtowicz.  ❖ 


The  Wisconsin  SMS  House  of  Delegates  had  several  close  votes  on  resolutions. 
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House  of  Delegates:  1996 

State  Medical  Society  of  Wisconsin 

Speaker:  Sandra  L.  Osborn,  MD/Vice  Speaker:  Michael  C.  Reineck,  MD 


County  Medical 
Society  Delegate 

Alternate 

County  Medical 
Society  Delegate 

Alternate 

FIRST  DISTRICT 

Kenosha  Steven  A Azuma 

Ernesto  E Buencamino 

Milwaukee  ....  DeLore  Williams 
(continued)  James  E Youker 

Spencer  J Block 

Stephen  P Feuerbach 

Carol  E Young 

John  C Noonan 

John  S Pallin 

Laurens  D Young 

Clifton  E Peterson 

James  M Schoening 

Raymond  J Zastrow 

Milwaukee  Albert  H Adams 

Maury  B Berger 

Ozaukee Gregory  J Gnadt 

Tracy  L Bretl 

Brian  J Bear 

Melbourne  D Boynton 

Scot  A Wilfong 

C M Meenakshisundaram 

Gregory  B Buck 
James  D Buck 

Paul  J Coogan 
Howard  J Croft 

Racine S Marshall  Cushman 

Bruce  A Luccas 

Clarence  P Chou 

John  J Eversman 

Mark  E DeCheck 

Kenneth  J Pechman 

John  M Coffey 

Kevin  M Fickenscher 

Dennis  J Kontra 

Carol  W Potts 

Steven  K Dankle 

Gary  S Hauke 

Marvin  G Parker 

James  M Soyka 

Donna  D Davidoff 

Mehran  Heydarpour 

Lawrence  W Platt 

Santiago  L Yllas 

Gerald  J Dorff 
Jerome  W Fons,  Jr 

Kesavan  Kutty 
Alan  S Lieberthal 

Walworth Irwin  J Bruhn 

Edsel  G Doreza 

Edward  S Friedrichs 

Michael  J Lynch 

Vacancy 

Vacancy 

Reynaldo  P Gabriel 
Daniel  D Gilman 

Nanjappareddy  M Reddy 
Andrew  M Satinsky 

Washington  ...  William  M Claybaugh 

William  J Listwan 

Michael  H Gilman 

Evan  K Saunders 

John  G Fink 

Vacancy 

Lucille  B Glicklich 
Gerald  G Govin 

Terrance  M Scheid 
Gregory  J Schmeling 

Waukesha Robert  O Buss 

Patricia  A Barwig 

William  W Greaves 

Mary  Beth  Sinclair 

La  Vern  H Herman 

Katherine  M Bayliss 

Susan  L Kaehler 

Benjamin  J Teitelbaum 

Charles  E Holmburg 

Brian  A Chapman 

George  F Kessler 

Robert  J Wetzler 

Julie  N Larsen 

John  J Foley 

David  H Klehm 

J Frank  Wilson 

Timothy  G McAvoy 

Terrence  N Hart 

Mahendra  S Kochar 

38  Vacancies 

G Daniel  Miller 

Karin  Kultgen 

Vijay  V Kulkarni 

Michael  G O'Mara 

Thomas  J Luetzow 

George  M Lange 

John  R Park 

Matthew  A Meyer 

Gary  J Leo 

John  D Riesch 

Albert  J Motzel,  Jr 

Edith  L Lepgold 

James  A Stadler,  II 

James  M Shortt 

Sanford  R Mallin 

Mark  A Timm 

Gwendolyn  Tanel 

William  E Martens 

Lee  M Tyne 

Gregory  N Van  Winkle 

Brian  P McSorley 
James  A Means,  III 
Dean  D Miller 
John  P Mullooly 

SECOND  DISTRICT 
Columbia-Marquette- 
Adams Robert  T Cooney 

Martin  L Janssen 

Clifford  J Opatken 
Thomas  E Palmer 

Dane Adam  H Balin 

William  H Bartlett 

James  T Paloucek 

John  W Beasley 

Calvin  S Bruce 

Jazmin  D Parcon 

Christine  H 

John  D Kenny 

Wayman  Parker 

Biedermann 

Ivan  Knezevic 

John  R Petersen 

Thomas  H Browning 

Fred  H Koenecke,  Jr 

Robert  F Purtell,  Jr 

Andrew  B Crummy,  Jr 

Bradley  L Manning 

William  G Raasch 

Haywood  S Gilliam 

Robert  A McDonald 

Thomas  A Reminga 

Judith  N Green 

Steven  L Oreck 

John  E Ridley,  III 

Kay  A Heggestad 

Joseph  F Sackett 

Jay  F Schamberg 

Cyril  M Hetsko 

William  E Scheckler 

George  R Schneider 

Susan  N Isensee 

Richard  W Shropshire 

Sidney  Shindell 

Bruce  K Jacobson 

Bonnie  M Tompkins 

Juanito  P Singson 

William  L Kopp 

Susan  M Torhorst 

Ron  H Stark 

Richard  D Lindgren 

Anne  C Weiss 

Robert  H Straub 

John  C McDermott 

10  Vacancies 

Leon  Cass  Terry 
C R Triyambakaraj 
Frank  H Urban 
Wess  R Vogt 
Sheldon  A Wasserman 
John  E Whitcomb 

Paul  A McLeod 
Bernard  F Micke 
Alan  I Schwartzstein 
John  K Scott 
Robert  B Shapiro 
Armond  H Start 
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County  Medical 


Society  Delegate  Alternate 

Dane JohnAVukich 

(continued)  John  D Wegenke 


Richard  O Welnick 
William  A Wood 

Dodge Ayaz  M Samadani  Sharon  L Haase 

Grant Kurt  Wilhelm,  II  Larry  O Sy 

Green Jan  E Erlandson  Mark  W Kimpel 

George  W Kindschi  Robert  L Vickerman 

Iowa Timothy  A Correll  Vacancy 

Jefferson Michael  A Grajewski  Roland  R Liebenow 

Wahab  A Kazi  Vacancy 

Lafayette Joseph  P Gibes  Lori  L Neumann 

Richland Vacancy  Kay  Balink 

Rock F Ward  Blair  7 Vacancies 


David  C Murdy 
Larry  M Ojeda 
Christopher  Stroud 
Kathleen  M Wick 
2 Vacancies 

Sauk John  A DeGiovanni  Donald  W Vangor 

THIRD  DISTRICT 

Crawford Michael  S Garrity  Vacancy 

Juneau David  M Hoffmann  Leon  J Radant 


County  Medical 
Society 

Delegate 

Alternate 

Oneida-Vilas 

. Margaret  J Abel 
Laura  M Nelson 
William  E Raduege 

John  G Nemcek 
Dorothy  K Nemec 
Gary  A Peitzmeier 

Portage 

.John  K Paulson 

Joseph  F Jarabek 

Price 

.William  E Yanke 

Joseph  V Richards 

Taylor 

. Edwin  K Cole 

Michael  A Haase 

Wood  

. Ali  K Choucair 
Richard  W Clasen 
Richard  A Dart 
Ade  R Dillon 
William  J Henry 
Michael  J Kryda 
Robert  E Phillips 
Theodore  A Praxel 
Homer  H Russ 

Michele  Lee  Bachhuber 
Alfred  G Campo 
Gurdon  H Hamilton 
Larry  K Heath 
Mario  V Ponce 
Dean  T Stueland 
Susan  L Turney 
2 Vacancies 

FIFTH  DISTRICT 

Calumet William  E Hannon 

Vacancy 

Fond  du  Lac 

. Brian  C Christenson 
Elizabeth  T Sanfelippo 
David  R Weber 

Theodore  D Miller 
Harry  J Zemel 
Vacancy 

Green  Lake- 
Waushara 

. Vacancy 

Vacancy 

Outagamie 

. Mark  H Beard 
Richard  A Johnson 
Gregory  A Johnson 
4 Vacancies 

Peter  V Podlusky 
6 Vacancies 

La  Crosse 

Wayne  A Bottner 

Gary  L Bryant 

Christopher  M Huiras 
Paul  J Leehey,  III 

Waupaca 

Ali  H Mardan 

Terry  L Hankey 

Thomas  J Grau 
Paul  H Steingraeber 
Benjamin  C Wedro 
David  E Westgard 
Vacancy 

Charles  E Link 
Brian  M Mulrennan 
3 Vacancies 

Winnebago  .... 

George  W Arndt 

James  L Basiliere 
James  L Cauley 
Albert  L Fisher,  Jr 
Kevin  F Quinn 
2 Vacancies 

Johan  A Mathison 
6 Vacancies 

Monroe Kevin  A Jessen  Edward  O Lukasek 

Trempealeau-Jackson- 

Buffalo Jeffrey  K Polzin  Elmer  P Rohde 

Vernon Mark  H Andrew  Duane  M Koons 

FOURTH  DISTRICT 

Clark Demetrio  C Maguigad  Florentino  E Lleva 

Forest E Frank  Castaldo  Vacancy 

Langlade James  O Moermond,  Jr  Vacancy 

Lincoln Paul  A Thompson  Gregory  G Dodge 

Marathon Kenneth  L Day  5 Vacancies 

Kevin  T Flaherty 
Jeffrey  H Lamont 
Sally  S Mattingly 
William  C.  Nietert 


SIXTH  DISTRICT 

Brown James  M Berner  Thomas  J Halloin 

Diane  K Christel  James  V Lacey 

Robert  K DeMott  7 Vacancies 

Richard  D Horak 

Rolf  S Lulloff 

Wesley  E McNeal 

James  E Memmen 

Jonathan  W Thomas 

John  W Utri 


Door- 

Kewaunee John  J Beck  Vacancy 

Manitowoc Edward  J Barylak  Thomas  K Perry 


Joseph  C DiRaimondo  Joseph  E Trader 

Marinette- 

Florence Karen  B Himmel  Vacancy 
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Oconto 

.Ellen  A Blando 

James  J Wallace 

Staff 

..  Paul  A Wertsch 

Masood  Wasiullah 

Shawano 

. Patricia  | Stuff 

Vacancy 

Internal 

Medicine 

..  Gregory  A Shove 

Vacancy 

Sheboygan 

.William  P Chleborad 

Patrick  R Marsho 

John  R Hron 

James  R Pawlak 

International  Medical 

Roger  G Klettke 

Paul  V Tuttle,  III 

Graduates 

..  Avadh  B Agarwal 

Vacancy 

Wendelin  W Schaefer 

James  L Weygandt 

Long-Term 

SEVENTH  DISTRICT 

Care 

..  Bruce  A Kraus 

Richard  S Kane 

Barron-Washburn- 

Burnett 

.Philip  S Henkel 

James  F Maser 

Medical  Students 

Vacancy 

Vacancy 

MCW 

..  Lycia  Corkran 

Charles  Hu 

Chippewa 

.Gerald  A Gehl 

Philip  A Swanson 

Medical  Students 

Madison 

..Jessica  M Bartell 

2 Vacancies 

Eau  Claire-Dunn- 

Vacancy 

Pepin  

. Philip  J Happe 

Robert  J Fabiny 

Charles  V Ihle 

5 Vacancies 

Neurology 

..Gamber  F Tegtmeyer,  Jr 

R Clarke  Danforth 

Daniel  L Johnson 

James  J O'Connor 

Neurosurgery ... 

..Mohammed  Rafiullah 

Vacancy 

Henry  J Simpson 

Vacancy 

Obstetrics- 

Gynecology 

..  Dennis  A Sobczak 

Vacancy 

Pierce- 

St. Croix 

.Clifford  C Tenner 

Leonard  B Torkelson 

Ophthalmology..  Jack  L Hughes 

Vacancy 

Polk 

.John  O Simenstad 

William  W Young 

Orthopedics 

..James  A Rydlewicz 

Vacancy 

Rusk  

. Douglas  M DeLong 

Vacancy 

Otolaryngology..  Glenn  M Seager 

Thomas  W Grossman 

EIGHTH  DISTRICT 

Pathology  

..  Ronald  R Martins 

Raymond  C Zastrow 

Ashland-Bayfield- 

Iron  

. Mark  K Belknap 

Robert  B Pierpont 

Pediatrics 

..Carl  S L Eisenberg 

Vacancy 

Douglas 

.Kathleen  M Broad 

Vacancy 

Physician  Medicine  & 

Rehabilitation  . 

...  Vacancy 

Vacancy 

Sawyer 

. Modesto  M Ferrer 

Kathy  J Keimig 

Plastic 

Surgery 

..  Andreas  Doermann 

Vacancy 

SECTIONS 

. Delegate 

Alternate 

Preventive 

Medicine 

..  Henry  A Anderson,  III 

Jane  K Sliwinski 

Allergy  & Clinical 

Immunology 

. Donald  A Bukstein 

Steven  H Cohen 

Psychiatry 

..  Kenneth  I Robbins 

Vacancy 

Anesthesiology.. 

Edwin  L Mathews 

Jose  A Villacrez 

Radiation 

Oncology 

..Sally  M Schlise 

Vacancy 

Cardiology 

.Michael  P Cinquegrani 

Vacancy 

Radiology 

..Timothy  T Flaherty 

Vacancy 

Cardiothoracic 

Surgery 

.Charles  C Canver 

Vacancy 

Resident 

Physicians 

..  Patricia  | Hantsch 

Kevin  L Smith 

Dermatology 

. Donald  J Miech 

Vacancy 

Surgery 

..James  P Quenan 

Rodney  W Malinowski 

Emergency 

Medicine 

. Peter  J Holzhauer 

Vacancy 

Thoracic 

Medicine 

..Edward  R Winga 

Vacancy 

Family 

Physicians 

.George  L Gay,  Jr 

Ann  R Berlage 

Urology 

..Thomas  W Wood 

Randle  E Pollard 

Group 

Young 

Practice 

. Philip  ] Dahlberg 

Vacancy 

Physicians  

..Edwin  M Overholt,  II 

Vacancy 
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PIC  Wisconsin:  State  of  the  Corporation 

February,  1996 


A.M.  Best,  the  nation's  leading  in- 
surance rating  service  and  watch- 
dog for  stability  in  the  insurance 
industry,  announced  on  January 
29, 1996,  their  decision  to  upgrade 
PIC  Wisconsin's  rating  from  B++ 
(Very  Good)  to  A-  (Excellent).  The 
entire  company,  from  our  board 
members  to  our  staff,  is  elated 
about  this  change  in  rating  because 
it  confirms  our  cornerstone  values 
of  a strong  defense  posture  and  fi- 
nancial stability.  Best's  "excellent" 
rating  is  a coveted  designation  and 
an  extraordinary  achievement  for 
a company  still  in  its  first  decade 
of  operation.  It  symbolizes  PIC 
Wisconsin's  success  at  balancing  a 
responsible  approach  to  financial 
oversight  with  an  aggressive  ap- 
proach to  new  business  and  emerg- 
ing marketplace  developments. 
The  following  is  an  excerpt  from 
A.M.  Best's  rationale  for  the  up- 
grade: 

"The  rating  upgrade  reflects  the 
group's  continued  strong  profitability, 
excellent  level  of  capitalization,  favor- 
able loss  reserve  development,  and  its 
established  market  presence . " 

Best  recognized  that  PIC  Wiscon- 
sin will  successfully  take  on  the 
challenges  ahead.  Our  strategic 
plan  for  responding  to  emerging 
market  needs,  our  investments  in 
technology  and  infrastructure,  and 
our  focus  on  service  and  value  will 
allow  us  to  anticipate  and  create 
our  future. 

Fiscal  highlights 

Financially,  1995  was  our  most  suc- 


cessful year  ever.  Statutory  net  in- 
come was  nearly  $7  million  versus 
$4.7  million  in  1994.  Statutory  as- 
sets grew  from  $122.5  million  to 
$133.8  million,  and  our  loss  re- 
serves continue  to  be  actuarially 
sound,  increasing  from  $84.5  mil- 
lion in  1994  to  $84.6  million  this 
past  year. 

PIC  Wisconsin's  positive  oper- 
ating results  once  again  translated 
into  monetary  benefits  to  our  phy- 
sician and  surgeon  policyholders. 
In  the  fall  of  1995  we  announced 
our  1996  insurance  rates  would  re- 
main flat,  (following  a seven  per- 
cent across-the-board  decrease  in 
1995).  We  followed  up  on  that  news 
with  an  announcement  in  Decem- 
ber that  we  would  award  a $2.3 
million  dividend  in  April  1996  to 
eligible  physicians  and  surgeons. 
Including  this  dividend,  PIC  Wis- 
consin will  have  paid  more  than 
$11.6  million  since  1989. 

The  company's  philosophy  of 
responding  to  the  needs  of  policy- 
holders was  exemplified  in  the  past 
year  by  our  ongoing  commitment 
to  "de-mystify"  the  purchase  of 
professional  liability  insurance. 
This  was  evidenced  by  policy  lan- 
guage changes  which  reduced  am- 
biguities and  broadened  coverage, 
and  by  enhancing  policyholder 
communication  and  education 
programs.  Our  re-directed  focus 
on  prompt,  thorough  and  efficient 
customer  service  earned  high 
marks  in  a recent  policyholder  sur- 
vey. 

Wisconsin's  professional  liabil- 
ity market  is  in  the  midst  of  highly 


competitive  pricing  and  marketing 
activities.  As  anticipated,  the  es- 
calating competition  was  manifest 
during  1995,  and  the  number  of 
physicians  the  company  under- 
writes decreased  slightly  from 
4,208  at  year  end  1994  to  4,175  at 
year  end  1995. 

PIC  Wisconsin's  strategy  to 
maintain  its  medical  professional 
liability  book  of  business  while  di- 
versifying and  growing  its  pre- 
mium base  continued  in  1995  as 
our  dental  and  hospital  programs 
went  on  "fast  forward."  By  the  end 
of  December  1995  the  company 
had  eight  hospitals  in-force,  com- 
pared to  four  hospitals  in-force  at 
the  close  of  1994. 

Additionally,  dental  policy- 
holder counts  increased  signifi- 
cantly in  1995  from  370  to  525. 
These  numbers  give  us  a 30%  mar- 
ket share  of  Nevada  Dental  Asso- 
ciation members  and  an  11%  mar- 
ket share  of  Wisconsin  dentists. 
The  strategic  decision  to  pursue 
dental  groups  in  Wisconsin  rather 
than  individual  dentists  proved 
successful  in  1995.  The  dental 
group  marketing  strategy  will  con- 
tinue in  1996  as  we  target  groups 
and  enhance  our  credibility 
through  the  endorsement  of  their 
administrators. 

The  company's  dental  and  hos- 
pital programs  have  enabled  the 
company  to  balance  its  health  care 
book  of  business,  while  leveraging 
resources  and  expanding  its  exper- 
tise across  a broader  range  of 
health  care  markets.  ❖ 
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Physician  briefs 


^Indicates  member  of  SMS 

Cordes,  John  E.,  MD,*  an  internal 
medicine  physician,  recently  joined 
the  Milwaukee  Medical  Clinic.  He 
earned  his  medical  degree  from  the 
Marquette  School  of  Medicine; 
completed  his  internship  at  Co- 
lumbia Hospital,  and  served  his 
residency  at  the  Wood  VA  Hospi- 
tal in  Milwaukee.  Dr  Cordes  holds 
a faculty  appointment  at  the  Medi- 
cal College  of  Wisconsin. 

Larsen,  Jeffrey,  MD,  an  internist, 
recently  joined  the  medical  staff  at 
River  Falls  Medical  Clinic.  He 
earned  his  medical  degree  in  1988 
from  the  University  of  Minnesota 
and  completed  his  residency  at  the 
University  of  Minnesota  Hospital 
in  1991.  For  the  last  six  years.  Dr 
Larsen  has  been  in  practice  in  Long 
Beach,  CA. 

Rogerson,  John,  MD/  an  orthope- 
dic surgeon  with  Physicians  Plus 
Medical  Group,  was  appointed  to 
the  board  of  the  Arthroscopy  As- 
sociation of  North  America.  He 
serves  as  the  chair  of  the 
association's  membership  commit- 


tee and  sits  on  the  education  com- 
mittee. The  association  promotes, 
supports  and  fosters  the  develop- 
ment and  dissemination  of 
arthroscopic  surgery  knowledge. 
Dr  Rogerson  earned  his  medical 
degree  from  the  University  of 
Iowa,  completed  his  internship  at 
McKennan  Hospital  in  Sioux  Falls, 
Iowa,  and  his  residency  at  the  Uni- 
versity of  Wisconsin.  He  is  board 
certified  in  orthopedics  and  is  a 
fellow  of  the  American  Academy 
of  Orthopedic  Surgeons. 

Rokey,  Roxann,  MD,*  a cardiolo- 
gist with  Marshfield  Clinic,  was 
elected  as  a direct  fellow  of  the 
American  College  of  Physicians. 
Direct  fellowship  is  an  honor  con- 
ferred on  fewer  than  10  percent  of 
all  fellowship  applicants.  Dr  Rokey 
completed  her  residency  in  1981  at 
Baylor  College  of  Medicine  in 
Houston,  Tex.  She  also  completed 
a fellowship  there  and  was  a car- 
diology faculty  member  until  1994. 
She  is  recognized  both  nationally 
and  internationally  as  an  expert  in 
the  field  of  cardiac  magnetic  re- 


sponse imaging  and  echocardio- 
graphy. She  is  a founding  board 
member  of  the  International  Soci- 
ety for  Cardiovascular  Magnetic 
Resonance.  In  1994,  Dr  Rokey  was 
named  one  of  the  best  doctors  in 
America  by  Woodward/ White, 
which  is  regarded  as  a primary  re- 
ferral list  to  the  medical  profession. 

Russell,  Elizabeth,  MD,*  a family 
practice  physician,  recently  joined 
the  medical  staff  at  Krohn  Clinic 
and  Black  River  Memorial  Hospi- 
tal. She  earned  her  medical  degree 
from  the  University  of  Calgary.  She 
completed  her  internship  and  resi- 
dency in  family  medicine  at  the 
University  of  Toronto.  She  received 
certification  in  family  medicine 
from  the  Canadian  College  of  Fam- 
ily Physicians,  with  other  certifica- 
tions in  base  station  medical  com- 
mand, advanced  trauma  life  sup- 
port, advanced  cardiac  life  support 
and  pediatric  advanced  life  sup- 
port. Dr  Russell  was  most  recently 
in  private  practice  in  family  medi- 
cine in  Ebensburg,  PA.*> 


County  society  news 


Ashland-Bayfield-Iron.  The 

Ashland-Bayfield-Iron  Medical 
Society  approved  the  following 
physician  for  membership:  Kevin 
M.  Thornton,  MD. 

Dane.  The  Dane  County  Medical 
Society  approved  the  following 
physicians  for  membership:  Linda 
H.  Chaudron,  MD;  Michael  J.  Gun- 
lock,  MD;  Lara  L.  Hardman,  MD; 
Paul  A.  LaClair,  MD;  Victoria  Y. 
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Lubierman,  MD;  Michael  E.  Maze, 
MD;  Kimberly  S.  Nestler,  MD;  John 
M.  Phelan,  MD;  Howard  S. 
Schwartz,  MD;  Ian  R.  Swift,  MD; 
Cyd  C.  Williams,  MD;  Stefan  V. 
Zachary,  DO;  Jimmy  Crockett,  Jr., 
MD;  Lisa  R.  Davidson,  MD;  Karl 
E.  Hill,  MD;  Morton  E.  Smith,  MD; 
Clifford  B.  Tribus,  MD;  Michael  M. 
Vesali,  MD;  Jessica  Bartell,  MD; 
David  T.  Bernhardt,  MD;  Thomas 
M.  Best,  MD;  Paul  M.  Cammock, 


MD;  Norma  P.  Garrett,  MD;  Ann 
M.  Heaslett,  MD;  Susan  M. 
Heineck,  MD;  Jason  Hershberger, 
MD;  Gerald  J.  Lang,  MD;  Jeffrey  A. 
Marcus,  MD;  Joan  M.  McGrath, 
MD;  Anne  C.  Means,  MD;  David 
E.  Parry,  MD;  Margot  C.  Pepper, 
MD;  Diana  L.  Psihos,  MD;  Leo  A. 
Schug,  MD. 

Dodge.  The  Dodge  County  Medi- 
cal Society  approved  membership 
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for:  Conrad  H.  Benoit,  DO;  Dou- 
glas R.  Fabich,  MD;  Erick  F. 
Gonzalez,  MD;  Inderpal  Singh, 
MD;  Kenneth  M.  Solis,  MD;  Chris 
T.  Waldo,  MD. 

Fond  du  Lac.  The  Fond  du  Lac 
County  Medical  Society  approved 
membership  for  the  following: 
Mary  Beth  Cass,  MD;  Roopesh 
Patel,  MD  and  Robin  Wulffson, 
MD. 

Green  Lake-Waushara.  The  Green 
Lake-Waushara  Medical  Society 
approved  membership  for:  Alonzo 
R.  Gimenez,  MD. 

La  Crosse.  The  La  Crosse  County 
Medical  Society  approved  the  fol- 
lowing physicians  for  member- 
ship: Bruce  J.  A Kerr,  MD;  Alan 
Pratt,  MD;  Jill  E.  Davidson,  MD; 
Stephen  M.  Devine,  MD;  Joseph  D. 
Meyer,  MD;  Daniel  S.  Landdeck, 
MD;  and  Thomas  A.  Stoa,  MD. 

Manitowoc.  The  Manitowoc 
County  Medical  Society  approved 
membership  for:  Kathryn  C. 
Bemmann,  MD. 

Marathon.  The  Marathon  County 
Medical  Society  approved  the  fol- 
lowing physicians  for  member- 
ship: Deo  C.  Almazar,  Jr.,  MD;  Su- 
san Schneider,  MD;  Timothy 
Jessick,  MD;  Vicky  Baker,  MD; 
Steven  Staehling,  MD;  Fernando 
Riveron,  MD;  Marianne  Dait,  MD; 
Aristotle  Damianos,  MD. 

Milwaukee.  The  Medical  Society 
of  Milwaukee  County  approved 
membership  for:  Neville  W. 
Duncan,  MD;  Abdo  A.  Alward, 
MD;  Kelly  A.  Balliet,  MD; 
Raymond  J.  Otto,  MD;  Rajendra  S. 
Rathour,  MD;  Randall  B.  Steinhaus, 
MD;  Nicole  A.  Balistreri,  MD; 
Mohan  S.  Dhariwal,  MD;  Clay  J. 
Frank,  MD;  Robert  B.  Hegeman, 
MD;  David  J.  Kaiser,  DO;  Jose  R. 
Parra,  MD;  William  T.  Pennington, 
MD;  Margaret  S.  Engdahl,  MD; 
James  E.  Navratil,  MD;  and  Lycia 
Corkran,  MD. 


Monroe.  The  Monroe  Medical  So- 
ciety approved  the  following  phy- 
sician for  membership:  Luis  T. 
Teopengco,  MD. 

Ozaukee.  The  Ozaukee  County 
Medical  Society  approved  mem- 
bership for:  Michele  Reyes- 
Clausen,  MD. 

Pierce-St.  Croix.  The  Pierce-St. 
Croix  Medical  Society  approved 
membership  for:  Alfonso  Morales- 
Utrilla,  Jr.,  MD  and  Daniel  W. 
Zimmerman,  MD. 

Portage.  The  Portage  County 
Medical  Society  approved  the  fol- 
lowing physician  for  membership: 
Karl  E.  Shewmake,  MD. 

Racine.  The  Racine  County  Medi- 
cal Society  approved  the  follow- 
ing for  membership:  Cetin 

Ffekimoglu,  MD;  John  A. 
Patterson,  MD;  Michael  E.  Sweet, 
MD;  Debbie  L.  Miller,  MD;  Michael 
P.  Mullane,  MD. 

Shawano.  The  Shawano  County 
Medical  Society  approved  mem- 
bership for:  Rebecca  Zinck,  MD. 


Trempealeau-Jackson- Buffalo. 

The  Trempealeau-Jackson-Buffalo 
County  Medical  Society  approved 
the  following  physicians  for  mem- 
bership: W.  Bradford  Martin,  MD 
and  Elizabeth  J.  Russell,  MD. 

Walworth.  The  Walworth  County 
Medical  Society  approved  mem- 
bership for:  Sergio  C.  Casaclang, 
MD;  Philip  G.  Conrardy,  MD;  Jon 
A.  Dankle,  MD;  John  A.  Devine, 
DO;  Shailesh  G.  Joshi,  MD;  James 
J.  Tydrich,  MD. 

Waupaca.  The  Waupaca  County 
Medical  Society  approved  mem- 
bership for:  R.  Louise  Smyth,  MD. 

Washington.  The  Washington 
County  Medical  Society  approved 
membership  for  the  following: 
Anthony  S.  Guthrie,  DO;  Gordon 
A.  Hall,  MD;  and  Thomas  A. 
Webster,  MD. 

Waukesha.  The  Waukesha  County 
Medical  Society  approved  the  fol- 
lowing for  membership:  Steven  J. 
Vacek,  MD;  Jeffrey  R.  Zigon,  MD; 
Alfred  L.  Franger,  MD; 
Mohammad  S.  Mai  lick,  MD; 
Kipton  L.  Anderson,  MD;  Kathleen 
M.  Smith,  MD.*:* 


Robert  B.  Shapiro,  MD,  delivering  Socioeconomic  Reference  Committee's 
report  to  the  House  of  Delegates. 
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AMA  awards 


The  Wisconsin  physicians 
listed  below  recently  earned 
AMA  Physician's  Recognition 
Awards  for  April  and  May,  1996. 
They  have  distinguished  them- 
selves and  their  profession  by  their 
commitment  to  continuing  educa- 
tion, and  the  SMS  offers  them  its 
congratulations.  The  * indicates 
members  of  the  SMS. 

* Alexander,  Janice 
* Barkmeier,  John  Ray 
* De  Smet,  Arthur  A. 

* Duwell,  Eric  C. 

* Gandhavadi,  Ranjini  B. 

Goodman,  Lawrence  R. 

* Hamilton,  Gurcon  H. 


* Hansen,  Thomas  R. 

* Harrington,  Daniel  G. 

* Hatfield,  Malcolm  K. 
Herman,  Bruce  C. 

* Hillery,  Glenn  C. 

* Hitselberger,  James  F. 

* Huang,  Chuong  C. 
Hussa,  John  F. 

* Itable,  Fernando  T. 
Kammholz,  Larry  P. 

* Kazi,  Wahab  A. 

* Kindschi,  George  W. 
Lasley,  Mary  V. 

* Lindert,  Merlyn  C. 

* Lovejoy,  Peggy  S. 

* Mannino,  Paul  E. 

* McSorley,  Brian  P. 

* Miller,  Charles  H. 


* Morton,  Luther  J. 

* Nair,  Bharathy  V. 

* Okokon,  Enid  A. 

Oyen,  Mary  J. 

* Petersik,  John  T. 

* Psihos,  Diana  L. 
Quitman,  Jeffrey  A. 

* Roberts,  Richard  G. 

* Roberts,  William  V. 

* Schille,  Laura  K. 

* Scrimenti,  Rudolph  J. 
Snyderman,  Michelle 
Strand,  Barbara  J. 

* Viel,  Robert  S. 

* Watson,  John  D. 

Wilson,  John  M. 

Young,  Leo  K. 
Zacharisen,  Michael  C.  ❖ 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  SMS  Foundation  offers  physicians  a 
unique  opportunity  to  provide  a living  memorial  to  a loved  one  or 
friend  through  a gift  to  the  Foundation.  A memorial  contribution 
can  provide  financial  aid  to  a needy  medical  student,  help  stimulate 
research  on  behalf  of  the  public  health  or  aid  in  the  preservation  of 
Wisconsin's  medical  history.  When  a memorial  gift  is  made  to  the 
Foundation,  the  deceased  person's  family  receives  a special  card 
with  the  name  of  the  donor.  For  more  information,  contact  the  Foun- 
dation staff  at  the  SMS.*:* 


Obituaries 

Boxer,  Sidney,  MD,  80,  formerly  of 
Milwaukee,  died  May  14, 1996.  He 
earned  his  medical  degree  from 
Marquette  University,  and  was  in 
the  U.S.  Army  Medical  Corps  dur- 
ing World  War  II.  He  was  among 
the  first  American  military  forces 
to  arrive  in  Japan  after  its  surren- 
der. After  the  war,  he  and  his  older 
brother,  Leo,  formed  the  Boxer 
Clinic,  a family  practice  that  con- 
tinued until  the  late  1980s.  Dr 
Boxer  was  chief  of  staff  at  Mt.  Sinai 
Hospital  from  1975-1979,  was  a 
member  of  the  State  Medical  Soci- 
ety of  Wisconsin,  was  inducted  into 
the  SMS's  50  Year  Club,  and  was  a 
member  of  the  Medical  Society  of 
Milwaukee  County.  He  is  survived 
by  his  wife  Rae,  and  two  sons.  Doc- 
tor Richard  Boxer  and  David  Boxer, 
both  of  Milwaukee. 

Buscaglia,  Christopher  J.,  MD,  88, 

formerly  of  Milwaukee,  died  May 
13,  1996.  Dr  Buscaglia  earned  his 


medical  degree  from  Marquette 
University,  and  completed  his  psy- 
chiatric residency  at  Michigan 
State  Hospital  in  Ypsilanti.  He 
joined  the  US  military,  serving  as  a 
physician  in  Iceland  and  England 
during  World  War  II.  He  returned 
to  Milwaukee  and  set  up  private 
practice.  Later,  he  became  chief  of 
psychiatry  at  St.  Michael  Hospital, 
was  an  assistant  clinical  professor 


of  psychiatry  at  the  Medical  Col- 
lege of  Wisconsin  and  became  a life 
fellow  of  the  American  Psychiatric 
Association.  Dr  Buscaglia  was  the 
medical  director  of  Milwaukee 
County  Mental  Health  Center  from 
1958  until  his  retirement  in  1970. 
He  was  a member  of  the  State 
Medical  Society  of  Wisconsin,  the 
SMS's  50  Year  Club,  and  the  Medi- 
cal Society  of  Milwaukee  County. 
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He  is  survived  by  one  daughter, 
Maryrose  Gaymon,  of  Mount  Lau- 
rel, NJ  and  two  sons,  Lucian 
Buscaglia,  MD,  of  Stockton,  Calif 
and  Christopher  Buscaglia  Jr.,  DO, 
of  Goshen,  Ind. 

Cordes,  Victor  J.,  MD,  age  87,  a 

Wauwatosa  pediatrician,  died 
April  23, 1996.  He  earned  his  medi- 
cal degree  from  St  Louis  University 
School  of  Medicine,  Mo,  in  1936. 
He  completed  his  Internship  at 
Butterworth  Hospital  Grand  Rap- 
ids, Mich,  in  1937  and  his  residency 
at  Children's  Memorial  Hospital, 
Chicago,  in  1938.  He  was  drafted 
into  the  U.S.  Navy  in  1942  and  was 
sent  to  the  South  Pacific  where  he 
cared  for  Marines  at  Guadalcanal, 
Guam  and  the  Solomon  Islands. 
Returning  home  in  1945,  he  estab- 
lished his  practice  in  Wauwatosa. 
Dr  Cordes  was  an  associate  clini- 
cal professor  of  pediatrics  at 
Marquette  University  Medical 
School;  was  on  the  staff  of 
Children's,  St  Joseph's  and  other 
county  hospitals.  He  was  a mem- 
ber of  the  American  Academy  of 
Pediatrics,  Milwaukee  Pediatric 
Society,  Milwaukee  County  Medi- 
cal Society,  and  the  State  Medical 
Society  of  Wisconsin.  He  is  sur- 
vived by  four  children:  Robert  of 
Lutherville,  Md,  Victor  of 
Woodridge,  111,  Sharon  Whittle  and 
Sandra  Kersting,  both  of 
Wauwatosa. 

Oren,  Gideon  A.,  MD,  age  69,  of 

Glendale,  died  April  15,  1996.  He 
earned  his  medical  degree  from  the 
University  of  Geneva,  Switzerland. 
He  completed  his  internship  and 
residency  at  the  Jewish  Hospital, 
Cincinnati,  Ohio.  Additional  post- 
graduate work  was  completed  at 
the  Postgraduate  Medical  School  of 
London,  Britain.  He  was  a mem- 
ber of  the  Medical  Society  of  Mil- 
waukee County  and  the  State 
Medical  Society  of  Wisconsin.  He 
is  survived  by  his  wife  Rebeka;  two 
children,  Daphna  Oren,  of  Alexan- 
dria, Va;  and  Dan  Oren,  MD  of 


Rockville,  Md;  and  four  grandchil- 
dren. 

Overgard,  Albon  William,  MD, 

92,  of  Stanley,  died  March  5,  1996. 
He  earned  his  medical  degree  from 
the  University  of  Wisconsin  School 
of  Medicine.  He  completed  his  in- 
ternship at  Norwegian  American 
Hospital,  Chicago.  He  practiced 
medicine  in  Stanley  until  moving 
to  Farmington,  Minn,  where  he 
practiced  at  Fort  Snelling  Veteran's 
Hospital  until  returning  to  Stanley 
where  he  resided  since.  He  was  a 
member  of  Chippewa  County 
Medical  Society,  the  State  Medical 
Society  of  Wisconsin  and  the  SMS's 
50  Year  Club.  He  is  survived  by 
three  sisters,  Katherine  Long,  Eau 
Claire,  Berna  Lane,  Wausau,  and 
Lillian  Marke,  Cable;  a daughter- 
in-law,  Lora  Overgard  of  Stanley; 
one  son-in-law,  Grayton  Johnson  of 
Walker;  nine  grandchildren  and  17 
great-grandchild  ren. 

Zelenski,  Jane  D.,  MD,  age  47,  of 
Middleton,  died  May  7, 1996.  Born 
in  Pennsylvania,  Dr  Zelenski  com- 
pleted an  MS  degree  in  pharmacol- 
ogy in  1975  and  then  went  on  to 


earn  her  medical  degree  from  the 
College  of  Osteopathic  Medicine  of 
Oklahoma  State  University,  Tulsa, 
Okla.  She  became  board  certified 
in  internal  medicine  after  training 
at  Botsford  General  Hospital, 
Farmington,  Mich,  and  then  board 
certified  in  rheumatology  after  spe- 
cialty training  at  the  Cleveland 
Clinic  Foundation,  Cleveland, 
Ohio.  Dr  Zelenski  moved  to  Wis- 
consin with  her  family  in  1992  and 
practiced  rheumatology  with  Phy- 
sicians Plus  until  her  early  retire- 
ment in  1995.  She  was  a member 
of  the  Dane  County  Medical  Soci- 
ety and  the  State  Medical  Society 
of  Wisconsin.  She  is  survived  by 
her  husband  Steven  Zelenski,  PhD, 
two  children,  Alex  and  Nicki;  her 
mother,  Irene  Dobra  of  Cape  Cod, 
Mass;  two  sisters,  a brother,  and  a 
niece  and  nephew.  The  Jane  D. 
Zelenski  Memorial  Fund  to  Ex- 
pand the  Practice  of  Humanism  in 
Medicine  has  been  established  to 
recognize  Dr  Zelenski's  contribu- 
tions to  her  patients  and  commu- 
nity, and  is  being  administered  by 
the  Meriter  Foundation  at:  309 
West  Washington  Ave,  Madison, 
WI  53703. ❖ 


Ali  Choucair,  MD  and  Frank  Urban,  MD 
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Authorship 

Manuscripts  are  considered  with 
the  understanding  that  they  have 
not  been  published  previously  and 
are  not  under  consideration  by  an- 
other publication. 

Each  scientific  and  socioeco- 
nomic manuscript  must  be  accom- 
panied by  a cover  letter  containing 
the  following  sentence:  "In  consid- 
eration of  the  Wisconsin  Medical 
Journal's  taking  action  in  reviewing 
and  editing  this  submission,  the 
author(s)  hereby  transfer(s), 
assign(s),  or  otherwise  convey(s) 
all  copyright  ownership  to  the 
WMJ  in  the  event  that  this  work  is 
published  in  the  WMJ”  All  co-au- 
thors must  sign  the  letter. 

The  cover  letter  must  also  des- 
ignate one  author  as  correspondent 
and  provide  a complete  address 
and  telephone  and  fax  numbers. 
All  coauthors  should  have  contrib- 
uted to  the  study  and  manuscript 
preparation.  They  should  be  thor- 
oughly familiar  with  the  substance 
of  the  final  manuscript  and  be  able 
to  defend  its  conclusions.  Brief  bio- 
graphical information  is  needed  for 
each  author. 

The  Journal  expects  authors  to 
disclose  any  commercial  associa- 
tions that  might  pose  a conflict  of 
interest  in  connection  with  the  sub- 
mitted article.  All  funding  sources 
supporting  the  work  should  be 
routinely  acknowledged  on  the 
title  pages,  as  should  all  institu- 
tional or  corporate  affiliations  of 
the  authors. 

Editing 

All  manuscripts  will  be  edited  by 
the  Journal  staff  for  clarity,  organi- 
zation, grammar,  spelling,  and 
punctuation,  and  in  accordance 
with  AM  A style  ( AMA  Manual  of 
Style,  8th  ed,  and  AMA  Manual  for 
Authors  and  Editors).  Suggestions 
for  titles  are  welcome,  but  are  sub- 


ject to  the  constraints  of  clarity, 
space,  grammar  and  style. 

The  author  will  be  asked  to  re- 
view a galley  proof  prior  to  publi- 
cation to  verify  statements  of  fact. 
Galley  proofs  are  for  correcting 
minor  and  typographical  errors 
only.  Revisions  in  the  paper  are  not 
possible  at  this  stage  and  should 
have  been  made  prior  to  final  ac- 
ceptance of  the  paper.  The  authors 
are  responsible  for  all  statements 
made  in  their  work,  including  any 
changes  made  by  the  editors  and 
authorized  by  the  corresponding 
author. 

Preparation  of 
scientific  manuscripts 

• Submit  papers  to:  Wisconsin 
Medical  Journal,  PO  Box  1109, 
Madison,  WI 53701 ; Ph:  608-257- 
6781  or  1-800-362-9080;  FAX: 
608-283-5401;  or  E-Mail: 
LynneB@SMSWI.ORG. 

• Computer-generated  or  typed 
manuscripts  must  be  submitted 
in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side 
only  of  standard-sized  white 
bond  paper,  using  1-inch  mar- 
gins. Double-space  throughout. 
Electronic  submissions  are  also 
possible.  A printed  copy  must 
accompany  all  disk  and  elec- 
tronic submissions. 

• Organization  for  scientific  pa- 
pers. The  following  outline  is 
recommended: 

Abstracts — 150  words  or  less, 
stating  the  problem  considered, 
methods,  results  and  conclu- 
sions. Cite  no  references. 

Methods — Describe  the  selec- 
tion of  observational  or  experi- 
mental subjects,  including  con- 
trols. Identify  the  methods,  pro- 
cedures and  equipment  well 
enough  to  allow  replication. 

Results — Provide  results  in 
the  test,  tables  or  illustrations.  If 


tables  or  illustrations  are  used, 
emphasize  or  summarize  only 
the  most  important  observa- 
tions in  the  text. 

Discussion — Discuss  the  con- 
clusions that  follow  from  the  re- 
sults, as  well  as  their  limitations 
and  relations  to  other  studies. 
Show  how  the  conclusions  re- 
late to  the  purpose  of  the  study. 
Recommendations,  when  ap- 
propriate, may  be  included. 

References — Limit  to  20.  Au- 
thors are  responsible  for  the  ac- 
curacy and  completeness  of  ref- 
erences. References  must  follow 
AMA  style  and  abbreviations  of 
journal  names  must  follow 
those  in  Index  Medicus.  Consult 
the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations 
and  tables  taken  from  other  pub- 
lications,  and  submit  written 
permission  to  reprint  from  the 
copyright  holders. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their 
use  in  the  text.  Acceptable  ab- 
breviations of  clinical,  technical 
and  general  terms  can  be  found 
in  the  AMA  Manual  for  Authors 
and  Editors  and  AMA  Manual  of 
Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  par- 
ticular to  conversations  among 
medical  personnel  are  inappro- 
priate in  scientific  writing.  (Ex- 
amples: For  "presented  with" 
use  "had;"  for  "experienced  a 
weight  loss"  use  "lost  weight.") 

• Supply  the  full  and  correct 
names  of  drugs.  Use  generic 
names  of  drugs,  unless  the  spe- 
cific trade  name  of  a drug  is  di- 
rectly relevant  to  the  discussion. 
If  the  author  so  desires,  brand 
names  maybe  inserted  in  paren- 
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theses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  In- 
ternational System  units  (SI)  in 
parentheses. 

• Provide  each  author's  full  name 
and  highest  academic  degree  in 
the  byline.  If  an  author  holds 
two  doctoral  degrees  (eg,  MD 
and  PhD,  or  MD  and  DDS),  ei- 
ther or  both  may  be  used,  ac- 
cording to  the  author's  prefer- 
ence. Honorary  American  des- 
ignations (eg  FACP  or  FACS)  are 
omitted.  If  the  author  holds  a 
doctorate,  master's  and 
bachelor's  degrees  are  omitted. 
Courtesy  titles  (eg,  Mr,  Mrs,  Ms) 
are  omitted  from  bylines  and 
text. 

Illustrations 

Authors  are  encouraged  to  submit 
photos,  graphs  and  charts  when 
such  illustrations  will  aid  in  the 
readers'  understanding  of  the  ar- 
ticle. If  color  illustrations,  suitable 
for  use  on  the  WMJ  cover  are  avail- 
able, the  author  should  notify  the 
WMJ  office  when  the  paper  is  sub- 
mitted. Use  of  art  submitted  as 
cover  illustrations  is  not  guaran- 
teed. 

Revisions 

It  is  rare  that  a paper  is  ever  ac- 
cepted without  revision  as  sug- 
gested by  the  scientific  editorial 
board  or  WMJ  editor.  When  you 
make  revisions  to  your  article, 
please  send  2 hard  copies  along 
with  an  electronic  version  on  an 
IBM-compatible  disk  so  we  will  be 
able  to  move  forward  with  publi- 
cation in  a timely  manner. 

Review  process 

Each  scientific  manuscript  is  re- 
viewed by  the  medical  editor  and 
the  members  of  the  editorial  board. 
The  opinions  of  outside  consult- 
ants may  be  sought  at  the  medical 
editor's  discretion.  The  medical 
editor  has  the  final  decision  as  to 
whether  a scientific  paper  will  be 
published. 


Socioeconomic  manuscripts  are 
reviewed  by  the  SMS  senior  staff 
and  legal  counsel.  The  SMS  execu- 
tive vice  president  has  the  final  de- 
cision as  to  whether  a socioeco- 
nomic paper  is  published. 

Editorials,  letters,  and  sound- 
ings are  reviewed  by  the  medical 
editor,  SMS  senior  staff,  and  legal 
counsel.  Authorship  of  editorials  is 
reserved  for  members  of  the  WMJ 
editorial  board,  editorial  associ- 
ates, and  SMS  elected  officials.  Edi- 
torials are  signed  by  the  authors, 
are  the  authors'  opinions,  and  do 
not  necessarily  reflect  the  policies 
of  the  SMS.  Letters  are  signed  by 
the  authors,  are  the  authors'  opin- 
ions, and  do  not  necessarily  reflect 
the  policies  of  the  SMS.  Authorship 
of  letters  is  open  to  the  public,  but 
letters  are  limited  to  500  words  and 
subject  to  editing  for  length,  clar- 
ity and  style. 

Conference  Reports 

The  Editorial  Board  will  be  pleased 
to  consider  publication  of  brief  con- 
ference reports.  The  following 
ground  rules  will  apply: 

1 .  Only  reports  of  single-topic  con- 
ferences held  in  Wisconsin  will 
be  considered. 


2.  The  topic  of  the  conference 
should  have  interest  for  a wide 
group  of  Wisconsin  physicians 
who  would  have  liked  to  attend, 
but  the  priority  was  not  high 
enough,  e.g.,  Alzheimer's  Dis- 
ease, AIDS. 

3.  The  author  should  be  the  con- 
ference chair  (or  designee). 

4.  The  report  should  focus  prima- 
rily on  what  is  "new  and  impor- 
tant" that  can  and  should  be 
used  by  the  reader. 

5.  BRIEF  is  defined  as  six  pages, 
double-spaced  typing.  In  addi- 
tion, the  author  may  provide  a 
one-page,  double-spaced  back- 
ground statement  as  to  why  the 
content  of  the  report  is  impor- 
tant for  Wisconsin  physicians. 

6.  The  conference  brochure  should 
accompany  the  report.  It  will  not 
be  published. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or 
in  whole,  without  permission  from 
the  Journal.  Abstracts  may  be  repro- 
duced without  specific  permission, 
provided  that  acknowledgement 
of  the  source  is  made.  ❖ 


Are  YOU 

ON  THE  WEB? 


Let  Wisconsin  physicians  know! 

Advertise  your 
new  Web  page 

in  the  WMJ. 

I Call  Lynne  Bjorgo  at 

1-800-362-9080  for  details.  JJ 
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Classified  ads 


EMERGENCY  MEDICINE:  PART- 
NERSHIPS. Be  a partner  in  your  own 
democratic  partnership  in  family  ori- 
ented communities  close  to  Milwau- 
kee. Low  volume  ED's.  Medical  Direc- 
tor, full-time  and  part-time  positions 
available.  Call  414-332-6228  or  send  CV 
to  the  Emergency  Resources  Group, 
509  West  Montclaire  Avenue,  Milwau- 
kee, Wisconsin,  53217.  7-8/96 

EMERGENCY  ROOM  PHYSICIAN: 

A rural  hospital  located  just  30  minutes 
from  a Big  10  university  is  seeking  a 
full-time  emergency  room  physician  to 
join  two  full  time  ER  physicians  in  ex- 
panding services.  Must  be  BC/BE  in 
family  practice  or  other  primary  field. 
Certification  in  ACLS/ATLS/PALS  is 
required.  Our  candidate  must  also  be 
interested  in  teaching,  community  in- 
volvement and  be  willing  to  make  a 
commitment  in  a beautiful  geographi- 
cal area  that  offers  year  around  recre- 
ation plus  numerous  opportunities  for 
professional,  educational  and  cultural 
growth  and  involvement.  Excellent 
salary  and  benefit  package  with  a fi- 
nancially strong  and  visionary  36  bed 
hospital  with  an  expanding  primary 
care  and  specialty  medical  staff.  For 
confidential  consideration,  please  send 
resume  to:  Sauk  Prairie  Hospital,  Attn: 
Human  Resources,  80  First  Street,  Prai- 
rie du  Sac,  WI  53578.  Phone  (608)643- 
7174,  Fax  (608)643-7151.  7-9/96 


RATES:  70  cents  per  word,  with 
a minimum  charge  of  $30  per  ad. 

BOXED  AD  RATES:  $40  per  col- 
umn inch.  All  ads  must  be  pre- 
paid. 

DEADLINE:  Copy  must  be  re- 
ceived by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401 . 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or 
toll-free  1-800-362-9080. 


ESCAPE  FROM  THE  ORDINARY! 

Needed!  General  Surgeon  to  work  in 
our  thriving  rural  family  practice  of  12 
physicians.  Candidate  should  have 
skills  in  C-Section,  Gyn  and 
laparoscopic  surgery.  Excellent  income 
potential.  8 weeks  vacation/CME. 
Only  group  in  county  with  3 referral 
centers  within  1 hour.  We  are  uniquely 
situated  on  1-94  half  way  between 
Madison  and  Twin  Cities.  Excellent  50 
bed  hospital  across  street  from  clinic. 
Great  schools  and  scenic  landscape  - 
including  state  forest.  Recreation  in- 
cludes water  sports,  skiing,  hunting, 
and  fishing.  Cohesive  group  of  caring 
physicians!  Contact  or  send  CV  to  Dr. 
James  Dickman,  Krohn  Clinic,  Ltd.,  610 
West  Adams  St.,  Black  River  Falls,  WI 
54615.  Phone  (715)284-4311.  7-8/96 

MINNEAPOLIS.  BC/BE  OCCUPA- 
TIONAL MEDICINE  PHYSICIAN 

needed  to  join  the  14  member  Occupa- 
tional Medicine  Department  of  a 400 


Strelcheck  & Associates  offers 
a variety  of  desirable  settings 
complementing  your  lifestyle! 
You  owe  it  to  yourself  to  evalu- 
ate these  exceptional  opportuni- 
ties. Progressive  multispecialty 
groups  and  a staff  model  HMO 
are  seeking  additional  family 
physicians  in  Wisconsin,  Iowa, 
and  Michigan.  Practice  state-of- 
the-art  health  care  with  friendly 
progressive  colleagues  at  well 
established  clinics  with  liberal 
call  coverage  and  comprehen- 
sive salary/benefits.  Now  is  the 
time  to  take  initiative!  Call  Jackie 
Laske  at  (800)  243-4353. 

Strelcheck  and  Associates,  Inc. 

10624  N.  Port  Washington  Rd. 

Mequon,  WI  53092 


APPS  for  PSP2* 

* Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

PO.  Box  791  • Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


physician  multispecialty  clinic  in  de- 
sirable Twin  Cities  area.  We  serve  over 
2,000  different  client  companies  in  the 
Metro  area.  For  additional  information 
contact  Patrick  Moylan  at  (612)993- 
5986  or  send  CV  and  letter  of  inquiry 
to  Professional  Practice  Resources, 
Park  Nicollet  Clinic  HealthSystem 
Minnesota,  6500  Excelsior  Blvd.,  St. 
Louis  Park,  MN  55426;  or  FAX 
(612)993-6490.  7-8/96 

UNIQUE  OPPORTUNITY  FOR  ONE 
ADDITIONAL  EMERGENCY 

MEDICINE  PHYSICIAN  to  join  our 
eight  Board  Certified  Emergency  Phy- 
sician group.  We  are  a lifestyle  oriented 
group  that  staffs  two  lower  volume 
emergency  departments  (10-14,000)  in 
Oconomowoc  and  Watertown,  Wiscon- 
sin. Both  hospitals  are  located  30  min- 
utes west  of  Milwaukee,  in  the  lake 
country  area  known  for  its  abundance 
of  recreational  activities.  We  are  a pro- 
gressive group  that  has  an  observation 


South-Central  Wisconsin 
Primary  Care 
Opportunities 


Physicians  Plus  Medical  Group,  a 
multi-specialty  group  of  245+  phy- 
sicians seeks  additional  Primary 
Care  Physicians  for  its  regional 
sites.  Established  and  new  loca- 
tions. Large  call  groups.  Full  lab 
and  x-ray.  Guaranteed  salary  plus 
incentives  with  a full  benefits 
package.  Send  CV  or  call  collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)  252-8580 
FAX:  (608)282-8288 

Physicians 

#Phis 

An  Equal  Opportunity  Employer 
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unit  and  an  occupational  medicine 
clinic  within  our  practice.  We  currently 
have  two  physicians  that  by  choice 
work  full-time  nights,  allowing  our 
other  physicians  to  work  minimal 
night  shifts.  We  offer  a comprehensive 
benefit  package  and  competitive  salary, 
total  compensation  in  excess  of 
$160,000  for  the  first  year.  Partnership 
is  available  on  an  equitable  basis  to  a 
qualified  individual.  If  you  are  inter- 
ested in  this  kind  of  a practice  contact 
LCEP,  Lake  Country  Emergency  Phy- 
sicians, at  (414)569-0251  or  write  to 
LCEP,  791  E.  Summit  Ave., 
Oconomowoc,  WI  53066.  7-8/96 

CONSIDERING  THE  UPPER  MID- 
WEST? Contact:  Jerry  Hess,  PHYSI- 
CIAN SERVICES,  3600  West  80th 
Street,  Suite  550,  Minneapolis,  MN 
55431,  (612)896-3492,  FAX  (612)896- 
3425.  5,7/96 

FORT  ATKINSON,  WISCONSIN. 

BC/BE  family  physician  needed  for  a 
mature  growing  practice.  Ideally  lo- 
cated in  a mid-size  family  oriented 
community,  40  minutes  from  Madison 
and  1 hour  from  Milwaukee.  Guaran- 
teed salary,  full  benefits  package,  new 
state-of-art  clinic,  excellent  referral  net- 
work, easily  accessible  community  and 
tertiary  hospital  facilities.  Send  CV  to: 
Beth  B.  Degler,  Physicians  Plus  Medi- 
cal Group,  Dept,  of  Regional  Affairs, 
1010  Mound  Street,  Madison,  WI  53715 
or  call  (608)267-5606.  7-9  / 96 

Join  our  close-knit  physicians  and  staff 
dedicated  to  the  professional  care  and 
comfort  of  our  patients.  Very  busy  or- 
thopedic practice  needs  a fourth  phy- 
sician in  our  growing  family.  No 
capitated  plans.  Limited  managed  care. 
Beautiful,  brand-new  building  in  idyl- 
lic woodland  setting.  Northwoods  area 
offers  year  around,  abundant  recre- 
ational activities,  including  golf,  skiing, 
hunting,  fishing,  and  many  more. 
Good  schools,  excellent  local  airport. 
Inquiries  to  Susan  Timmons,  Office 


Family  Practice  Opportunity  on 
North  Shore-Lake  Superior 

Primary  Care  Clinic 

Focus:  Wholeness,  prevention  and  education 

Contact: 

Jon  Ward,  218  226-4431. 

Bay  Area  Health  Center 
50  Outer  Drive,  Silver  Bay,  MN  55614 


Manager,  Northland  Orthopedic 
Clinic,  P.O.  Box  498,  Rhinelander,  WI 
54501,  Phone:  (715)369-2300.  7/96 

MINNEAPOLIS  - BC/BE  OBSTETRI- 
CIAN/GYNECOLOGIST needed  to 
join  the  28  physician  Department  of 
Obstetrics  and  Gynecology  of  a 400 
physician  multispecialty  clinic  in  de- 
sirable Twin  Cities  area.  Currently,  we 
have  a position  available  at  our 
Burnsville  office.  For  additional  infor- 
mation contact  Patrick  Moylan  at 
(612)993-5986  or  send  CV  and  letters 
of  inquiry  to  Professional  Practice  Re- 
sources, Park  Nicollet  Clinic 
HealthSystem  Minnesota,  6500  Excel- 
sior Boulevard,  St.  Louis  Park,  MN, 
55426,  or  Fax  (612)993-6490.  7-8/96 

WISCONSIN  LAKE  COUNTRY: 

Seeking  primary  care  physicians  - re- 
spected multispecialty  group  has  im- 
mediate full-time  openings  for  seventh 
internist  and  sixth  pediatrician.  Fine 
clinic  facilities,  minimum  managed 
care.  Safe,  affordable  community  with 
excellent  schools  near  Milwaukee, 
Madison  and  Chicago.  Not  a J-l  visa 
site.  Respond  to  Patrick  Schmidt  (IM) 
or  Rebecca  Turley  (Pediatrics)  800-338- 
7107;  FAX  414-785-0895;  or  E-Mail: 
fha@execpc.com.  6-8/96 

WISCONSIN,  LA  CROSSE. 

Franciscan  Skemp  Healthcare,  Mayo 
Health  System,  seeks  residency- 
trained,  primary  care  physicians  to  join 
established,  seven  member  urgent  care 
department  at  large  multispecialty 
clinic/hospital-part  of  an  integrated 
delivery  system.  Emergency  medical 
and  trauma  department  adjacent  to 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary 
assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

TFN/95 
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clinic.  Exceptional  specialty  support. 
Scheduled  hours.  No  call.  No  hospital 
responsibility.  Location  does  not 
qualify  for  J-l  visa  status.  La  Crosse  has 
metropolitan  population  of  100,000 
and  is  well-served  medically. 
Healthcare  and  education  are  largest 
employers  in  area  along  with  light/ 
precision  manufacturing,  agriculture, 
tourism.  Public  and  private  schools 
send  well  over  50%  of  graduates  on  to 
post  secondary  education.  Mississippi 
River  bluff  country  provides  wide  va- 
riety of  recreation.  Contact  Bonnie  Nulf 
or  Tim  Skinner,  Franciscan  Skemp 
Healthcare,  Mayo  Health  System,  700 
West  Avenue  South,  La  Crosse,  WI 
54601-4796,  (800)269-1986,  (608)791- 
9844;  Fax  (608)791-9898.  6-8/96 

WISCONSIN,  Milwaukee:  Excellent 
opportunity  for  board-certified /board- 
prepared  emergency  or  otherwise 
qualified  physician  to  join  a stable, 
well-established,  board-certified  9 
member  fee-for-service  ED  group  staff- 
ing a 567  bed  tertiary-care  flagship 
Continued  on  next  page 


THIS  LISTING  is  compiled  by  the 
State  Medical  Society  of  Wisconsin 
in  cooperation  with  others  who  wish 
to  maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  list- 
ing service.  There  is  a nominal  charge 
for  listing  of  Continuing  Medical 
Education  courses  at  the  following 
rates:  70  cents  per  word,  with  a mini- 
mum charge  of  $30.00  per  listing.  All 
listings  must  be  prepaid. 

BOXED  LISTINGS:  $40.00  per  col- 
umn inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the  dis- 
cretion of  the  editors. 

COPY  DEADLINE  for  listings  is  1st 
of  the  month  preceding  the  month 
of  publication:  eg,  copy  for  the  Au- 
gust issue  is  due  by  July  1.  Address 
communications  to:  Wisconsin  Medi- 
cal Journal,  Box  1109,  Madison,  WI 
53701;  or  phone  608-257-6781;  or  toll- 
free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue 
of  each  month  of  the  Journal  of  the 
American  Medical  Association. 
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Continued  from  previous  page 

hospital  for  a major  metropolitan 
health  care  system  (with  4 member 
hospitals.)  A teaching  affiliate  of  the 
Medical  College  of  Wisconsin.  40,000 
visits  annually  with  fast  track  and  phy- 
sician assistants.  Comprehensive  spe- 
cialty backup  includes  in-house  resi- 
dents iir  internal  medicine,  surgery, 
ob/gyn  and  radiology.  Exceptional 
compensation  and  benefit  package.  Eq- 
uitable  partnership.  Send  CV  to  I. 
Gailans,  MD,  FACEP,  5000  West  Cham- 
bers St.,  Milwaukee,  WI  53210;  or  call 
414-447-2171. 

7-8/96 

NO  ASSEMBLY  LINES  HERE.  FPs, 
IMs  and  OB/GYNs  at  North  Memo- 
rial owned  and  affiliated  clinics  don't 
hand  patients  off  to  the  next  available 
specialist.  Guide  your  patients  through 
their  entire  care  process  at  one  of  our 
25  practices  in  urban  or  semi-rural 
Minneapolis  locations.  Interested  BC/ 
BE  MDs,  call  (800)275-4790  or  fax  CV 
to  (612)520-1564.  1,3,5,7,9,11 

FAMILY  PRACTICE/OB-GYN  to  join 
progressive  14-physician  group  prac- 
tice. Rural  college  town  30  miles  from 
St.  Paul,  MN.  New  clinic  and  new  hos- 
pital. Contact  Robert  B.  Johnson,  MD, 
River  Falls,  WI  54022,  (715)425-6701. 

TFN 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 350  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville,  Milton  and  Delavan, 
Wisconsin.  Janesville,  population 
55,000,  is  a safe,  beautiful,  family  ori- 
ented community  with  excellent 
schools  and  abundant  recreational  ac- 
tivities. Excellent  compensation  and 
benefits  are  provided  with  employ- 
ment leading  to  shareholder  status. 
Send  CV  to  Stan  Gruhn,  MD, 
Riverview  Clinic,  P.O.  Box  551, 
Janesville,  WI  53547,  or  call  (608)755- 
3500.  ll-12/95;l-10/96 


FOR  SALE 


MILWAUKEE  - URGENT  CARE/ 
FAMILY  PRACTICE.  Physician 
wishes  to  retire  from  this  long-estab- 
lished practice.  Aspiring  owner(s) 
must  be  courageous  and  solvent. 
Please  fax  your  reply  to  (414)466-2855. 
7/96 

SEEKING  EMPLOYMENT 


ORTHOPEDIC  SURGEON.  B/C 

semi-retired,  available  for  part-time 
office  practice  and  coverage.  Wiscon- 
sin and  Illinois  licensure.  (414-332- 
5837)  7/96 

AS  AM-CERTIFIED  ADDICTION- 

IST  looking  for  position(s)  of  clinical 
care /administration  in  Southeastern 
Wisconsin.  Has  host  of  experience  with 
complicated  substance  dependency, 
Dual-Diagnoses  and  brain  disorders. 
History  of  general  internal  medicine, 
medical  school  faculty,  sleep  societies 
and  correctional  medical  care.  Call 
(414)355-7100.  7-8/96 

MISCELLANEOUS 


A NEW  MEDICAL  BOOK.  Just  off  the 
press.  It  should  be  in  every  physician's 
reception  room.  "An  All-American 
Medical  Hall  of  Fame"  lists  325  Ameri- 
can physicians.  Send  check  to  H.S. 
Smith,  605  Thunderbird  Court,  Ches- 
terfield, Missouri  63017.  $24.95  7/96 


VACATION  IN  OUA 
JAMAICA  VILLX. 
MAID,  COOK,  POOL, 
BCACH,  TKANQUlLliy. 
SUifi  S.  608-23M003. 
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When  your  PIC  Team  says  they  know  Wisconsin  physicians, 
they  mean  they  know  Wisconsin  physicians. 


We  specialize  in  professional  liability  insurance,  and  have 
special  insight  on  your  needs  as  a physician.  Just  ask  any 
one  of  the  more  than  4,000  Wisconsin  health  care 
professionals  we  already  insure. 

And  what  do  you  need  to  know  about  usl  Our  A- 
rating  from  A.M.  Best  assures  the  financial  strength  and 
stability  to  protect  your  assets  and  reputation.  Our  Bottom 
Lane  Pricing  philosophy  means  our  pricing  is  always 


competitive  and  straightforward.  And  if  a claim  occurs,  we 
hire  the  best  trial  lawyers  and  back  them  up  with  the  most 
experienced  litigation  specialists.  Isn’t  it  time  you  got  to 
know  us  better? 

(800)  279-8331  • E-mail:  info@picwis.com 
Tomorrow 's  Insurance  Solutions  Today 

Insurance  Products  • Risk  Financing  • Consulting 


Pfi/7,'C/AN  TWxlNIMG 


W3  DR.  CPOL  BWuW, 
QAK 


) 1996  PIC  Wisconsin 


L 

ally,  a cure  for  your  financial  headaches. 


Is  money  slipping  through  the  cracks  because  your  financial  systems  arm  t as 
efficient  as  they  should  be?  Are  you  lading  money  through  improper  reimbursement 
from  insurance  carriers?  Are  you  working  harder  and  making  less?  Well,  Fi-Afed 
can  relieve  these  common  practice  pains. ..and  more!  Our  prescribed  methods  are 
saving  physicians  hundreds  of  thousands  of  dollars  even/  year.  We  're  experts  in 
the  financial  and  interpersonal  staff  relationships  that  hinder  physicians  ’ 
profitability.  We  help  physicians  like  you  create  better  administration  efficiencies, 
develop  better,  more  profitable  systems  of  billing;  track  and  manage  your  managed 
care  and  improve  employee  relations.  We  assist  you  in  coding,  establishing  and 
increasing  fees;  improving  patient  relations. ..and  much,  much  more!  We  help 
you  do  all  the  things  it  takes  to  get  rid  of  those  nagging  financial  headaches  by 
working  smarter,  not  harder.  Call  us  at:  (-11-1)  875-5700.  Fi-Med  Management, 
Inc.,  P.O.  Box  5182,  Elm  Grove,  WI 55122-5182. 


FEsSmD 

Financial  Medical  Management 


he  time  to  find  out  you  need  to  boost  your 
financial  assets  is  not  when  you’re  ready  to  retire. 


At  Wealth  Management  we  help  doctors  prepare  their 
retirement  plans  every  day.  We'll  show  you  how 
to  roll  over  assets  tax-free,  take  distributions  without 
penalties,  and  give  a surviving  spouse  access  to 
retirement  plan  assets  without  penalty.  It’s  as  easy 
as  getting  a shot,  and  we’re  the  ones  rolling  up 
our  sleeves. 

Wealth  Management  services  are  provided  on  a 
“fee-only”  basis.  Give  us  a call.  We’ll  send  you 
information  on  our  services  and  provide  the  help 
you  need  for  a secure  future. 

P.S.  Also  ask  for  a copy  of  the  Spousal  Beneficiary  IRA 
report,  as  published  in  the  Journal  of  Financial  Planning. 


Getting  a 
shot  in  the 
arm  to  boost 
your  financial 
security  is  as 
easy  as  giving 
us  a call. 

(Without  the  needle.) 
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President's  Page 

Report  to  SMS  members  on  AMA  Annual  Meeting 


ONE  OF  THE  BENEFITS  that  the 
president  of  the  State 
Medical  Society  of  Wisconsin  has 
is  the  privilege  of  attending  the 
AMA  Annual  and  Interim  meet- 
ings during  the  year  of  presidency. 
It  was  my  pleasure  to  have  at- 
tended the  June  1996  AMA  Annual 
Meeting  in  Chicago.  I will  take  this 
President's  Page  to  discuss  some  of 
the  events  and  issues  that  were  pre- 
sented at  that  meeting: 

• In  one  of  the  more  interesting 
presentations,  our  new  AMA 
Executive  Vice  President  P.  John 
Seward,  MD,  discussed  the  is- 
sue of  physician  fraud  and 
abuse.  The  AMA  Board  of 
Trustees  had  communicated 
with  the  chairs  of  three  House 
Committees  — Rep  Bliley,  chair- 
man of  the  Commerce  Commit- 
tee; Rep  Hyde  of  the  Judiciary 
Committee;  and  Rep  Archer  of 
the  House  Ways  and  Means 
Committee  to  express  AMA 
concern  about  the  fraud  and 
abuse  provisions.  The  AMA  re- 
ceived letters  from  all  three 
chairmen,  making  clear  that  in 
the  draft  conference  report  lan- 
guage, physicians  will  not  be 
subject  to  criminal  or  civil  sanc- 
tions for  honest  mistakes  such 
as  coding  or  billing  errors. 
Rather,  sanctions  will  be  im- 
posed only  for  "knowing  and 
willful"  efforts  to  defraud  the 


Medicare/Medicaid  system. 
Thus,  the  issue  of  criminal  intent 
seems  to  have  been  clearly  es- 
tablished as  necessary  before 
prosecution  can  be  undertaken. 
The  AMA  will  continue  to  moni- 
tor the  bill  as  it  progresses,  to  be 
sure  that  the  draft  language  is 
preserved  in  the  final  bill.  If  it 
is,  it  will  be  a distinct  victory 
for  physicians  and  will  lighten 
the  hassle-factor  burden  under 
which  we  all  labor. 

• An  issue  that  commanded  enor- 
mous attention  was  physician- 
assisted  suicide.  I personally 
conducted  four  home-town  ra- 
dio interviews,  throughout  the 
state  of  Wisconsin,  dealing  with 
that  subject.  The  AMA,  for  its 
part,  reaffirmed  its  policy  op- 
posing physician-assisted  sui- 
cide and  equally  important,  will 
initiate  an  educational  cam- 
paign to  make  palliative  treat- 
ment and  care  directions  based 
on  values-based  advance  care 
planning  — the  standard  of  care 
for  meeting  the  needs  of  patients 
at  the  end  of  life.  It  will  work 
with  local,  state  and  specialty 
medical  societies  to  develop 
programs  to  facilitate  referrals 
to  physicians  qualified  to  pro- 
vide necessary  palliative  and 
other  care  for  patients  seeking 
help  in  meeting  their  physi- 
ological and  psychological 


Richard  H.  Ulmer,  MD 


needs  at  the  end  of  life.  This  will 
include  establishing  a consult- 
ing faculty  of  physicians  with 
expertise  in  end-of-life  care. 

• The  issue  of  mandatory  HIV 
testing  was  again  addressed. 
Since  recent  scientific  evidence 
has  been  presented  indicating 
that  vigorous  treatment  of  HIV- 
positive pregnant  women  sub- 
stantially reduces  the  likelihood 
of  HIV  transmission  to  the  fetus, 
it  was  felt  that  requiring  HIV 
testing  for  all  pregnant  women 
should  be  done  so  that  patients 

Continued  on  page  533 
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Wisconsin  Delegation  Resolutions  to  AM  A 


Resolution  4 Patient-Physician  Covenant 

(introduced  by  Oregon  and  Wisconsin  delega- 
tion) — Resolved,  That  the  American  Medical 
Association  endorse  the  following  Patient-Phy- 
sician Covenant:  Medicine  is,  at  its  center,  a 
moral  enterprise  grounded  in  a covenant  of 
trust.  This  covenant  obliges  physicians  to  be 
competent  and  to  use  their  competence  in  the 
patient's  best  interests.  Physicians,  therefore,  are 
both  intellectually  and  morally  obliged  to  act  as 
advocates  for  the  sick  wherever  their  welfare  is 
threatened  and  for  their  health  at  all  times.  To- 
day, this  covenant  of  trust  is  significantly  threat- 
ened. 

From  within,  there  is  growing  legitimation  of 
the  physician's  materialistic  self-interest;  from 
without,  for-profit  forces  press  the  physician  into 
the  role  of  commercial  agent  to  enhance  the  prof- 
itability of  health  care  organizations.  Such  dis- 
tortions of  the  physician's  responsibility  degrade 
the  physician-patient  relationship  that  is  the  cen- 
tral element  and  structure  of  clinical  care.  To 
capitulate  to  these  alterations  of  the  trust  rela- 
tionship is  to  significantly  alter  the  physician's 
role  as  healer,  carer,  helper  and  advocate  for  the 
sick  and  for  the  health  of  all.  By  its  tradition 
and  very  nature,  medicine  is  a special  kind  of 
human  activity— one  that  cannot  be  pursued  ef- 
fectively without  the  virtues  of  humility,  hon- 
esty, intellectual  integrity,  compassion  and  ef- 
facement  of  excessive  self-interest.  These  traits 
mark  physicians  as  members  of  a moral  com- 
munity dedicated  to  something  other  than  its 
own  self-interest. 

Our  first  obligation  must  be  to  serve  the  good 
of  those  persons  who  seek  our  help  and  trust  us 
to  provide  it.  Physicians,  as  physicians,  are  not 
and  must  never  be  commercial  entrepreneurs, 
gateclosers  or  agents  of  fiscal  policy  that  runs 
counter  to  our  trust.  Any  defection  from  the  pri- 
macy of  the  patient's  well-being  places  the  pa- 
tient at  risk  by  treatment  that  may  compromise 
quality  of  or  access  to  medical  care. 

We  believe  the  medical  profession  must  reaf- 
firm the  primacy  of  its  obligation  to  the  patient 
through  national,  state  and  local  professional  so- 
cieties; our  academic,  research  and  hospital  or- 
ganization; and  especially  through  personal  be- 
havior. As  advocates  for  the  promotion  of  health 
and  support  of  the  sick,  we  are  called  upon  to 


discuss,  defend  and  promulgate  medical  care  by 
every  ethical  means  available.  Only  be  caring 
and  advocating  for  the  patient  can  the  integrity 
of  our  profession  be  affirmed.  Thus  we  honor 
our  covenant  of  trust  with  patients.  Action: 
Referred  to  the  Board  of  Trustees. 

Resolution  122  Telemedicine  — Resolved,  That 
the  American  Medical  Association  study  the 
ethical  and  legal  questions  raised  by  new  com- 
munications technologies,  including  the  world- 
wide web  and  teleconferencing  as  they  relate  to 
medical  practice.  Action:  Substitute  resolution 
adopted:  Resolved,  That  the  American  Medical 
Association  Board  of  Trustees  study  the  ethical 
and  legal  questions  raised  by  new  communica- 
tions technologies  as  they  relate  to  medical  prac- 
tice, including  the  worldwide  web,  teleconfer- 
encing, physician-staffed  phone  services  that 
provide  medical  advice  to  nonpatients,  and  open 
physician  discussions  of  clinical  matters  online 
services. 

Resolution  423  Tobacco  Sale  Regulation  — 

Resolved,  That  the  American  Medical  Associa- 
tion develop  and  support  model  legislation  in- 
tended to  be  utilized  by  state  medical  societies 
to  pursue  efforts  to  regulate  tobacco  like  alco- 
hol at  the  retail  level;  and  be  it  further  Resolved, 
That  the  American  Medical  Association  develop 
and  support  legislation  which  would  regulate 
the  wholesale  distribution  of  tobacco  by  the 
Bureau  of  Alcohol,  Tobacco  and  Firearms  in  a 
like  manner  as  alcohol.  Action:  Reaffirmed. 

Resolution  424  Study  of  Correctional  Health 
Care  — Resolved,  That  the  American  Medical  As- 
sociation call  for  a national  task  force  which 
would  evaluate  health  care  in  federal,  state,  and 
county  detention  facilities.  Action:  Substitute 
resolution  adopted:  Resolved,  That  our  Ameri- 
can Medical  Association  ask  the  National  Com- 
mission on  Correctional  Health  Care  to  study 
health  care  in  federal,  state  and  county  correc- 
tional and  juvenile  detention  facilities,  with  par- 
ticular attention  paid  to  issues  of  disease  trans- 
mission within  a facility,  the  need  to  address  all 
aspects  of  physical  and  mental  health,  and  fol- 
low-up care  for  individuals  returning  to  the 
community.*:* 
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with  positive  HIV  tests  could 
receive  counseling  and  recom- 
mendations for  appropriate  treat- 
ment, to  reduce  the  risk  of  HIV 
transmission  to  the  fetus.  The  dis- 
cussion on  this  issue  was  very 
vigorous,  with  the  major  concern 
being  that  mandatory  testing 
might  cause  some  pregnant 
women  to  delay  or  totally  avoid 
prenatal  care,  in  order  to  avoid 
testing.  By  a very  narrow  margin 
(185-181)  the  members  of  the 
House  of  Delegates  voted  for  the 
first  time  to  support  the  position 
of  mandating  HIV  testing  of  all 
pregnant  women  and  newborns. 

. On  another  important  issue,  the 
Study  of  the  Federation  Report 

was  adopted.  This  will  result  in 
increased  representation  in  the 
AMA  House  of  Delegates  for 


some  of  the  larger  specialty 
groups.  It  also  very  importantly 
recognized  the  great  need  for  co- 
ordinated action  with  regard  to 
public  policy  activities  for  orga- 
nizations represented  in  the 
AMA/Federation  House  of  Del- 
egates. A Federation  coordina- 
tion team  will  be  created  to 
clarify  member  roles  and  to  en- 
courage Federation  members  to 
begin  to  actively  coordinate 
their  efforts. 

• Another  hot-button  item  dis- 
cussed was  the  Point  of  Ser- 
vice provisions  in  managed  care 
plans.  After  considerable  discus- 
sion, the  delegates  voted  to  re- 
affirm existing  AMA  policy: 
That  the  AMA  take  appropriate 
action  to  require  that  all  health 
plans  or  sponsors  that  restrict  a 
patient's  choice  of  physicians  or 
hospitals,  offer  at  the  time  of  en- 


rollment — and  to  continue  for 
at  least  one  month  thereafter  — 
an  optional  "point-of-service 
feature"  allowing  patients  who 
choose  such  plans  to  self-refer  to 
physicians  outside  of  the  plan, 
at  additional  costs  to  them- 
selves. 

And  last  but  certainly  not  least,  I 
am  privileged  to  announce  that  our 
Wisconsin  Delegation,  at  the  direc- 
tion of  the  SMS  House  of  Del- 
egates, introduced  a number  of 
topical  resolutions,  four  of  which 
were  acted  upon  by  the  AMA 
House  of  Delegates.  (See  box,  page 
532).  Other  resolutions  on  health 
insurance  policy  information,  state 
health  insurance  risk  sharing  pools 
for  the  uninsured  and  use  of  the 
term  gatekeeper  will  be  introduced 
at  the  Interim  Meeting  in 
December.*:* 


SMS  Members  Win  AMA  Seats 


Cyril  M.  "Kim"  Hetsko,  MD, 
a Madison  internist  and 
past-president  of  the  SMS  and  chair 
of  the  Wisconsin  Delegation  to  the 
AMA,  was  re-elected  to  his  seat  on 
the  AMA's  Council  on  Medical  Ser- 
vice. Dr  Hetsko  won  the  election  to 
the  three-year  position  by  an  over- 
whelming majority  on  June  26  by 
Delegates  at  the  AMA  Annual  Meet- 
ing in  Chicago. 

The  Council  on  Medical  Service 
is  the  AMA  body  that  formulates 
policy  opinions  on  socioeconomic 
issues  facing  physicians. 

"Dr  Hetsko's  experience  with 
task  forces  at  the  state  and  federal 
levels  makes  him  an  excellent 
member  of  the  Council,"  said  SMS 
President  Richard  H.  Ulmer,  MD. 
"His  commitment  to  Wisconsin 


physicians  and  medicine  is  well 
known,  and  we  are  honored  to  have 
him  representing  us  at  the  national 
level." 

Hetsko  was  originally  elected  to 
the  position  in  1995  to  fill  the  one- 
year  remaining  term  of  John  Knote, 
MD,  of  Indiana,  when  Dr  Knote 
was  elected  Vice  Speaker  of  the 
AMA  House  of  Delegates. 

One  other  Wisconsin  physician 
achieved  an  election  victory  within 
the  AMA.  Charles  Rainey,  MD, 
JD,  was  elected  as  Secretary  of  the 
AMA's  Resident  Physician  Section. 
In  this  position.  Dr  Rainey  will  be 
responsible  for  communicating 
with  resident  physicians  around 
the  country.  Dr  Rainey  is  a 2nd 
year  psychiatry  resident  at  the 
Medical  College  of  Wisconsin.  *:♦ 


Cyril  M.  “Kim"  Hetsko,  MD 
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Letters 

On  Second  Thought.... 


To  the  Editor:  I want  to  thank 
you  for  the  valuable  articles 
on  "Psychiatry  and  Managed 
Care"  in  the  April  issue,  and  bring 
to  your  attention  a movement  that 
is  gaining  momentum  to  reform  or 
at  least  to  refine  managed  care. 

Ethics  can  be  a boring  and  ob- 
noxious subject,  if  the  rules  are  too 
simple  and  the  teacher  pushes 
them  at  you  righteously  and 
naggingly.  Often  the  best  lessons  in 
morality  come  to  us  in  lived  expe- 
rience that  we  care  deeply  about, 
or  in  the  arts  when  the  writer  or 
movie-maker  takes  care  to  give  us 
a three-dimensional  view  of  a com- 
plex world.  The  old  cliche  in  psy- 
chiatry that  "I  didn't  know  what  I 
thought  until  after  I said  it"  is  true 
also  in  morality:  "I  didn't  know 
what  I thought  ethically  until  after 
I made  some  choices  (and  made 
some  mistakes  which  I reflected 
on)." 

The  commercialization  of  medi- 
cine of  the  last  ten  years  offers  us  a 
splendid  opportunity  to  rethink 
the  ethical  principles  which  under- 
lie our  work  with  patients,  both  in 
medicine  and  in  my  field,  psychia- 
try. There  is  a multitude  of  voices 
urging  doctors  and  other  medical 
personnel  to  practice  according  to 
varying  theories,  guidelines  and 
contracts,  to  include  or  exclude  cer- 
tain populations,  to  measure  out- 
comes (and  incomes)  by  particular 
methods,  and  to  use  "brand  new" 
systems  of  delivery  and  marketing. 
Some  of  these  are  useful  methods, 
but  they  add  up  to  a cacophony  of 
voices,  often  without  a unifying 
principle.  An  implicit  or  explicit 
threat  is:  if  you  don't  follow  this 
rule,  you  will  go  bankrupt  or  may 
be  lost  (just  like  some  of  the  guard- 
ians of  morality  in  my  early  years!) 

If  an  ethical  principle  is  looked 
at  as  a statement  which  clarifies  a 
motive,  a motive  which  is  often  in 


conflict  with  other  motives,  then 
ethics  can  be  seen  as  a not  entirely 
rigid  and  controlling  set  of  rules, 
but  as  a series  of  ideals,  lamps 
showing  a particular  view  or  path. 
A lamp  throws  light  in  many  di- 
rections. 

The  Coalition  of  Mental  Health 
Professionals  and  Consumers  is  a 
multidisciplinary  group  of  profes- 
sionals in  mental  health,  with  200 
members  in  Wisconsin  and  600 
nationally,  which  is  proposing  the 
code  or  pledge  that  follows.  Such 
a code  is  a method  of  communicat- 
ing with  other  workers,  with  pa- 
tients and  with  the  funding  sources 
that  administer  mental  health  ben- 
efits. At  the  simplest  grassroots 
level,  a doctor  could  hang  the 
pledge  in  his  waiting  room,  and 
thereby  inform  patients  of  the  fac- 
tors in  arranging  treatment.  The 
basic  message  is:  your  doctor  is 
doing  a good  job  if  he  follows  these 
principles,  or  at  least  considers 
them.  These  principles  could  be 
published  in  the  media,  or  dis- 
cussed with  managed  care  compa- 
nies. Much  of  this  pledge  derives 
from  principles  published  by  a va- 
riety of  professional  organizations. 
Of  course,  all  of  this  taps  feelings 
about  honesty  and  loyalty,  which 
go  back  long  before  any  profes- 
sions or  insurance,  whether  they 
inhere  in  recorded  or  oral  tradition, 
or  were  wired  into  DNA  when  we 
lived  in  the  trees.  There  is  nothing 
new  under  the  sun,  only  new  ways 
of  seeing  the  old  patterns. 

This  pledge  was  written  for 
mental  health  workers,  but  it  might 
very  well  apply  to  doctors  and 
workers  in  other  fields,  too.  We  are 
interested  in  you  reactions  to  this 
code,  comparing  your  own  expe- 
rience with  these  ideas. 

—William  /.  Houghton,  MD 
Milwaukee 


My  Pledge  to  Patients 

Each  of  us  has  rights  and  responsi- 
bilities in  treatment,  and  we  should 
talk  about  them  to  make  them  clear. 
At  times  it  has  been  confusing  for 
patients  and  for  therapists  to  see 
clearly  their  roles,  responsibilities, 
how  information  is  to  be  handled 
and  decisions  are  to  be  made,  as  a 
result  of  the  increasing  number  of 
participants  in  health  care,  so  I 
make  this  pledge  of  integrity  to  you 
as  my  patient. 

1.  You,  the  patient,  give  me  your 
trust,  and  I promise  to  give  you 
the  information  you  need,  so 
you  can  make  the  best  decisions 
about  your  treatment.  Your  part 
of  the  exchange  is  to  pay  me, 
either  out  of  pocket  or  through 
your  insurance  plan. 

2.  1 cooperate  with  your  insurance 
plan  or  HMO,  as  far  as  the  stan- 
dards of  my  profession  allow, 
but  my  primary  obligation  is  to 
you  as  my  individual  patient.  If 
a conflict  between  those  two 
obligations  develops,  I will  dis- 
cuss that  with  you. 

3.  I promise  to  keep  your  confi- 
dences, as  far  as  possible.  Even 
if  you  sign  a release  of  informa- 
tion form,  I will  discuss  the  shar- 
ing of  information  with  you,  let 
you  see  or  hear  the  communi- 
cation if  you  wish,  after  you 
have  decided  which  informa- 
tion is  to  be  released. 

4.  After  I get  to  know  you,  I will 
describe  all  treatment  options 
with  you,  along  with  their  pros 
and  cons,  including  side-effects. 
Some  of  the  options  may  be  cov- 
ered by  your  insurance  plan, 
and  some  may  not  be.  If  your 
insurance  plan  limits  options,  I 
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will  tell  you  that.  Of  course,  I am 
not  an  expert  on  the  large  num- 
ber of  insurance  plans,  usually 
it  is  helpful  for  you  to  inquire 
yourself,  and  often  you  as  the 
contract-holder,  have  more  in- 
fluence that  I as  the  person  paid. 
I am  candid  about  my  fees,  the 
policy  for  missed  appointment, 
and  my  rough  forecast  for  how 
long  therapy  will  last. 

5.  If  asked,  I describe  my  income 
from  your  insurance  plan, 
which  is  actually  your  payment 
to  me,  including  whether  I am 
paid  better  for  one  form  of  treat- 
ment or  another,  or  receive  in- 
centives to  limit  treatment.  If  I 
or  you  disagree  with  a denial  by 
your  Insurance  plan,  I promise 
to  appeal  that  decision  as  far  as 
practically  possible,  if  that  is 
what  you  wish. 

6.  If  funding  from  your  insurance 
plan  terminates,  my  obligation 
to  you  does  not  stop  immedi- 
ately. I will  discuss  other  options 
for  treatment,  including  self- 
payment, terms,  gradual  termi- 
nation, or  arrangements  for  other 


sources  of  treatment.  A reduced 
fee  might  be  negotiated,  if  it  could 
be  set  at  a level  that  was  fair  both 
to  you  and  to  me. 

7.  If  I fail  to  follow  these  principles 
in  my  work  with  you,  I ask  you 
first  to  bring  it  to  my  attention- 
discussion  may  resolve  the  mis- 
understanding—or,  if  it  appears 
that  I have  indeed  broken  my 
promise,  then  either  one  or  both 
of  us  could  seek  a consultation 
with  the  Coalition  of  Mental 
Health  Professionals  and  Con- 
sumers (at  414-332-9426),  the 
voluntary  association  of  psycho- 
therapists and  consumers  which 
has  developed  this  pledge. 

♦ ♦ ♦ ♦ ♦ 

Dr.  Ulmer  responds: 

Dr  Houghton's  letter  and  pledge  to 
patients  that  he  presents  are 
thought-provoking  and  worth- 
while additions  to  the  discussion 
of  physician  and  patient  obliga- 
tions under  managed  care  medi- 
cine. Very  interesting  additional 
reading  on  this  subject  is  found  in 


JAMA,  June  5,  1996,  entitled  “The 
Impact  of  Managed  Care  on  Pa- 
tients' Trust  in  Medical  Care  and 
their  Physicians"  by  Drs  Machanic 
and  Schlesinger,  of  the  Institute  for 
Health,  Health  Care  Policy  and 
Aging  Research,  at  Rutgers  Univer- 
sity. 

In  the  summary  of  their  article 
it  is  stated  that  "managed  care 
plans  rather  than  physicians 
should  be  required  to  disclose  fi- 
nancial arrangements,  that  limits 
be  placed  on  incentives  that  put 
physicians  at  financial  risk,  and 
that  professional  norms  and  pub- 
lic policies  should  encourage  clear 
separation  of  interest  of  physicians 
from  health  plan  organization  and 
finance." 

The  pledge  to  patients  as  pro- 
posed by  Dr  Houghton  is  a worth- 
while step  to  preserve  the  physi- 
cian-patient relationship.  ❖ 


Note:  Letters  to  the  editor 
may  be  edited  for  length, 
clarity  and  grammar. 


A call  for  papers 

As  you  may  have  noticed,  the  Wisconsin  Medical  Journal  is  undergoing  changes  in  both  look  and  content. 
We  have  begun  to  present  "theme"  issues,  in  which  scientific  and  feature  stories  relate.  As  the  medical 
editor  of  the  WMJ,  I would  like  to  see  the  scientific  papers  published  in  the  Journal  continue  to  relate  to 
the  overall  theme  whenever  possible. 

To  this  end,  we  are  seeking  original  research  reports  that  present  new  information  of  interest  to  Wiscon- 
sin physicians  on  the  following  planned  topics  for  the  WMJ: 

October:  Geriatric  Medicine  - or  - Domestic  Violence  Papers  due:  August  30, 1996 

November:  Tobacco  Papers  due:  September  15, 1996 

December:  Stress/Stress  Management  Papers  due:  October  1, 1996 

Articles  should  be  submitted  in  the  regular  journal  format  outlined  on  page  594  of  this  issue.  All  articles 
will  undergo  the  usual  Editorial  Board  review  process.  Please  contact  the  editorial  staff  if  you  have  any 
questions  or  need  additional  information. 

—Thomas  C.  Meyer,  MD 

medical  editor 
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Reader  Questions  Dr  Ulmer's  Statement  on  AB  441 


To  the  Editor:  Dr  Ulmer's 
defense  of  legalized  abortion 
in  the  6/96  issue  of  the  Wisconsin 
Medical  journal  warrants  a re- 
sponse. Many  physicians  of  this 
state,  as  well  as  a large  number  of 
other  citizens,  find  abortion  to  be 
different  from  other  medical  pro- 
cedures in  that  an  innocent  human 
being  is  purposely  killed  by  the 
abortionist.  Thus,  laws  throughout 
the  states,  up  to  20-odd  years  ago, 
made  abortion  a serious  crime. 

Modernists  like  Dr.  Ulmer,  have 
succeeded  in  changing  much  of  the 
public's  thinking  about  this  proce- 
dure over  the  years,  and,  with  the 
help  of  the  judicial  branch,  have 
eroded  public  disdain  for  this  hei- 
nous act.  Lately,  however,  through 
the  use  of  state  legislatures,  con- 
cerned Americans  have  been  able 
to  elect  officials  who  enact  laws 
consistent  with  traditional  reli- 
gious beliefs  about  the  sanctity  of 
human  life  at  all  developmental 
stages.  1 would  be  happy  to  allow 
the  state  to  prevent  abortion,  infan- 
ticide (partial  birth  abortions),  or 
euthanasia  if  the  physicians  here 
don't  have  the  courage  to  do  so. 

—Patrick  J.  Sullivan,  MD 
Department  of  Anesthesia, 
Marshfield  Clinic 


Dr  Ulmer  responds: 

I find  Dr  Sullivan's  interpretation 
of  my  President's  Page  in  the  June 
1996  WM]  as  defense  of  legalized 
abortion  an  extremely  interesting 
one.  The  issue  I address  in  that  col- 
umn is  not  one  of  legalized  abor- 
tion — that  one  was  fought  in  the 
courts  years  ago.  Indeed,  in  my 
article,  I do  not  state  my  opinion 
on  abortion  per  se  at  all  — that  is  a 
private  matter,  and  not  grist  for  Dr 
Sullivan's,  or  anyone's,  mill. 

The  issue  I do  address  is  one  of 
unwarranted  government  intru- 
sion into  the  practice  of  medicine. 
The  Legislature  could  as  easily 
have  placed  restrictions  on  any 
medical  procedure,  such  as  elective 
cholecysectomy,  as  it  did  in  impos- 
ing a mandatory  24-hour  delay, 
and  list  of  potential  complications 
presented  to  a patient  electing 
abortion. 

As  I stated  in  the  article,  the  is- 
sue that  merits  our  attention  and 
alarm  is  this:  For  the  first  time,  the 
state  of  Wisconsin  has  determined 
in  a medical  situation  what  the 
specific  risks  of  a procedure  are 
and  which  ones  need  to  be  dis- 
cussed with  our  patients. 


Again,  the  real  culprit  in  this  bill  is 
the  fact  that  the  state  is  legislating 
physician-patient  communication 
by  dictating  what  the  complications 
of  medical  procedure  are,  and  what 
complications  specifically  must  be 
relayed  to  the  patient. 

In  his  second  paragraph,  Dr 
Sullivan  uses  the  term  "modern- 
ist." I am  pleased  if  he  is  using  it  to 
refer  to  one  who  keeps  abreast  of 
progress  in  medical  practice  — as  I 
have  prided  myself  in  doing  for  26 
years.  However,  I'm  afraid  the  term 
"modernist,"  as  used  in  his  letter, 
is  similar  to  such  current  catch- 
phrases  as  "secular  humanist"or 
"family  values":  These  are  all 
loosely-defined  phrases  which  do 
more  to  terminate  meaningful  dis- 
cussion, than  to  advance  it. 

In  concluding.  Dr  Sullivan  states 
he  would  be  happy  to  allow  the 
state  to  prevent  certain  medical 
procedures.  My  issue  is  that  if 
states  become  interested  in  medi- 
cal procedures,  that  constitutes  an 
unwarranted  intrusion  into  medi- 
cal practice.  And  it  is  our  responsi- 
bility as  physicians  to  oppose  those 
unwarranted  intrusions,  as  has  the 
SMS  in  its  position  on  AB  441.  ❖ 
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Guest  Editorial 

1995  Wisconsin  Act  292:  Finally,  the  Fifth  Standard 


Darold  A.  Treffert,  MD,  Fond  du  Lac 

Most  psychiatrists,  and 
many  other  physicians, 
face  situations  such  as  this  fairly 
regularly: 

The  patient  is  seen  in  the  E.R. 
overtly  psychotic,  obviously  and 
severely  mentally  ill  to  anyone  ob- 
serving. The  family  says  Dad  had 
been  that  way  before  and  the  last 
time  hospitalization  lasted  several 
months.  He  was  doing  fine  until 
recently  when  he  stopped  taking  his 
medication  a week  earlier  and  has 
been  deteriorating  since.  Except  for 
his  delusions,  he  is  otherwise  mute. 
He  only  stares  silently  at  the  volun- 
tary admission  form,  but  will  not 
sign  it.  The  police  are  called,  but  in- 
form the  family  that  there  is  no  law 
against  being  delusional , and  Dad 
is  threatening  no  one  (he  cannot,  he 
is  mute).  The  family  is  told  to  take 
Dad  home  until  he  "gets  worse." 
They  do;  he  does.  Finally,  they  call 
an  ambulance  and  tell  the  paramed- 
ics that  Dad  had  a stroke  (he  ap- 
pears that  way  with  his  mutism). 
This  time,  he  is  admitted.  Finally, 
after  three  days  of  passive  mutism, 
eating  and  drinking  but  not  taking 
medication.  Dad  bolts  down  the 
hospital  hall.  Now  finally  there  is 
some  behavior  to  suggest  "danger- 
ousness" so  a treatment  director's 


Dr  Treffert  was  past  SMS  President, 
1979-1980  and  Board  Chair,  1980-1987. 
He  was  formerly  Superintendent  of 
Winnebago  Mental  Health  Institute 
and  Director  of  Mental  Health  Pro- 
grams for  Fond  du  Lac  County.  Pres- 
ently, he  is  in  private  practice  with  Asso- 
ciated Psychiatric  Consultants,  481  East 
Division  Street,  Fond  du  Lac,  WI 54935. 
He  has  been  active  in  the  effort  to  imple- 
ment similar  legislation  nationally. 


hold  is  initiated,  a probable  cause 
hearing  occurs  (another  48-hour 
delay)  and  order  to  treat  obtained. 
Now,  anti-psychotic  medication  can 
be  given.  Within  hours.  Dad  is  re- 
sponsive and  the  mutism  disap- 
pears. Over  the  next  three  days  the 
delusions  disappear,  and  affect  is 
normal  and  sanity  is  restored.  A 
hospitalization  that  could  have 
been  three  days  had  been  length- 
ened unnecessarily  into  three 
weeks,  and  a family  that  could  have 
been  spared  seeing  their  father  hem- 
orrhage psychiatrically,  and  re- 
main untreated,  have  been  puzzled 
observers  to  that  sad,  preventable, 
spectacle. 

Other  situations  occur  as  well.  A 
middle-aged  woman,  overtly  psy- 
chotic again  and  exposing  herself 
on  the  streets,  is  put  into  jail  rather 
than  a hospital  because  the  police, 
not  sure  whether  she  is  truly  "dan- 
gerous" under  Chapter  51,  book  her 
on  disorderly  conduct  and  put  her 
into  jail  where  at  least  she  will  be 
safe,  even  if  still  hallucinating  and 
delusional,  and  still  untreated.  They 
hope  the  judge  might  send  her  to  a 
psychiatric  facility  for  a competency 
examination,  as  a criminal  obser- 
vation case  now,  and  perhaps  some 
treatment  can  occur  there. 

A young  man,  now  off  the 
Lithium  that  had  controlled  his 
manic  illness  marvelously,  has  dis- 
sipated his  family's  assets  in  three 
weeks,  quit  his  job,  left  his  family, 
and  while  wildly  grandiose  and 
overtly  delusional,  is  not  yet  physi- 
cally threatening  himself  or  others, 
even  though  that  was  the  outcome 
the  last  time  he  was  sick. 

Humane  Relief 

It  is  situations  like  this  — requiring 
obviously  ill  psychiatric  patients  to 
deteriorate  to  demonstrated  danger- 


ous states  before  they  can  be  helped 
— that  will  be  addressed  in  a more 
humane  and  rational  manner  with 
the  enactment  of  1995  Wisconsin 
Act  292  as  passed  by  the  Wiscon- 
sin Legislature  and  signed  by  the 
Governor  after  14  years  of  effort  by 
the  SMS  and  the  Alliance  for  the 
Mentally  ill.  It  will  bring  welcome, 
sensible  and  humane  relief  to  some 
severely  mentally  ill  persons  and 
their  families  instead  of  a needless 
catastrophe  of  some  sort  before  in- 
tervention can  occur. 

Background 

Act  292  is  often  referred  to  as  the 
"Fifth  Standard."  That  is  because 
four  other  standards  exist  in  Chap- 
ter 51,  the  Wisconsin  State  Mental 
Health  Act,  as  criteria  that  must  be 
met  before  a person  can  be  invol- 
untarily detained  or  committed  for 
treatment  of  major  mental  illness.1 
Most  other  states  have  only  three 
such  criteria — danger  to  self,  dan- 
ger to  others  or  gravely  disabled — 
all  of  which  require  a finding  of 
imminent  physical  dangerousness. 
In  Wisconsin,  two  gravely  disabled 
criteria  exist,  hence  four  such  stan- 
dards in  this  state. 

Prior  to  1972,  Wisconsin's  men- 
tal health  act  allowed  civil  commit- 
ment, and  involuntary  treatment, 
if  the  patient  was  dangerous  or  if 
the  patient  was  unable  to  take  care 
of  himself  or  herself  ( parens  pa- 
triae— the  ability  of  the  state  to  care 
for  those  persons  unable  to  care  for 
themselves).  Because  the  criteria  in 
that  mental  health  act  were  too 
vague,  and  due  process  too  weak, 
the  Lessard  decision  in  1971  threw 
out  the  parens  patriae  provisions  of 
the  law  and  substituted  only  dan- 
gerousness narrowly  defined — 
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"imminent  pln/sical  dangerous- 
ness to  self  or  others"  (suicide  or 
homicide).2  Those  became  the  first 
two  standards  in  the  revised  stat- 
ute in  Wisconsin  post -Lessard. 
Two  additional  "gravely  disabled" 
standards  were  added  later  but 
those  also  required  "substantial 
probability  of  physical  impairment 
such  that  serious  physical  injury, 
debilitation,  disease  or  death  will 
imminently  ensue."  There  were  no 
parens  patriae  provisions  remain- 
ing, and  no  provisions  were  created 
for  intervention  in  patients  with 
prior  demonstrated  mental  illness 
who  had  discontinued  medica- 
tions, were  deteriorating,  but  were 
not  yet  dangerous  even  though  well 
on  their  way  to  becoming  so. 

Following  Lessard,  in  Wisconsin 
and  around  the  nation,  there  began 
to  be  cases  of  patients  "dying  with 
their  rights  on" — situations  where 
scrupulous  concern  for  the  pa- 
tients' legal  rights  overshadowed 
reasonable  concern  for  the 
patient's  life.  I pointed  out  those 
needless  tragedies  in  the  pages  of 
this  journal  in  1979.3  In  1982,  Gov- 
ernor Lee  Dreyfus  convened  an  Ad 
Hoc  Committee  of  representatives 
of  the  SMS,  Alliance  for  the  Men- 
tally 111,  Wisconsin  Psychiatric  As- 
sociation, clergy,  and  other  con- 
cerned citizens  from  Dane  County 
who  were  concerned  about  psychi- 
atric patients  in  that  community 
who  were  not  receiving  adequate 
care.  It  was  felt  that  these  patients 
were  disenfranchised  from  treat- 
ment post -Lessard,  because  even 
though  they  were  clearly  obviously 
ill  and  deteriorating,  they  were  not 
yet  dangerous.  They  were  wander- 
ing in  the  community  untreated.  At 
the  request  of  that  committee,  in 
1984,  the  first  "Fifth  standard"  bill 
was  introduced  and  finally,  in  1996, 
it  was  passed  as  Act  292  and  signed 
into  law.  Wisconsin  thus  joined 
eight  other  states  which  have 
passed  similar  legislation,  re-in- 
serting some  reasonable  parens  pa- 


triae provisions  into  the  law  in  or- 
der to  reach  a more  reasonable  bal- 
ance in  the  delicate  equation  be- 
tween the  right  to  be  sick  and  the 
right  to  be  rescued.4 

Provisions  of  the  New  Law 

Act  292  in  its  final  form  is  a much 
narrower  bill  than  originally  pro- 
posed. Yet  even  in  this  modified 
forms  it  provides  opportunity  for 
intervention  in  some  instances 
where  persons  with  a documented 
history  of  major  mental  illness. 

These  are  some  of  the  important 
features  of  this  new  law: 

1 . This  additional  standard  for  in- 
voluntary commitments  is  es- 
tablished six  months  after  pub- 
lication and  ends  5 years  later. 

2.  Under  this  new  standard  all  of 
the  following  are  required:  A 
substantial  probability,  as  dem- 
onstrated by  both  the  person's 
treatment  history  and  his  or  her 
recent  acts  or  omissions,  of  all 
of  the  following:  a)  The  person 
needs  care  or  treatment  to  pre- 
vent further  disability  or  dete- 
rioration; b)  He  or  she  will,  if 
left  untreated,  lack  services  nec- 
essary for  his  or  her  safety  and 
suffer  severe  mental,  emotional 
or  physical  harm  that  will  re- 
sult in  the  loss  of  a person's 
ability  to  function  indepen- 
dently in  the  community  or  the 
loss  of  cognitive  or  volitional 
control  over  his  or  her  thoughts 
or  actions.  The  probability  of 
suffering  severe  mental,  emo- 
tional or  physical  harm  is  not 
substantial  if  reasonable  provi- 
sion for  the  person's  care  or 
treatment  is  available  in  the 
community  and  there  is  a rea- 
sonable probability  that  the 
person  will  avail  himself  or  her- 
self of  these  services  or  if  the 
person  is  appropriate  for  pro- 
tective placement;  and  c)  an  in- 
capability of  expressing  an  un- 
derstanding of  the  advantages 
and  disadvantages  of  accepting 


medication  or  treatment  and  of 
the  alternatives  to  the  particu- 
lar medication  or  treatment  of- 
fered, after  the  advantages,  dis- 
advantages and  alternatives 
have  been  explained  to  the  per- 
son. 

3.  Emergency  detention  can  occur 
using  this  standard  but  the  at- 
torney general  or  designee  is  re- 
quired to  review  and  approve, 
prior  to  or  within  12-hours  af- 
ter filing,  any  petition  using  this 
standard. 

4.  Inpatient  treatment  under  this 
standard  is  limited  to  30  days.  If 
the  person  is  subsequently 
treated  on  an  out-patient  basis 
and  there  is  a violation  of  con- 
ditions established  by  the 
county  or  the  court,  the  patient 
may  be  transferred  to  an  inpa- 
tient facility  for  up  to  an  addi- 
tional 30  days. 

5.  Medication  or  treatment  may 
be  administered  without  the 
consent  of  the  person  if,  at  or 
after  the  probable  cause  hear- 
ing the  court  finds  that  there  is 
probable  cause  to  believe  the 
person  meets  the  standard.  If 
the  standard  is  met  at  final 
hearing,  after  the  final  commit- 
ment order  is  issued,  the  court 
is  required  to  issue  an  order 
permitting  administration  of 
medication  or  treatment  with- 
out the  person's  consent. 

6.  Prior  to  or  at  the  final  hearing 
the  county  must  provide  a rec- 
ommended treatment  plan  for 
goals,  type  of  treatment,  ex- 
pected providers  of  in-patient 
care,  and  community  case  man- 
agement services  to  be  used  af- 
ter release. 

7.  When  a law  enforcement  officer 
or  other  person  so  authorized 
plans  to  detain  a child  under 
this  standard,  he  or  she  must 
first  consult  with  a mental 
health  professional. 
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The  fiscal  impact  of  this  bill  is 
uncertain  because  the  utilization  of 
this  new  standard  is  not  yet  known. 
Some  feel  cost  of  mental  health  ser- 
vices overall  will  actually  decrease 
because  treatment  provided  sooner 
will  shorten  in-patient  stays  and 
prevent  hospitalization  entirely  in 
some  cases.  Others  feel  in-patient 
admissions  will  increase,  and  so 
will  costs.  In  other  states  where  this 
standard  has  been  implemented, 
while  there  were  in  some  instances 
an  increase  of  in-patient  days  ini- 
tially, in-patient  days  actually  de- 
creased ultimately  because  treat- 
ment sooner,  rather  than  later,  was 
more  efficacious  and  less  costly.4 

Major  Impact  of 
1995  Wisconsin  Act  292 

The  major  impact  of  this  new  law 
is  succinctly  and  well  summarized 
in  the  Senate  language  itself  ac- 
companying Act  292:  " The  bill  cre- 
ates a new  fifth  standard  of  dangerous- 
ness under  ivhich  an  individual  may 
be  involuntarily  committed.  The  bill 
will  allow  people  who  previously  fell 
through  the  cracks  to  be  involuntarily 
committed  and  treated  before  their  con- 
dition deteriorates  to  critical  levels." 

The  Constitutional  Question 

Critics  of  this  bill  question  its  con- 
stitutionality and  a court  challenge 
is  anticipated.  However,  the  1982 
Ad  Hoc  committee  already  exam- 
ined at  that  question.  An  attorney 
from  the  Judicial  Council,  address- 
ing that  question,  pointed  out  that 
the  Lessard  decision  did  not  specifi- 
cally address  the  constitutionality 
of  parens  patriae  concerns  absent  the 
vagueness  then  contained  in  the 
statute.5  It  only  concluded  the  Wis- 
consin Mental  Health  Act  was  too 
vague  and  lacked  certain  due  pro- 
cess provisions  (which  have  since 
been  corrected).  Chief  Justice  Burger 
of  the  U.S.  Supreme  Court  stated  in 
the  landmark  Addington  case  that 
the  state  "has  a legitimate  interest 
under  parens  patriae  power  in  pro- 
viding care  to  its  citizens  who  are 
unable  because  of  emotional  disor- 


ders to  care  for  themselves.  The  state 
also  has  police  authority  to  protect 
the  community  from  the  dangerous 
tendencies  of  some  who  are  men- 
tally ill."6  In  another  case, 
Donaldson,  the  court  concluded  in- 
voluntary treatment  may  some- 
times be  necessary  "..if  for  physi- 
cal or  other  reasons  he  is  helpless 
to  avoid  the  hazards  of  freedom." 

We  do  extend  such  parens  patriae 
concerns,  for  example,  to  the  de- 
velopmentally  disabled  and  per- 
sons with  Alzheimer's  Disease. 
Why  should  that  same  protection 
be  denied  the  mentally  ill?4  In  Wis- 
consin, with  the  added  require- 
ment that  the  Attorney  General  or 
designee  must  approve  petitions 
within  12-hours,  certainly  all  the 
due  process  that  is  due  will  be  af- 
forded here.  To  do  more  turns  ap- 
propriate concern  about  legal 
rights  into  a obstructive  ceremony 
of  what  might  be  more  properly 
called  legal  "rites." 

Community  Resources  Debate 

Some  opponents  have  argued  that 
what  is  needed  to  prevent  these 
tragedies  is  not  a change  in  the  law 
but  instead  more  community  re- 
sources. The  fact  is,  both  are 
needed.  The  Fifth  Standard  is  not 
a substitute  for  comprehensive  and 
adequate  community  programs. 
But  neither  are  comprehensive 
community  programs  a substitute 
for  the  provisions  of  this  new  law. 
Even  in  the  best  of  community  pro- 
grams not  all  patients  are  going  be 
able  to  be  treated  voluntarily.  Ma- 
jor mental  illness,  with  severely  im- 
paired reality  testing  at  its  very 
core  in  some  patients,  necessarily 
prevents  such  patients  from  seek- 
ing or  choosing  treatment  in  the 
same  unencumbered  manner  as  a 
rational  person  with  heart  disease 
or  diabetes,  for  example. 

In  every  county  of  this  state,  no 
matter  how  comprehensive,  acces- 
sible or  sophisticated  the  commu- 
nity resources,  there  will  continue 
to  be  small  number  of  severely  men- 
tally ill  persons  who  will  require 


treatment  on  an  involuntary  basis. 
This  bill  will  prevent  that  small 
number  of  patients  from  having  to 
callously  and  senselessly  deterio- 
rate to  dangerousness  before  help 
can  be  given,  or  even  worse,  die  or 
cause  someone  else's  death  with  no 
help  given  at  all.  It  was  one  such 
instance  in  fact,  the  Onalaska 
shootings  of  a priest  and  two  pa- 
rishioners at  a 1985  Church  service 
by  a severely  mentally  ill  man  — 
who  thought  he  was  the  prophet 
Elijah  — for  whom  the  family  had 
futilely  tried  to  obtain  help,  that 
provided  some  impetus  to  passing 
this  sensible  and  compassionate 
law. 

In  Hospitals,  Not  Jails 

There  is  one  additional  way  this 
new  legislation  will  be  helpful. 
Many  mentally  ill  persons,  since 
they  do  not  "qualify"  for  detention 
until  they  have  done  something 
dangerous,  are  booked  on  disor- 
derly conduct  or  failure  to  pay  a 
restaurant  bill,  for  example,  and  are 
sent  to  jail  where  they  are  at  least 
protected  from  themselves.  This 
criminalization  of  the  mentally  ill, 
for  the  crime  of  being  sick,  has 
swelled  corrections  populations  in 
Wisconsin  for  persons  who  ought 
to  be  hospitalized.8  This  is  an  in- 
correct, inhumane  stance  originally 
abandoned  a century  ago  when  a 
Governor-appointed  committee 
toured  this  state  in  1873  to  exam- 
ine the  plight  of  the  mentally  ill  and 
found  them  in  jails  because  there 
were  no  hospitals  where  they  more 
appropriately  belonged.9 

Conclusion 

Act  292  is  not  a cure-all  for  all  the 
problems  attendant  to  caring  for 
persons  with  major  mental  illness. 
But  it  will  allow  intervention  sooner 
in  some  instances  where  an  obvi- 
ously mentally  ill  patient  is  deterio- 
rating, although  not  yet  dangerous, 
and  he  or  she  will  not  be  required  to 
become  so  before  help  can  be  pro- 
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vided.  It  will  balance,  in  a more  hu- 
mane and  sophisticated  fashion, 
legal  concerns  with  clinical  reali- 
ties, and  the  precious  right  to  be  free 
with  the  equally  precious  right  to 
be  protected  when  one  is  unable, 
because  of  major  mental  illness,  to 
protect  oneself. 

It  is  not  "freedom"  to  be  wan- 
dering the  streets,  severely  men- 
tally ill,  deteriorating  and  getting 
warmth  from  a steam  grate  or  food 
from  a garbage  can;  that's  aban- 
donment. And  it  is  not  "liberty"  to 
be  in  a padded  jail  cell  instead  of  a 
hospital,  hallucinating  and  delu- 
sional, without  treatment  because 
that  is  all  the  law  will  allow.  And  it 
is  a dubious  "right"  that  requires 
seriously  and  obviously  mentally 


ill  persons  to  "have  to  get  worse" 
before  treatment,  which  is  now  so 
promptly  available  and  effective, 
can  be  applied,  just  as  elsewhere 
in  medicine.  With  Act  292  in  place, 
when  Dad  gets  sick  next  time,  if  he 
does,  the  family  and  doctor  will  not 
have  to  simply  watch  helplessly, 
waiting  for  "dangerousness"  to 
appear  with  all  the  hazards  that 
entails,  including  a hospitalization 
that  could  have  been  only  three 
days  in  length  stretch  into  three 
weeks. 

The  pendulum  has  returned 
now,  finally,  to  a more  reasonable 
mid-point. 
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PHYSICIANS: 

OUTSTANDING  PROFESSIONAL  AND 
PERSONAL  OPPORTUNITIES. 


The  Army  Medical  Department  not  only  offers  physicians  an  out- 
standing working  environment,  but  an  outstanding  living  environment 
as  well. 

Today’s  volunteer  Army  places  great  emphasis  on  quality  of  life 
issues  such  as  family  support,  and  safe  and  well-maintained  living 
spaces.  You’ll  find  military  bases  and  the  military  community  tend  to 
represent  an  extremely  achievement-oriented  population,  concerned 
with  basic  family  values. 

On  the  professional  side  you’ll  benefit,  too.  Here  is  how  Army 
Medicine  can  benefit  you: 

■ no  malpractice  insurance 

■ state-of-the-art  facilities  and  equipment 

■ unparalleled  training  programs 

■ 30  days  of  paid  annual  vacation 

If  you  want  to  talk  to  an  Army  physician  or  visit  an  Army  hospital 
or  medical  center,  our  experienced  Army  Medical  Counselors  can  assist 
you.  Call: 

612-854-8489 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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Focus  on 


From  the  Editor 

This  month,  the  Wisconsin 
Medical  Journal  features  sev- 
eral stories  that  uncover  the  efforts 
of  Wisconsin  physicians  who  vol- 
unteer their  time  and  services  aid- 
ing members  of  the  world  commu- 
nity. While  the  WMJ  is  unable  to 
highlight  every  physician  who  has 
taken  his  or  her  knowledge  and 
experience  to  countries  that  are  in 
need  of  medical  resources  and  ser- 
vices, we  are  able  to  offer  a snap- 
shot of  the  volunteer  efforts  of  a 
handful  of  your  colleagues.  These 
physicians  have  committed  time, 
money  and  energy  to  helping  in- 
dividuals who  live  in  countries 
where  medical  aid  is  needed.  Their 
care  and  compassion  for  others  is 
remarkable  and  worthy  of  recog- 
nition. 

Volunteerism  dates  back  thou- 
sands of  years.  In  the  United  States, 
however,  it  is  a relatively  new  phe- 
nomenon. Associations  run  by  vol- 
unteers started  to  spring  up  in  re- 
sponse to  a lack  of  government  in- 
volvement and  ability  to  service 
the  social  needs  of  the  community. 
Harriet  Beecher  Stowe's  father, 
Lyman  Beecher  (1775-1863),  was  a 
minister  who  believed  that  the  re- 
publican government  could  not 
survive  without  a virtuous  citi- 
zenry, and  that  "...there  is  no  sub- 
stitute but  the  voluntary  energies 
of  the  nation  itself,  in  associations 
for  charitable  contributions  and 
efforts,  patronized  by  all 
denominations. ..and  by  all  classes 
of  the  community  who  love  their 
country."  Beecher  was  influential 
in  helping  ministers  around  the 


country  form  groups  to  help  alle- 
viate poverty,  teach  reading  and 
writing  to  the  poor,  and  prevent 
alcohol  abuse. 

The  great  chronicler  of  20th  cen- 
tury  American  society.  Studs 
Terkel,  in  an  introduction  to  The 
American  Promise:  Adventures  in 
Grassroots  Democracy,  recalls  a Chi- 
nese poem  that  begins,  "'I  work  in 
the  community'  and  then  the 
neighborhood,  and  then  the  city, 
and  then  the  country,  and  then  the 
world,  and  it  all  begins  with  me. 
That's  how  it  ends.  'And  it  all  be- 
gins with  me.'  In  that  little  commu- 
nity." 

The  immediate  past-president 
of  the  SMS,  Marcia  Richards,  MD, 
stressed  the  importance  of  physi- 
cian volunteerism  throughout  her 
tenure  as  SMS  president.  She  ad- 
dressed the  concerns  of  the  way 
managed  care  might  erode  the  vol- 
unteer physician  tradition  that  has 
been  so  strong.  With  decreased 
profit  margins  and  constant  cost 
cutting,  physicians  are  being  asked 
to  do  more  with  less  by  the  large 
HMOs  and  managed  care  organi- 
zations, which  cuts  into  the  time 
and  resources  they  have  available 
to  volunteer.  Additionally,  as 
healthcare  providers  group  to- 
gether, what  was  once  a personal 
decision  about  providing  uncom- 
pensated care  or  to  perform  volun- 
tary service,  is  now  controlled  at 
an  organizational  level  with  more 
careful  scrutiny  of  the  "bottom 
line." 

"Patients  have  not  been  un- 
aware of  this  change,  and  regretta- 


Volunteering 


bly  view  us  as  a group  increasingly 
concerned  with  our  own  material 
rewards,"  says  Dr  Richards.  "We 
cannot  allow  this  image  to  persist, 
for  patients  are  our  best  allies  in  the 
current  changing  health  care 
environment... increasingly,  there  is 
a greater  need  for  medical 
volunteerism...." 

Medical  volunteer  efforts  take 
many  forms,  including  the  forma- 
tion of  hospitals,  free  clinics  and 
participation  in  healthcare-related 
charities.  You  might  offer  your  ser- 
vices without  compensation  to  the 
family  of  a laid  off  factory  worker, 
or  to  the  elderly  patient  with  lim- 
ited income,  the  pregnant  teenager 
with  nowhere  to  turn,  or  the  high 
school  football  team.  Perhaps  you 
have  joined  an  organization  to 
which  you  donate  your  time  and 
services.  Maybe  you  don't  provide 
volunteer  medical  services,  but 
medical  expertise  at  an  organiza- 
tional level.  All  of  these  efforts 
make  a lasting  contribution  to  the 
community. 

On  the  following  pages,  we  pro- 
file several  physicians  who  have 
decided  to  travel  across  the  nation 
and  abroad  to  provide  necessary 
medical  services  to  underprivi- 
leged communities  across  the 
globe.  These  doctors  all  have  exist- 
ing practices  here  in  Wisconsin. 
Some  of  them  became  involved 
with  the  countries  to  which  they 
travel  through  an  organization, 
others  have  family  ties  to  the  coun- 
tries. The  common  theme  through- 
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out  all  the  stories  is  that  these  phy- 
sicians feel  blessed  with  all  they 
have  achieved  and  they  truly  wish 
to  make  a lasting  contribution  to 
something  greater  than  them- 
selves. For  different  reasons,  they 
have  chosen  to  make  this  contribu- 
tion to  strangers,  thousands  of 
miles  away,  who  may  not  even 
speak  enough  English  to  say 
"thank  you."  But  as  you  will  learn, 
"thank  you"  can  be  understood 
without  words  at  all. 

Studs  Terkel  in  his  book,  Ameri- 
can Dreams:  Lost  and  Found,  re- 
counts the  story  of  a community 
volunteer,  Nancy  Jefferson,  who 
once  said,  " Down  in  the  country, 
we  used  to  have  to  ring  the  bell  if 
there  was  trouble  or  we'd  ring  it 
for  dinner.  We  used  to  pull  this 
rope.  Sometimes,  especially  if  it 
was  cold,  you'd  keep  pulling  and 
keep  pulling  the  bell.  You'd  think 
you'd  never  hear  a sound.  Maybe 
by  the  time  your  hands  got  raw  al- 
most, you'd  hear  a little  tinkling  of 
the  bell.  That's  the  way  I visualize 
the  community.  We  all  keep  pull- 
ing at  the  rope  and  our  hands  are 
getting  raw,  but  you  do  hear  a little 
tinkling.  We  have  got  to  do  it.  We 
must  do  it.  We  have  no  choice.  We 
have  got  to  keep  pulling,  and  I be- 
lieve the  bell  will  ring." 

We  at  the  WMJ  salute  all  of  you 
who  continue  to  "pull  the  rope"  in 
your  own  ways,  across  our  coun- 
try and  around  the  world. 

—Judith  D.  Burke 
managing  editor  ❖ 


Helpful  Hints  for  Successful  Volunteering* 

1.  Become  familiar  with  the  agency  you  are  interested  in  be- 
fore committing  yourself.  If  possible,  visit  with  the  staff  and 
clients  and  try  to  get  a feel  for  the  overall  environment  you  will 
be  working  in. 

2.  Be  realistic  and  clear  about  the  amount  of  time  you  can  com- 
mit. It  is  easier  to  start  with  a smaller  time  commitment  and 
increase  than  it  is  to  back  out  because  your  schedule  is  over- 
whelming. 

3.  Find  out  what  the  agency's  purpose  is  and  how  your  role 
as  a volunteer  fits  into  that  mission.  Sometimes,  what  may  seem 
an  insignificant  contribution  to  you  makes  all  the  difference  to 
the  people  or  that  program  you  are  serving. 

4.  Ask  for  a job  description  of  your  volunteer  work.  While,  as 
a volunteer  physician  this  may  seem  obvious,  it  is  important 
that  you  are  clear  about  what  is  expected  of  you.  A job  descrip- 
tion can  provide  a set  of  standards  to  help  prevent  any  miscom- 
munication  about  what  your  role  and  duties  will  be  as  a volun- 
teer. 

5.  Ask  about  training  and/or  supervision.  Will  the  agency 
provide  back-up  support  for  you;  do  they  expect  you  act  in  a 
supervisory  role? 

6.  Volunteering  should  be  an  opportunity  for  your  personal 
and  professional  growth.  Don't  be  reluctant  to  request  an  evalu- 
ation of  your  work  or  a letter  of  recommendation. 

7.  Enthusiasm  is  key  to  a successful  volunteer  experience. 

If  you  are  not  excited  by  the  program,  the  chances  are  you  will 
not  be  thrilled  about  giving  up  your  valuable  time  to  go  there. 

8.  Go  for  it!  You  get  out  of  volunteering  what  you  put  into  it.  All 
the  agency  seeks  is  your  willingness  to  help. 

*Provided  by  the  Volunteer  Center  of  San  Francisco. 
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India 


Altruism  Drives  Madison  Opthalmologist  to 
Stamp  Out  Preventable  Blindness  in  Third  World 

Cheryl  McCollum,  contributing  editor 


SOMETHING  FOR  THE  SOUL.  That's 
the  reason  a UW-Medical 
School  ophthalmologist  travels 
half-way  across  the  world  to  give 
the  gift  of  sight  to  thousands  of 
people  in  the  country  of  India. 

Since  1980,  every  year  for  a 
month,  Suresh  Chandra,  MD  has 
traveled  to  his  home  country  of 
India  to  perform  cataract  surgeries, 
organize  eye  clinics,  examine  pa- 
tients, and  perform  a host  of  other 
activities  to  improve  the  health  and 
lives  of  the  residents.  All  of  which 
is  done  at  his  own  expense  and  on 
his  own  time. 

What  is  the  drive  behind  his 
volunteer  efforts?  He  says  it's  sim- 
ply the  wonderful  feeling  he  gets 
when  he  knows  he  has  helped  a 
fellow  human  being. 

"It's  really  quite  selfish,  because 
I do  feel  so  all  over  good  when  I do 
things  like  this,"  he  said. 

After  years  of  working  as  a phy- 
sician, Dr  Chandra  said  there  fi- 
nally came  a time  in  his  life  when 
he  felt  financially  comfortable  with 
his  lifestyle. 

"I  knew  it  was  time  for  me  to 
do  something  more  in  my  life.  I 
needed  something  for  my  soul,"  he 
said,  adding  that  is  the  feeling 
which  inspires  "others  to  help  oth- 
ers that  are  not  as  fortunate." 

Cataracts  the  Culprit 

In  1980,  Dr  Chandra  went  to  India 
to  share  his  skills  as  ophthalmolo- 


gist by  lecturing  and  demonstrat- 
ing high  technology  surgery  at 
medical  institutions.  He  said  he 
later  realized  that  performing  high- 
tech  surgeries  twice  a year  was  not 
the  answer  to  the  overwhelming 
number  of  blindness  cases  that  ex- 
isted in  Uttar  Pradesh,  one  of  India's 
poorest  and  most  populous  states. 

"Cataracts  are  the  most  common 
cause  of  blindness  in  India.  I learned 
that  a person  suffering  from  a cata- 
ract could  be  cured  by  a simple  10- 
minute  operation  at  a cost  of  $10," 


Dr  Chandra  said.  "I  also  learned 
that  a mere  $10  could  provide 
enough  Vitamin  A and  supplement 
food  to  prevent  a child  from  being 
blinded  by  xerophthalmia." 

Going  Beyond  Healing 

Dr  Chandra  noted  that  three- 
fourths  of  the  world's  blind  people 
live  in  developing  countries  and 
80%  of  this  blindness  is  entirely 
preventable.  So  instead  of  giving 

Continued  on  next  page 


Light  bulbs  and  flashlights  are  mainstays  during  eye  surgery  in  hospitals  in  India. 
These  cataract  surgeries  are  made  possible  because  of  the  Combat  Blindness  Founda- 
tion, founded  by  Madison  ophthalmologist  Suresh  Chandra,  MD.  The  foundation  has 
provided  the  resources  so  8,000  to  10,000  cataract  surgeries  can  be  performed  each 
year  in  India. 
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Madison  ophthalmologist  Suresh  Chandra,  MD  (right)  looks  deep  into  the  eye  of  his 
patients  at  one  of  the  eye  clinics  he  helped  organize  in  Uttar  Pradesh,  India.  In  1985, 
Dr  Chandra  formed  the  Combat  Blindness  Foundation,  a Madison-based,  non-profit 
organization  of  professional  volunteers  established  to  eradicate  needless  blindness  in 
countries  such  as  India. 


Continued  from  previous  page 

lectures  and  performing  surgeries. 
Dr  Chandra  set  out  with  a goal  to 
stamp  out  all  preventable  blindness 
in  developing  countries.  In  1985,  he 
formed  the  Combat  Blindness  Foun- 
dation (CBF),  a Madison-based, 
non-profit  organization  of  profes- 
sional volunteers  established  to 
eradicate  needless  blindness  in 
countries  such  as  India. 

Since  it  began  its'  work  in  1986, 
CBF  has  sponsored  more  than 
1,300  eye  camps  (clinics),  275,513 
examinations,  more  than  53,000 
cataract  surgeries  and  nearly  4,200 
non-cataract  surgeries.  The  foun- 
dation gives  India's  local  ophthal- 
mologists the  resources  to  perform 
8,000  to  10,000  cataract  surgeries 
year  round.  CBF  also  provides  chil- 
dren and  families  with  enough  Vi- 
tamin A and  resources  to  plant  and 
produce  foods  rich  in  Vitamin  A 
that  prevents  children  from  going 
blind. 

"It's  really  wonderful  to  know 
that  even  if  we  are  not  there,  there 
are  resources  to  carry  this  project 
through,"  Dr  Chandra  said. 

The  number  of  human  beings 
whose  eyesight  has  been  restored 
because  of  Dr  Chandra  and  the 
CBF  are  astronomical.  Richard  and 
Audrey  Langer,  of  Madison,  both 
travelled  to  India  with  Dr  Chandra 
and  witnessed  first  hand  the  work 
of  CBF. 

The  couple  recalls  a story  about 
an  elderly  man  who  used  to  work 
in  the  fields  with  his  son  until  his 
eyesight  failed.  The  man  had  been 
completely  blind  for  five  years  and 
given  up  any  hope  of  seeing  again. 
The  man  told  the  Langers  that  he 
was  emotionally  and  economically 
dependent  on  his  son  and  he  wor- 
ried about  the  burden  he  was  to  his 
son.  Yet,  when  he  heard  of  one  of 
the  eye  camps,  he  decided  to  go 
and  see  if  there  was  any  treatment 
for  himself. 

At  the  camp,  the  man  learned  he 


was  blind  because  of  cataracts  and 
that  the  camp  doctors  could  treat 
one  of  his  eyes  at  that  time  and  the 
other  eye  the  following  year.  He 
agreed  to  the  procedure  and  the 
cataracts  in  his  right  eye  were  re- 
moved. 

Two  weeks  later,  the  man  re- 
turned to  the  camp  to  get  his 
stitches  removed  and  receive  a pair 
of  eyeglasses.  "Dr  Chandra  exam- 
ined his  eye,  removed  the  stitches 
and  then  placed  a pair  of  eye- 
glasses on  him.  For  the  first  time 
in  five  years,  this  man  could  see," 
Langer  noted. 

"The  expression  on  his  face  was 
absolute  amazement!"  Langer  re- 
calls. "He  grabbed  Dr  Chandra's 
hands  between  his  own  and 
thanked  him  over  and  over  for  re- 
storing his  sight.  The  old  man  told 
Dr  Chandra  that  the  first  thing  he 
was  going  to  do  was  go  home  and 
look  at  the  face  of  his  youngest 
grandson,  whom  he  had  never 
seen." 

That  is  just  one  experience  that 
Dr  Chandra  says  makes  all  the  time 


and  effort  you  put  into  the  project 
worthwhile.  "It's  really  quite  a 
wonderful  feeling  to  help  others," 
he  said. 

Since  he  began  CBF,  Dr  Chandra 
has  now  expanded  his  work  to  sev- 
eral other  countries  in  the  world. 
In  February,  he  will  organize  an  eye 
camp  in  Africa.  While  he  says  it  has 
been  difficult  to  get  through  the  bu- 
reaucracy of  some  of  these  coun- 
tries, he  said  there  are  fewer  restric- 
tions because  the  foundation  takes 
no  government  funds  and  is  totally 
funded  by  private  donations. 

CBF  has  also  helped  local 
projects.  About  a year  ago,  CBF 
assisted  in  setting  up  a community 
eye  clinic  in  Madison  to  help  meet 
the  needs  of  the  uninsured  who 
need  eye  care. 

Anyone  interested  in  donating 
to  CBF  or  learning  more  about  how 
to  help  may  contact  Dr  Chandra  at: 
Combat  Blindness  Foundation,  PO 
Box  5332,  Madison,  WI  53705-0332; 
or  at  (608)  238-7777  or  (608)  263- 
9338.  ❖ 
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Nicaragua 


Milwaukee  Physician  keeps 
Nicaraguan  Medical  Grapevine  Going 


Cheryl  McCollum,  contributing  editor 


Give  a person  a fish,  they  will 
eat  for  one  day.  Teach  a per- 
son to  fish,  they  will  eat  for  a lifetime. 

Clearly  that's  the  philosophy  of 
Dr  Sean  Keane.  It's  also  why  twice 
a year  this  Milwaukee  orthopedic 
surgeon  travels  to  Nicaragua  to 
give  medical  lectures  and  teach 
medical  procedures  to  physicians 
in  this  developing  country. 

Spreading  the  Word 

Instead  of  going  to  the  rural  areas 
of  Nicaragua  to  treat  patients.  Dr 
Keane  has  decided  to  go  straight  to 
the  physicians  and  teach  them  new 
techniques  to  treat  their  own  pa- 
tients. Dr  Keane  said  the  physicians 
who  attend  the  lectures  then 
"spread  the  word"  about  the  new 
procedures  to  other  physicians  in 
the  country.  "They  have  a wonder- 
ful informational  grapevine  set  up," 
he  added. 

An  Irish  friend  of  Dr  Keane's  en- 
couraged him  to  get  involved  in 
the  project  10  years  ago  when  the 
need  for  orthopedic  surgeons  in 
Nicaragua  became  so  great.  Since 
then.  Dr  Keane  has  organized 
groups  of  mostly  Wisconsin  phy- 
sicians to  give  these  lectures  and 
teach  new  procedures  to  the  Nica- 
raguan physicians.  The  lectures  are 
given  in  a Nicaraguan  hospital  and 
sometimes  the  American  groups  of 
between  10  to  15  physicians  spend 
as  much  as  two  weeks  lecturing 
and  teaching  first  hand  the  new 


procedures.  They 
also  bring  text- 
books and  videos 
for  the  Nicara- 
guan physicians. 
Approximately 
200  physicians 
come  from  across 
Nicaragua  to  hear 
the  lectures. 


Sean  Keane,  MD  (left),  and  Nicaraguan  orthopedic  surgeon 
Dr  Salis  (right)  are  pictured  with  Nicaragua 's  first  total  hip 
replacement  surgery  patient.  The  operation  was  performed  by 
Dr  Keane. 
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have  provided 
millions  and  mil- 
lions of  dollars  of 
donated  equip- 
ment to  this  coun- 
try of  five  million  residents.  Dr 
Keane  follows  up  by  taking  a wish 
list  back  to  the  United  States  of 
Nicaraguan  physician  needs  and 
then  later  sends  down  more  medi- 
cal supplies. 

Dr  Keane  says  he's  pleased  with 
how  the  process  works  and  the 
successful  outcomes  of  the  pro- 
gram. "We  can't  solve  every  prob- 
lem," he  said.  "Yet,  we  are  at  least 
giving  them  the  tools  to  solve  some 


of  their  problems." 

He  noted  that  about  six  years 
ago,  one  group  provided  a few  lec- 
tures on  how  to  perform 
laparoscopic  surgery.  A year  later 
the  hospital  performed  more  than 
48  laparoscopic  procedures  with 
no  complications  and  the  next  year 
more  than  300  surgeries  had  been 
performed. 

Continued  on  page  548 
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Africa 


No  Laundry  Detergent,  No  Clean  Linens, 
No  Surgery  in  African  Hospital 


Cheryl  McCollum,  contributing  editor 


Before  surgery’  can  be  performed  at  Hospital  Simao  Mendes  in 
Guinea  Bissau,  West  Africa,  the  laundry  most  be  washed  and 
dried.  Pictured  is  the  day’  ’s  surgical  laundry  dtying  by  sunlight. 


A 14-year  old  girl  awaits  surgery  to  remove  a goiter  at  the 
Hospital  Simao  Mendes  in  Guinea  Bissau,  West  Africa.  Per 
Anderas,  MD  notes  that  it  was  very  common  to  not  have  any 
monitoring  equipment  in  the  hospital. 


Clean  linens.  According  to 
Per  Anderas,  MD,  that  is  the 
factor  that  determines  whether  sur- 
gery is  performed  in  the  hospital 
in  Ginea  Bissau,  Africa. 

Describing  the  health  care  sys- 
tem as  "archaic,"  Dr  Anderas  said 
if  the  hospital  in  this  small  coun- 
try in  western  Africa  had  enough 
laundry  detergent,  surgery  could  be 
performed.  "If  no  clean  linens,  no 
surgery  that  day,"  he  said. 

About  three  years  ago.  Dr 
Anderas,  who  practices  surgery  in 
Green  Bay,  received  a request  from 
the  local  chief  of  surgery  in  the 
Ginea  Bissau  hospital  to  come  and 
cover  for  another  surgeon  who  was 
on  vacation.  His  sister  had  done 
some  mission  work  in  Ginea  Bissau 
and  provided  the  chief  of  surgery 
with  his  name.  Dr  Anderas  said  he 
thought  the  experience  would  be  a 
good  one  and  took  up  the  challenge. 

Standard  Operating  Procedures 

While  in  Africa,  he  spent  two 
weeks  doing  a variety  of  proce- 
dures. Although  he  describes  the 
experience  as  "tremendous,"  he 
describes  the  country  as  one  of  the 
"most  god  forsaken  places." 

"There  were  more  than  two 
people  per  bed,"  he  said,  adding 
that  the  500-bed  hospital  always 
had  more  than  100%  occupancy.  Dr 
Anderas  noted  that  it's  pretty  "pa- 
thetic" to  think  that  this  country 
spends  more  on  running  the  presi- 


dency than  to  run 
its  entire  health 
care  system. 

Along  with 
traveling  to  Af- 
rica, Dr  Anderas 
also  did  some  vol- 
unteer work  last 
year  in  Ecuador. 

Both  trips  he  ar- 
ranged on  his 
own  and  paid  for 
out  of  his  own 
pocket.  In  both  ex- 
periences, he  said, 
the  patients  were 
always  grateful 
and  "loved  hav- 
ing a foreign  doc- 
tor." 

What  amazed 
Dr  Anderas  the 
most  about  his  ex- 
periences was  the 
realization  of  how 
much  we  really 
have  in  this  coun- 
try and  how  few  supplies  they 
have  in  developing  Third  World 
countries.  "Yet,  they  function.  They 
do  good  surgery  and  they  tackle 
some  big  stuff,"  he  said.  The  sur- 
geons take  a tremendous  amount 
of  pride  in  their  work,  he  added, 
and  they  do  a good  job  with  the 
resources  they  have  available. 

"The  thing  that  I garnered  from 
the  Third  World  is  [that]  they  don't 
need  me  as  much  as  they  need  our 


stuff,"  he  said. 

Dr  Anderas  recalls  several  times 
in  Africa  when  the  hospital  was 
unable  to  afford  morphine,  so  they 
gave  patients  nothing  for  their  pain 
except  Tylenol.  "And  no  one  com- 
plained," he  said,  adding  that  it's 
amazing  how  different  the  health 
care  systems  are  in  Africa  and  the 
United  States. 

Continued  on  page  548 
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Mexico 


Patients  of  Dr  Suits  Walk  Miles  for  Care 


Jennifer  L.  Fessler,  SMS  communications  intern 


Nearly  10  years  ago,  John 
James  Suits,  MD  retired 
from  his  "wild"  and  very  busy  job 
as  the  director  of  the  Adolescent 
and  Young  Adult  Center  at  the 
state-of-the-art  Marshfield  Clinic. 
Now,  once  a month,  patients  line 
up  to  see  him  outside  a time-worn, 
remote  mission  in  Mexico  now  con- 
verted into  a clinic.  Often  patients 
must  walk  10  to  20  miles  before  they 
join  the  ranks  of  those  waiting  in 
the  tropical  heat. 

Not  Really  Retired 

Soon  after  he  retired.  Dr  Suits  lived 
part  of  the  year  in  Tucson,  Ariz. 
While  volunteering  for  a local 
clinic  there,  he  heard  about  an  or- 
ganization in  the  area  called  Fly- 
ing Samaritans  International  (FSI). 
The  organization  sounded  intrigu- 
ing to  him  and  his  interest  was 
piqued  to  learn  more  about  it. 

After  his  fast-paced  job  in 
Marshfield,  Dr  Suits  said  he  did  not 
welcome  the  idea  of  a full-time  re- 
tirement. "I  was  too  restless  to  not 
do  things,"  he  said. 

So  he  began  going  along  on  trips 
with  FSI,  an  organization  best  de- 
scribed as  "large  but  quiet."  Ten 
years  later,  he  remains  as  involved 
as  ever.  From  branches  scattered 
throughout  California  and  Ari- 
zona, the  organization  provides 
medical  care  to  people  in  remote 
areas  of  Mexico.  Many  of  the  pa- 
tients are  Yaqui  and  Seri  Indians, 
as  well  as  Mexican  nationals.  The 
majority  have  never  been  seen  by 


a physician. 

Monthly,  from  six  to  nine  planes 
take  off  from  each  of  the 
organization's  locations.  One 
plane  is  usually  loaded  with  sup- 
plies. Much  of  it,  according  to  Dr 
Suits,  is  generously  donated  by  the 
Marshfield  Clinic. 

"They  have  provided  a massive 
amount  of  equipment  and  sup- 
plies," he  said.  The  other  planes 
carry  FSI  members  consisting  of 
physicians  of  all  specialties,  nurses, 
pilots,  and  translators. 

A Weekend  of  Service 

On  an  "average"  weekend  trip,  FSI 
members  meet  near  dawn  at  the 
Tucson  International  Airport. 
About  three  or  four  people  board 
each  Cessna,  and  they  take  off,  head- 
ing over  several  mountain  ranges. 
The  planes  must  land  in  San  Felipe 
on  the  east  shore  of  the  Baja  Penin- 
sula to  clear  customs.  They  then  fly 
over  Baja  and  land  at  San  Quentin. 
The  members  immediately  board  a 
bus  and  head  south  to  the  village  of 
Rosario,  where  a former  Franciscan 
Mission  has  been  converted  into  a 
clinic.  Long  lines  of  patients  wait 
outside. 

"The  patients  are  a shy  and  se- 
cretive people.  They  are  very,  very 
poor,  and  the  hardest  working 
people  I have  ever  seen.  Many  are 
struggling  farmers  and  ocean  fish- 
ermen," Dr  Suits  said,  adding  that 
patients  are  usually  afraid  to  trust 
the  doctors  until  the  translators 
speak  to  them.  Then  they  often  smile 


and  are  willing  to  be  helped. 

For  the  journey,  the  doctors 
bring  along  mostly  antibiotics  and 
analgesics.  The  vast  majority  of 
patients  are  treated  for  infectious 
disease  and  trauma.  "There  is  very 
little  functional  disease;  it  is  almost 
100%  organic,"  he  said. 

Dr  Suits  is  full  of  memories  of  the 
remarkable  pathology  he  has  seen. 
Fortunately,  the  FSI  group  is  well- 
prepared.  He  is  quick  to  add  that  a 
wide  variety  of  medical  problems 
are  seen  at  the  clinic.  "The  women 
in  the  area  tend  to  be  affected  more 
due  to  the  climate  and  the  heavy 
labor  required  of  them.  The  people 
there  age  very  young,"  he  said. 

The  nurses,  physicians  and  in- 
terpreters work  all  day  long,  try- 
ing to  see  as  many  patients  as  they 
can.  Dentists  are  restricted  to  extrac- 
tions only,  as  there  are  no  facilities 
for  restorative  work.  Patients  with 
very  serious  illness  usually  must  be 
persuaded  by  interpreters  to  go  to  a 
hospital. 

Dr  Suits  said  his  biggest  prob- 
lem was  trying  to  convince  patients 
to  return  for  follow-up  care,  be- 
cause they  must  walk  so  far.  He  said 
he  also  finds  it  difficult  to  help  pa- 
tients understand  that  they  should 
not  stop  taking  their  medication 
when  they  begin  to  feel  better,  and 
that  they  should  not  share  the  medi- 
cine with  family  members. 

Dr  Suits  said  he  often  feels  frus- 
trated that  he  cannot  do  all  that  he 
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wants  to  because  of  the  number  of 
patients  which  must  be  seen.  The 
lines  finally  thin  out  at  about  4 p.m. 
Some  wait  for  hours,  patient,  un- 
complaining, and  always  grateful 
for  the  care  given. 

On  one  trip.  Dr  Suits  recalls  a 
tiny  woman  about  90  years  old 
who  walked  20  miles  to  be  seen  for 
minor  aches  and  pains,  which  she 
attributed  to  a lifetime  of  hard 
work.  Suits  agreed.  "The  woman 
had  such  a hard  life,  I don't  think 
anyone  had  more  reason  for  aches 
than  her,"  he  said.  After  receiving 
a bottle  of  Advil,  she  walked  the 
great  distance  home  and  back 
again  later,  only  to  bring  the  staff 


Milwaukee  Physician  .... 

Continued  from  page  545 

The  experience  is  a learning  one 
for  physicians  in  both  countries. 
"This  is  not  a one-way  streak,"  he 
said.  "We  learn  from  them  like  they 
learn  from  us." 

One  example,  he  said,  involved 
a man  whose  leg  had  been  muti- 
lated by  a land  mine.  "We  (in  the 
United  States)  would  have  just  am- 
putated the  leg.  But  their  philoso- 
phy is  much  different  down  there," 
he  added. 

"If  you  lose  a leg  in  Nicaragua, 


No  Laundry  Detergent.... 

Continued  from  page  546 

No  Paperwork,  Just  Surgery 

In  Africa,  he  said,  he  didn't  have 
to  worry  about  all  the  paperwork 
and  the  bureaucracy  that  he  has  to 
worry  about  here  in  the  United 
States.  "I  just  did  surgery.  That's  it. 
That  really  makes  doing  surgery  a 


hand-made  candy  to  show  her 
thanks. 

At  the  end  of  the  day,  usually  all 
of  the  patients  have  gone.  The  FSI 
members  stay  over  at  the  hotel, 
then  fly  back  to  Tucson,  Ariz.  early 
the  next  morning. 

The  Need  for  Aid 

FSI  actively  seeks  similar  countries 
and  communities  with  needy  pa- 
tients. Often  villages  in  these  re- 
mote places  will  have  only  one 
phone,  if  any,  so  communication  is 
remarkably  difficult.  Members  are 
also  solely  responsible  for  financ- 
ing excursions,  including  aviation 
costs,  gas,  housing,  and  food. 

Despite  his  frustrations.  Dr  Suits 


it's  a major  tragedy  for  you  and 
your  family,"  Dr  Keane  said,  add- 
ing that  the  physicians  make  every 
effort  to  avoid  amputating  limbs. 
"They  do  not  have  the  funds  to 
purchase  artificial  legs  and  their 
culture  views  any  disability  as  a 
major  liability,"  he  said.  So  physi- 
cians spend  months  reconstructing 
legs  and  arms,  he  noted. 

This  man  underwent  months  of 
reconstructive  surgery.  Dr  Keane 
said,  and  while  this  man's  leg  was 
not  perfect,  he  was  able  to  work  in 
the  fields  and  support  his  family. 
"This  man  now  is  able  to  have  a 


lot  of  fun,"  he  said. 

He  added  that  the  physicians 
perform  surgery  with  whatever 
they  have.  "[In  the  United  States] 
We  get  so  persnickety  with  mak- 
ing sure  we  have  all  the  right 
equipment.  We're  just  so  deep  in 
tradition  here,"  he  said. 

Dr  Anderas  recalls  a situation  in 
Africa  where  the  lights  went  out 


said  he  feels  a deep  sense  of  satis- 
faction from  the  work.  "We  really 
do  accomplish  something,"  he  said. 
He  also  noted  that  such  programs 
are  difficult  to  discover,  because 
there  isn't  any  centralized  means 
of  gathering  information.  Many 
doctors  he  encounters  are  eager  to 
become  involved  in  programs  like 
FSI  long  before  they  retire.  Unfortu- 
nately, he  said,  the  problem  is  not 
the  lack  of  willingness  to  partici- 
pate, but  in  discovering  volunteer 
organizations. 

FSI  now  has  a need  for  doctors 
of  all  disciplines.  If  interested  in 
learning  more  about  Flying  Sa- 
maritans International,  contact  Dr 
Suits  at  (715)  384-3643. ❖ 


future,"  he  said. 

Dr  Keane  modestly  admits  or- 
ganizing the  trips  to  Nicaragua  is 
"the  simplest  of  things  to  do  be- 
cause we  are  so  welcome  down 
there."  Hospitals  do  most  of  the  or- 
ganizing, he  said.  "We  ask  them 
what  programs  they  would  like 
and  then  we  get  the  people  to  do 
the  lectures." 

Dr  Keane  adds  that  the  work  is 
enormously  gratifying.  "It's  one 
part  of  the  world  where  I feel  I am 
doing  some  good."*:* 


while  he  was  doing  surgery  and 
they  only  had  a small  flashlight  as 
backup.  He  completed  the  surgery 
and  the  patient  recovered.  While 
he  admits  it  wasn't  the  best  of  situ- 
ations, he  notes  that  in  developing 
countries  it's  not  unusual  that  they 
"work  with  they  have  and  make 
the  best  of  the  situation."*:* 


548 


Wisconsin  Medical  Journal  • August  1996 


Former  Soviet  Republics 


Wisconsin  Physicians  Help  Rebuild  Health  System  in 
Former  Soviet  Union  Republics 


Dr  Hetsko  united  with  Dr  Dana  Johnson,  interpreter  Irena 
Valenski,  and  Deputy  Minister  of  Health  Kolpatchikova  on 
the  border  of  Europe  and  Asia. 


Cheryl  McCollum,  contributing  editor 

While  the  end  of  the  cold  war 
brought  cheers  from 
around  the  world,  some  physicians 
say  this  historic  event  may  have 
temporarily  hurt  the  health  care 
system  in  the  former  Soviet  Union. 

"In  some  ways  it  is  even  worse 
now  than  it  was,"  said  Montgom- 
ery Elmer,  MD,  a family  physician 
from  Kimberly.  "Because  the  sup- 
ply system  has  broken  down." 

Method  But  Not  the  Means 

Through  the  Fox  Valley  Chapter  of 
Physicians  for  Social  Responsibil- 
ity, Dr  Elmer  organized  a physician 
exchange  program  with 
Outagamie  County  physicians  and 
the  city  of  Kurgan,  located  in  the 
Russian  Republic  on  the  edge  of 
Siberia.  In  the  last  few  years  Dr 
Elmer  and  several  other  physicians 
have  travelled  to  Kurgan  five  times 
to  distribute  medical  supplies  and 
treat  patients.  Twice  since  1990, 
physicians  from  Kurgan  have 
come  to  the  Fox  Valley  area  to  learn 
about  the  United  States  health  care 
system. 

While  Dr  Elmer  says  the  physi- 
cians in  the  former  Soviet  Union 
have  roughly  the  same  knowledge 
base  as  physicians  in  the  United 
States,  he  says  their  resources  are 
not  there.  "They  have  the  method, 
but  not  the  means,"  he  said.  "They 
want  all  the  high-tech  stuff,  but 


their  infrastructure 
from  a basic  level 
is  awfully  poor," 
he  said.  "They 
want  CAT-scans, 
but  they  have  no 
way  to  keep  things 
sterile,"  he  adds. 

As  part  of  the 
exchange,  Dr 
Elmer  said  "sev- 
eral tons"  of  medi- 
cal supplies  have 
been  shipped  over 
to  Kurgan.  He 
notes  that  he  feels 
good  about  the 
program,  but  he 
knows  so  much 
more  needs  to  be 
done. 

Dr  Elmer  says 
the  city  has  hospi- 
tals, but  people  are 
afraid  to  go  to 
them  because  they 
think  they  will  get  sicker  there.  He 
notes  that  mortality  rates  have 
dropped  to  59  years  from  64  years 
in  just  five  years  and  there  have 
been  major  outbreaks  of  diphthe- 
ria in  the  city.  "It's  a major  mess," 
he  said.  Dr  Elmer  also  notes  that 
because  of  radiation  contamination 
from  a nearby  radiation  landfill, 
the  number  of  birth  defects  has  also 
grown. 


Reopening  Closed  Plants 

Edward  Kramper,  MD,  a family 
physician  from  McFarland,  says  he 
also  witnessed  some  new  health 
care  system  problems  since  the 
break  up  of  the  former  Soviet 
Union.  He  recently  traveled  to  the 
Ukraine  with  his  family  to  adopt 
two  children.  While  in  the  country. 
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he  began  treating  patients  at  a mo- 
bile medical  clinic  and  learned  that 
following  the  break  up  of  the  former 
Soviet  Union,  an  Eli  Lilly  plant  that 
produced  insulin  was  forced  to 
close  down.  Which  meant,  he  said, 
that  insulin  was  no  longer  being 
produced  in  the  Ukrainian  repub- 
lic. "This  was  devastating  for  per- 
sons who  suffered  from  diabetes," 
he  said. 

So  when  he  returned  to  the 
United  States,  Dr  Kramper  met 
with  his  local  Eli  Lilly  drug  repre- 
sentative to  discuss  the  plant  clos- 
ing. After  a few  phone  calls  and 
meetings,  the  drug  representative 
got  the  ball  rolling  and  helped  get 
the  insulin  production  plant  up 
and  running  again.  "It's  amazing 
the  little  things  that  can  be  done," 
he  said. 


Along  with 
treating  patients 
in  the  Ukraine, 
Dr  Kramper  has 
also  seen  Ukrai- 
nian patients  in 
the  United  States. 
"Because  of  the 
lack  of  medical 
equipment  there, 
some  patients  are 
brought  to  the 
United  States," 
he  said,  adding 
that  the  treat- 
ment was  paid 
for  by  his  clinic, 
Physicians  Plus. 

Dr  Kramper 
recalls  treating  a 
9-year-old  girl  at 
his  local  clinic 
who  had  a very 
rare  disease.  He 


Dr  Hetsko  (center)  with  Health  officials  from  the  City  of 
Yekaterinburg  in  June  1996.  Minister  of  Health,  Sergei  A. 
Akuloff  (right)  and  Deputy  Minister  of  Health,  Galina 
Kolpatchikova  (left),  at  the  new  Clinic  for  Reconstructive  Sur- 
gery- 


ASSISTANT  MEDICAL  DIRECTOR 
APPLETON,  WISCONSIN 

Aid  Association  for  Lutherans  has  an  immedi- 
ate opening  for  a part-time  medical  director  to 
join  two  others  consulting  on  life,  longterm  care 
and  disability  insurance  (risk  selection).  20 
hours  per  week.  Internal  medicine  or  family 
practice  preferred. 

Send  confidential  resume  (no  phone  calls, 
please)  along  with  salary  requirements  to: 

AAL 

4321  N.  Ballard  Road 
attn:  Asst.  Medical  Director  position 
Appleton,  WI  54911 

or  PAX  your  resume  to  (414)  730-4781 


Aid  Association  for  Lutherans 

4321  N.  Ballard  Road.  Appleton.  WI  34919-000! 


NEUROLOGIST... 

There  is  an  immediate  opening  at  Brainerd 
Medical  Center  for  a Neurologist. 

Brainerd  Medical  Center,  PA 

• 35  Physician  independent  multi-specialty  group 

• Located  in  a primary  sendee  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local 
hospital,  St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Located  in  central  Minnesota  less  than  2-1  / 2 hours 
from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Call  collect  to  Administrator: 

Curt  Nielsen 

(218)  828-7105  or  (218)  829-4901 
2024  South  6th  Street 
Brainerd,  MN  56401 
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noted  that  he  and  his  colleagues 
were  able  to  stop  the  progression 
of  the  disease  and  today  she  is  a 
fairly  healthy  little  girl.  "I  still  send 
meds  over  for  her,  because  they  are 
not  available  in  her  country.  With- 
out that  treatment  she  would  have 
been  totally  disabled.  With  the 
treatment,  she  has  stabilized  and  is 
doing  fairly  well  and  there's  been 
no  cost  to  the  family,"  he  said. 

The  Need  for  Knowledge 

There  is  also  a great  need  to  in- 
crease the  transfer  of  information 
and  medical  technology  to  the  Re- 
publics. 

Cyril  "Kim"  Hetsko,  MD,  a 
Madison  internist  sits  on  the  board 
of  directors  of  International 
Children's  Alliance,  a non-profit 
organization  concerned  with 
children's  health  issues.  Together 


with  coordinator  Deborah 
McFadden  and  University  of  Min- 
nesota neonatologist,  Dana 
Johnson,  MD,  PhD,  Dr  Hetsko 
travelled  in  June  to  Sverdlovsk  in 
Siberia  where  he  met  with  the 
Deputy  and  Deputy  Minister  of 
Health  for  the  region.  These  offi- 
cials are  responsible  for  32  hospi- 
tals, the  medical  school,  laborato- 
ries, and  clinics  that  service  the 
health  needs  of  approximately  six 
million  residents. 

From  these  information-gather- 
ing meetings,  Hetsko  said  proto- 
cols were  developed  that  will  pro- 
vide an  increase  in  the  transfer  of 
information  and  medical  proce- 
dures through  visiting  professor- 
ships, increased  exchange  of 
healthcare  technologies  and  deliv- 
ery systems.  The  program  is  an  on- 


going, long-term  plan  designed  not 
so  much  to  minister  aid  to  the  re- 
gion, but  to  help  them  "help  them- 
selves" through  the  dissemination 
of  information  and  technologies. 
Currently,  in  that  region  of  Russia, 
they  encounter  much  lengthier  hos- 
pital stays  than  are  necessary;  post- 
cardiac care  can  extend  to  two 
months,  and  one-  to  two-year  stays 
in  state-run  sanatoriums  are  not 
uncommon  for  treatment  of  TB.  By 
opening  up  the  exchange  of  infor- 
mation, the  region  will  be  able  to 
learn  how  to  treat  these  issues,  for 
example,  in  much  more  efficient 
means. 

For  more  information  on  the 
volunteering  with  the  Interna- 
tional Children's  Alliance,  please 
contact  Dr  Hetsko  at  (608)  252- 
8000. ❖ 


Protocol  and  Memorandum  of  Understanding  between  the 
International  Children's  Alliance,  Inc.,  USA  and 
Government  of  City  of  Yekaterinburg,  Russia 

Whereas,  we  recognize  1996  as  the  year  of  the  family  in  the  international  goal  of  believing  in  the  future 
well  being  of  the  world's  children.  In  this  respect,  we  acknowledge  that  a meaningful  relationship  has 
been  developing  over  the  past  two  years  between  International  Children's  Alliance  and  the  people  and 
Government  of  the  City  of  Yekaterinburg,  Russia. 

Whereas,  the  leadership  of  the  International  Children's  Alliance  and  the  City  of  Yekaterinburg  agree: 

1.  To  work  on  methods  of  sharing  scientific  and  socio-economic  information  about  the  excellent  pro- 
gram already  implemented  in  the  City  of  Yekaterinburg,  which  already  provides  a model  program  for 
the  reduction  of  infant  mortality  rates. 

2.  International  Children's  Alliance,  Inc.  pledges  to  work  with  the  City  of  Yekaterinburg  Government  on 
developing  improved  methods  of  data  collection  and  health  assessments  of  children  in  orphanages 
and  healthcare  facilities. 

3.  To  have  International  Children's  Alliance,  Inc.  and  the  City  of  Yekaterinburg  Government  pursue 
joint  programs  to  encourage  the  medical,  scientific,  and  medical  economic  interchange  of  information 
with  visiting  professors  and  experts  from  the  United  States. 

4.  Both  the  International  Children's  Alliance,  Inc.  and  the  City  of  Yekaterinburg  Government  pledge  to 
continue  to  discuss  and  plan  joint  programs  to  provide  for  meaningful  and  ongoing  cooperation  and 
assistance  in  children's  health  and  educational  issues. 

Agreement  entered  into  on  this  5th  day  of  June  1996,  Yekaterinburg,  Russia. 
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Working  as  a Volunteer  Olympic  Physician: 
A Chance  of  a Lifetime 


Gregory  L.  Landry,  MD,  Madison 

The  following  article  details  my 
journey  from  knowing  very  little 
about  the  Olympics,  to  serving  my 
country  as  a team  physician  for  the 
1992  Winter  Games  in  France.  Un- 
like professional  athletes,  Olympic 
athletes  are  far  from  pampered. 
Many  do  not  have  health  insurance 
and  depend  on  volunteer  physi- 
cians to  help  them  through  train- 
ing and  competition. 

Training  Camp 

In  1987,  as  a sports  medicine  spe- 
cialist in  the  Department  of  Pedi- 
atrics at  the  UW  Medical  School 
and  a primary  care  team  physician 
for  the  UW-Madison  athletic 
teams,  my  journey  to  the  Olympics 
began.  I discovered  that  the  United 
States  Olympic  Committee  (USOC) 
was  seeking  qualified  primary  care 
physicians  to  participate  in  the 
Olympic  Volunteer  Program.  Nu- 
merous orthopedic  surgeons  and 
athletic  trainers  were  volunteering, 
but  the  number  of  primary  care  phy- 
sicians in  the  volunteer  pool  was 
relatively  small.  In  addition,  physi- 
cians who  had  experience  with  col- 
legiate or  professional  athletes  were 
highly  desirable.  My  colleagues  and 
family  encouraged  me  to  apply. 

Within  several  months  of  sub- 
mitting the  USOC  application 
form,  I received  an  invitation  to 
spend  two  weeks  in  June  of  1988 


Dr  Landry  teaches  primary  care  pedi- 
atrics at  the  University  of  Wisconsin 
and  he  serves  as  Head  Medical  Team 
Physician  for  the  UW-Madison  Athletic 
teams  and  as  staff  physician  for  the  UW 
Hospital  Sports  Medicine  and  Fitness 
Center.  In  1994,  he  became  Head  of  the 
Division  of  General  Pediatrics  and 
Adolescent  Medicine  in  the  Depart- 
ment of  Pediatrics. 


at  the  US  Olympic  Training  Center 
in  Colorado  Springs,  Colo,  as  a 
volunteer  primary  care  physician. 

I spent  a lot  of  time  learning 
about  the  various  sports,  how  the 
athletic  staff  covers  them  and  the 
politics  at  the  USOC.  My  duties 
included  covering  practices  for  a 
variety  of  sports  such  as  team 
handball,  Tae  Kwon  Do,  boxing, 
ri fiery,  and  ping  pong.  There  was 
one  trainer  assigned  with  me  to  the 
practices,  so  often,  I filled  water 
coolers  and  water  bottles,  and  car- 
ried supplies  wherever  they  were 
needed.  I was  used  to  not  having 
everything  at  my  disposal  from 
working  in  the  old  training  room 
at  Camp  Randall. 

I found  the  transition  easy  to 
make,  since  the  practice  sessions 
and  medical  needs  of  the  Olympic 
athletes  were  similar  to  those  of  the 
UW  athletes.  A variety  of  medical 
problems  presented  e.g.,  exercise- 
induced  asthma,  a severe  concus- 
sion and  pelvic  inflammatory  dis- 
ease, to  mention  a few.  Few  of  the 
athletes  had  full  health  insurance, 
so  we  used  a lot  of  donated  phar- 
maceuticals. My  experience  with 
the  NCAA  banned  drug  list  and 
the  UW  Drug  Testing  Program  was 
helpful  in  discussing  similar  issues 
related  to  the  USOC  banned  drug 
list. 

By  the  time  I had  finished,  I was 
concerned  that  they  might  not 
want  a pediatrician  for  future 
Olympic  events,  and  left  Colorado 
Springs  thinking  my  two  week  stay 
might  be  my  only  Olympic  adven- 
ture. 

Olympic  Festivities 

A year  passed  without  any  feed- 
back. Then,  in  the  late  fall  of  1989, 
I was  asked  to  serve  as  a team  phy- 
sician for  the  1990  Olympic  Festi- 


Gregory  L.  Landry,  MD,  examining  an 
athlete. 


val  in  Minneapolis  covering  wres- 
tling and  diving.  I was  excited  by 
the  prospect,  even  though  I had 
never  covered  these  sports  before, 
and  had  no  idea  what  an  education 
awaited  me. 

For  a physician,  wrestling  is  a 
challenge  because  when  an  athlete 
is  injured,  by  rule,  medical  staff 
have  only  two  minutes  to  make  a 
determination  of  the  severity  of  the 
injury  and  whether  or  not  the 
player  should  continue.  In  addi- 
tion, since  the  staff  doesn't  gener- 
ally know  the  athletes,  they  tend 
to  hide  injuries  because  of  fear  of 
being  disqualified.  I was  paired 
with  a veteran  athletic  trainer  who 
had  covered  university-level  wres- 
tling for  years.  Fortunately,  we  had 
no  disasters  and  only  one  hospital 
admission  for  a concussion. 

In  between  practices  and  com- 
petitions, I worked  at  the  central 
medical  clinic  for  the  Festival.  The 
staff  was  pleased  to  have  a pedia- 
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trician  available  when  a speed 
skater  developed  Varicella.  In  ad- 
dition, I was  felt  to  be  the  most 
qualified  to  obtain  informed  con- 
sent on  a pregnant  track  athlete 
who  wanted  to  compete  in  the  Fes- 
tival. 

Prior  to  swimming  and  diving 
competitions  beginning,  the  train- 
ing and  medical  staffs  held  a mock 
water  evacuation.  I quickly  discov- 
ered that  I was  not  a good  enough 
swimmer  to  help  in  the  water,  and, 
if  necessary,  I should  allow  the  cer- 
tified rescuers  to  immobilize  a 
diver  in  the  water.  I would  only  be 
helpful  once  the  athlete  reached 
dry  land.  Out  of  curiosity,  I climbed 
up  to  the  top  of  the  ten  meter  plat- 
form and  promptly  went  back 
down  the  ladder  --  it's  a lot  higher 
than  it  looks  on  television!  Fortu- 
nately, as  with  wrestling,  we  had 
no  major  injuries. 

I was  quite  impressed  with  the 
quality  of  the  athletic  training  staff 
and  physicians  in  Minneapolis, 
and  it  was  after  mentioning  this  to 
a member  of  the  USOC  that  I 
learned  that  we  were  all  candidates 
for  the  medical  "teams"  for  the 
1992  Pan  American  Games,  the 
1992  Winter  and  1992  Summer 
Olympic  Games. 

Cross-Country, 

Across  Countries 

Another  year  passed,  and  in  Janu- 
ary of  1991,  I received  a call  from 
the  USOC  that  I will  never  forget: 
they  wanted  to  know  if  I would 
cover  cross-country  skiing  and  the 
biathlon  at  the  Olympics  in  France. 
Luckily,  the  timing  was  good.  The 
Games  are  two  weeks  in  duration, 
but  the  medical  staff  has  to  arrive 
one  week  ahead  of  the  athletes  to 
acclimate  and  set  up  the  facilities. 

Several  people  agreed  to  cover 
my  pediatric  and  sports  medicine 
patients'  needs  while  I was  away; 
I was  fortunate  to  have  so  much 
help  with  my  absence.  Unlike  a 
private  practitioner,  I did  not  lose 
income  by  volunteering  my  time 
because  I was  salaried.  After  all  the 


preparations  to  leave  my  position 
at  the  UW  for  four  weeks  were 
completed,  I left  for  France  a full 
week  prior  to  the  Opening  Cer- 
emony. My  first  stop  after  navigat- 
ing the  Charles  de  Gaulle  airport 
in  Paris  was  Tufts  University  Eu- 
ropean Center,  Talloires,  on  Lake 
Annecy  for  orientation  and  outfit- 
ting in  official  Olympic  clothing. 

During  orientation,  I learned 
that  our  medical  crew  was  larger 
than  in  previous  games,  because 
the  sports  venues  were  spread  out 
and  we  would  not  have  a centrally- 
located  medical  clinic.  This  limited 
our  interactions  with  other  medi- 
cal personnel  during  the  Games, 
but  with  electronic  mail  and  fax 
machines,  communication  with  the 
Head  Team  Physician  and  Head 
Athletic  Trainer  was  not  hindered. 

Let  the  Games  Begin 

Two  days  before  the  Opening  Cer- 
emony, I joined  up  with  the  cross- 
country skiing  and  biathlon  del- 
egations for  a trek  up  the  moun- 
tain to  Les  Saisies,  a remote  moun- 
tain village  that  turned  out  to  be 
the  most  beautiful  venue  of  the 
Games.  I lived  with  the  delegation 
for  three  weeks;  our  job  was  to  sup- 
port the  athletes  at  our  venue  to  the 
best  of  our  ability. 

The  medical  clinic  consisted  of 
two  small  rooms  in  a large  trailer. 
We  designated  one  room  as  the  ath- 
letic training  area  and  the  other  as 
the  medical  clinic.  The  rooms  had 
a cabinet  for  medication  and  sup- 
plies, a few  chairs,  couple  of  treat- 
ment tables,  and  nothing  else  ex- 
cept the  items  the  training  staff  and 
I brought  with  us.  In  addition  to 
the  facilities  for  each  country  to  use 
as  medical  clinics,  the  French  had 
a central  medical  clinic  for  anyone 
who  might  need  to  be  transported. 
A helicopter  was  available  at  all 
times  near  the  competition  area, 
which  had  to  be  used  once  when  a 
Swiss  technician  ran  into  a ski 
groomer  and  fractured  his  femur. 
In  addition  to  the  three  USOC  vol- 
unteer medical  staff,  each  team 


brought  along  massage  therapists, 
whom  we  felt  it  was  imperative  to 
know  because  they  had  established 
relationships  with  the  athletes. 
There  weren't  many  administra- 
tors on  hand  at  Les  Saisies,  so  it 
was  not  uncommon  for  one  of  the 
trainers  or  me  to  run  errands  for 
the  coaches,  scoop  snow  or  do 
whatever  was  needed  for  the  ath- 
letes. 

There  was  at  least  one  race  each 
day  and  every  morning  after  break- 
fast, we  held  a brief  medical  clinic 
before  heading  out  to  the  race  site. 
Most  of  the  time  we  traveled  by  car, 
because  the  whole  venue  was  de- 
signed for  elite  skiers,  which  made 
the  risk  for  the  lesser  skilled  skier, 
like  myself,  substantial.  Despite 
some  very  cold  temperatures,  the 
athletes  and  staff  were  well  pre- 
pared, which  prevented  visits  to  us 
for  cold-related  illness  such  as 
frostbite. 

Since  there  were  only  three 
medical  staff  members  from  the 
U.S.,  we  were  dependent  on  the 
French  to  cover  the  ski  course  for 
injuries.  We  stayed  near  the  start/ 
finish  area  to  cheer  on  the  athletes. 
For  the  longer  races,  we  helped 
deliver  "feeds"  to  the  athletes,  to 
provide  replacement  fluid  and  car- 
bohydrates. It  seemed  appropriate 
for  a pediatrician  to  do  this,  since 
the  six  ounces  of  fluid  is  most  con- 
veniently delivered  in  an  open 
baby  bottle! 

Because  any  of  the  athletes 
could  be  chosen  for  drug  testing, 
it  was  important  for  us  to  monitor 
all  medications  they  used.  When 
one  of  them  was  chosen  to  be 
tested,  a same  gender  medical  staff 
member  escorted  them  to  help 
with  paper  work  and  insure  that 
proper  procedure  was  followed 
during  the  process. 

Following  races,  we  also  held 
brief  medical  clinics  and  a third 
clinic  was  offered  most  evenings. 
Television  coverage  of  the  events 
was  provided  by  Eurosports,  and 

Continued  on  next  page 


Wisconsin  Medical  Journal  • August  1996 


553 


Continued  from  previous  page 

coverage  of  some  events  was  live, 
others  tape-delayed.  It  did  not 
keep  us  well  informed  and  we 
were  dependent  on  visitors  from 
the  U.S.  delegation  for  news  and 
usually  received  USA  Today  a day 
or  two  late.  There  were  limited  tick- 
ets available  to  the  delegation  to 
attend  evening  events;  it  was  ex- 
citing to  sit  with  the  Olympic  ath- 
letes from  other  venues  and  see  the 
games  live. 

The  amount  of  medical  work  1 
performed  was  minimal.  My  job 
was  to  be  available  even  though  we 
averaged  only  two  visits  to  the 
clinic  per  day.  The  trainers  were 
busier  than  1 because  they  helped 
with  massage  and  other  treatment, 
mostly  for  over-use  injuries.  Symp- 
toms of  a respiratory  illness  in  a 
skier  affects  the  performance  sig- 
nificantly at  this  level,  and  was  not 


compatible  with  competition  re- 
gardless of  what  I prescribed. 
Amongst  the  more  interesting  vis- 
its were  a skier  with  classic  symp- 
toms of  exercise-induced  asthma 
not  previously  diagnosed  ("It's  just 
lung  burn,  doc."),  an  athlete  with 
uterine  bleeding,  and  an  athlete 
with  symptoms  consistent  with  a 
herniated  cervical  disc. 

Closing 

The  Olympic  volunteer  program 
allows  a person  to  serve  in  only  one 
international  event,  so  I will  not  be 
able  to  be  an  Olympic  team  physi- 
cian again.  This  gives  other  physi- 
cians an  opportunity  to  serve.  My 
experience  required  a total  of  seven 
weeks  away  from  my  practice.  It  is 
a test  of  one's  flexibility,  adaptabil- 
ity and  ability  or  work  under  stress 
with  athletes  from  a variety  of 
sports. 

I was  happy  to  provide  medical 


care  to  these  special  young  people 
who  need  to  work  with  physicians 
who  are  knowledgeable  in  sports 
medicine.  It  was  gratifying  to  see 
that  my  skills  were  appreciated 
elsewhere  in  the  country  and 
world.  Despite  the  time  away  from 
my  practice,  the  experience  boosted 
my  confidence  and  encouraged  me 
to  offer  my  services  as  a volunteer 
elsewhere.  Since  1992,  I have  vol- 
unteered on  a regular  basis  at  a 
homeless  shelter  in  Madison,  and 
find  that  work  extemely  gratifying, 
as  well. 

I am  grateful  for  all  I learned  by 
volunteering  to  serve  these  out- 
standing athletes  and  from  the  ath- 
letic trainers  and  physicians  that  I 
had  the  privilege  to  work  with.  I 
remain  thankful  for  the  opportu- 
nity to  serve  my  country  in  this 
capacity.  It  truly  was,  "a  chance  of 
a lifetime."  ❖ 


Organizations  seeking  physician  volunteers 

Following  is  a partial  list  of  organizations  that  are  seeking  physician  volunteers  to  travel  abroad. 

Africare 

AmeriCares 

Catholic  Relief  Services  (provides  di- 

440  R Street,  NW 

161  Cheny  Street 

rectory  of  international  Catholic  volun- 

Washington,  D.C.,  20001 

New  Canaan,  CT  06840 

teer  groups) 

Contact:  Carolyn  Gulatt, 

Contact:  Sarah  Coughlin 

209  West  Fayette  Street 

Director  of  Personnel 

(203)  972-5558 

Baltimore,  MD  21201-3443 

(202)  462-3614 

(800)  486-4357 

(800)  543  5046 

(800)  237-4227 

Amizade,  Ltd. 

Childrens  Emergency  Relief  Team 

American  Refugee  Committee 

1334  Dartmouth  Lane 

(CERT) 

2344  Nicollet  Ave.  South,  Suite  350 

Deerfield,  IL  60015 

(800)  541-4237 

Minneapolis,  MN  55404-3305 

(847)  945-9402 

Contact:  Liz  Menapace 

Fax:  (847)  945-5676 

Combat  Blindness  Foundation 

(612)  872-7060 

PO  Box  5332 

Catholic  Medical  Mission  Board 

Madison,  WI  53705-0332 

Contact:  T.J.  Dubuque  Jr.,  MD 

Contact:  Suresh  Chandra,  MD 

(212)  242-7757 

(608)  238-7777  or  (608)  263-9338 
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Doctors  of  the  World 

Health  Volunteers  Overseas  (HVO) 

Physicians  for  Peace 

Contact:  Dr  Lisa  Adams 

c/o  Washington  Station 

Contact:  Louisa  Nye 

(212)  529-1556 

PO.  Box  65157 
Washington,  DC  20035-5157 

(804)  625-7569 

Doctors  to  the  World 

Contact:  Kate  Skellman 

Physicians  for  Social 

PO  Box  37167 

(202)  296-0928 

Responsibility-- 

Denver,  CO  80237 

Seeking  orthopedic  surgeons. 

Fox  Valley  Chapter 

(303)  758-5405 

pediatricians,  general  surgeons 

Contact:  Montgomery  Elmer,  MD 

Fax:  (303)  758-4124 

520  West  3rd  Street 

Helen  Keller  International  (HKI) 

Kimberly,  WI  54136 

Doctor  to  Doctor 

90  Washington  Street,  15th  Floor 

(414)  788-7680 

1749  Martin  Luther  King  Jr.  Way 

New  York,  NY  10006 

Berkeley,  CA  94709 

Contact:  Dr  Susan  Burger 

Project  HOPE  (Health 

(510)  548-5200 

(212)  943-0890 

Opportunity  for  People 

Fax:  (510)  540-1707 

Everywhere) 

Institute  for  Latin  American 

Health  Sciences  Education  Center 

Doctors  Without 

Concern  (ILAC) 

Millwood,  VA  22646 

Borders  USA,  Inc. 

Creighton  University 

Contact:  Cindy  Merino,  Recruiter 

(Medecins  sans  Frontieres) 

Omaha,  Nebraska 

(800)  544-4673 

11  East  26th  Street,  Suite  1904 

Contact:  Virginia  McGill,  Director 

New  York,  NY  10010 

(800)  343-3645 

Remote  Area  Medical 

Contact:  Cerue  VanDenBroek, 

1834  Beech  Street 

Recruitment  Officer 

International  Medical  Corps 

Knoxville,  TN  37920 

(212)  679-6800 

12233  West  Olympic  Boulevard, 

(423)  588-2998 

Fax:  (212)  679-7016 

Suite  280 

Los  Angeles,  CA  90064-1052 

Sean  Keane,  M.D. 

Esperanca 

Contact:  Pedro  Demacado 

Suite  1007,  2315  North  Lake  Drive 

1911  West  Earll  Drive 

(310)  826-7800 

Milwaukee,  WI  53211-4516 

Phoenix,  AZ  85015 

Fax:  (310)  442-6622 

(414)  277-1115 

Contact:  Lori  Kurtz-Larkin 

Seeking  emergency  medicine,  family 

Organizes  medical  lectures  to 

(602)  252-7772,  ext.  109 

all  specialties,  opthamologists  for  cata- 

practice,  pediatricians,  surgeons 

hospitals  in  Nicaragua 

ract  and  lens  replacement  needed  most 

International  Relief  Teams 

S.E.E.  International 

urgently 

3547  Camino  del  Rio  South, 

27C-2  East  De  La  Guerra 

Suite  C 

Santa  Barbara,  CA  93101 

Flying  Doctors  of  America 

San  Diego,  CA  92108 

(805)  963-3303 

1951  Airport  Road 
DeKalb-Peachtree  Airport 

(619)  284-7979 

Fax:  (805)  963-3564 

Atlanta,  GA  30341 

MAP  United  States 

Thoughts  of  Faith 

(770)  451-3068 

(volunteer  referral  agency) 

John  Shep 

Fax:  (770)  457-6302 

(912)  265-6010 

(608)  873-5099 

Flying  Samaritans  International 

National  Peace  Corps  Association 

U.S.  Committee  for  UNICEF  (United 

PO  Box  40431 

1900  L.  Street,  NW,  Suite  205 

Nations  Childrens  Fund) 

Tucson,  AZ  85717 

Washington,  D.C.,  20036 

333  East  38th  Street 

Contact:  John  James  Suits,  MD 

(202)  293-7728 

New  York,  NY  10016 

(715)  384-3643  or  (520)  529-4925 

(212)  686-5522 

Contact:  Austin  Bush 

Options  (volunteer  referral) 

(520)  885-0003 

3550  Afton  Road 

Wings  of  Mercy 

Contact:  Martin  Thomas 

San  Diego,  CA  92123 

985  W.  96th  Place 

(520)  749-2581 

Global  Volunteers 

375  East  Little  Canada  Road 
Little  Canada,  MN 
(800)  487-1074 

(619)  279-9690 

Thornton,  CO  80221 
(303)  650-0887  ❖ 
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50  Year  Club  - Class  of  1946 


Each  year,  the  SMS  honors  its  members  who  have  served  the  medical  profession  and  their  patients  for  50  years.  The  members  of  the 
Society  congratulate  this  year's  group  of  85  physicians  on  reaching  this  milestone  and  thank  them  for  50  years  of  caring,  dedication 
and  hard  work. 


Shown  here  are  the  members  who  received  their  awards  at  the  Board  of  Directors  meeting  on  July  20, 1996. 


( ""  / ranciscan  Skemp  Healthcare  has  a 

sf*  112-year  commitment  to  providing 
patient-focused  and  family-centered 
care.  Now  affiliated  with  Mayo,  we  con- 
tinue to  provide  quality  care  combined 
with  streamlined  access  to  renowned, 
complex  specialty  care.  We  are  an 
mtegrated  delivery  network  serving  a 
population  base  of  350,000  and  including 
three  hospitals  and  11  clinics  with  158  active 
medical  providers. 


Franciscan  Skemp  Healthcare  has  a variety  of 
primary  care  and  other  specialty  opportuni- 
ties available  in  Wisconsin,  Minnesota  and 
Iowa.  The  practices  are  available  in  ideal, 
family-oriented  environments  with 
outstanding  recreational  and  cultural 
activities.  Excellent  public  and  private 
schools.  Call  Tim  Skinner  or  Bonnie  Nulf 
at  800/269-1986. 

^anciscan/^emp  Franciscan  Skemp 
V y . , V S x Healthcare 

Healthcare  700  West  Avenue  South 


MAYO  HEALTH  SYSTEM 


La  Crosse,  WI  54601 
608/791-9844 
FAX  608/791-9898 
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Laboratory  Diagnosis  of 
Tick-Borne  Diseases  in  Wisconsin 


Kurt  D.  Reed,  MD,  Paul  D.  Mitchell,  PhD,  and  Edward  A.  Belongia,  MD,  Marshfield 


Introduction 

At  least  ten  diseases  of  humans  are 
known  to  be  associated  with  the 
bite  of  ticks,  making  them  the  most 
common  vector-borne  illnesses  in 
the  United  States.1  For  Wisconsin 
residents,  three  diseases  predomi- 
nate: Lyme  disease,  human  granu- 
locytic ehrlichiosis  (HGE),  and  ba- 
besiosis. Lyme  disease  is  caused  by 
the  spirochete  Borrelia  burgdorferi 
and  HGE  is  caused  by  an  ehrlichial 
species  that  resembles  Ehrlichia 
equi.  Babesiosis  is  caused  by  the 
protozoan  Babesia  microti.  The  pri- 
mary vector  for  transmission  of 
these  microorganisms  is  Ixodes 
scapidaris  ( dammini ),  frequently  re- 
ferred to  as  the  deer  or  bear  tick. 2-4 

The  clinical  diagnosis  of  these 
illnesses  can  be  difficult  because 
patients  often  present  with  nonspe- 
cific signs  and  symptoms,  and  they 
may  not  recall  exposure  to  ticks.  In 
addition,  some  persons  may  be 


Drs  Reed  and  Mitchell  are  with  the  Mi- 
crobiology Section,  Marshfield  Labora- 
tories. Dr  Belongia  is  with  the  Depart- 
ment of  Epidemiology  and  Biostatis- 
tics, Marshfield  Medical  Research 
Foundation.  Address  reprint  requests 
to:  Kurt  Reed,  MD,  Microbiology  Sec- 
tion, Marshfield  Laboratories,  1000 
North  Oak  Avenue,  Marshfield,  WI 
54449. 


coinfected  with  more  than  one  tick- 
borne  pathogen.5  Laboratory  test- 
ing is  available  to  aid  in  diagnosis 
and  management  of  these  diseases, 
but  many  of  the  methods  currently 
available  are  either  investigational 
or  not  standardized  between  labo- 
ratories. The  purpose  of  this  article 
is  to  briefly  review  the  epidemiol- 
ogy and  clinical  features  of  tick- 
borne  diseases  in  Wisconsin  and 
discuss  practical  approaches  to 
laboratory  diagnosis. 

Human  Granulocytic  Ehrlichiosis 

Ehrlichia  are  obligate  intracellular 
pathogens  that  infect  white  blood 
cells  of  domestic  and  wild  animals 
and  humans.  These  Gram-negative 
coccobacilli  belong  to  the  Family 
Rickettsiaceae.  Species  designations 
within  the  genus  have  traditionally 
been  based  on  leukocyte  tropism, 
natural  host  specificity,  geographic 
distribution,  and  vector,  rather 
than  genetic  or  phenotypic  traits.6 
Prior  to  1990,  all  recognized  cases 
of  human  ehrlichiosis  in  the  United 
States  were  due  to  Ehrlichia 
chaffeensis,  a species  that  infects 
mononuclear  cells.  In  1994,  the  first 
human  infections  with  a granulo- 
cytic Ehrlichia  were  reported.7  The 
causative  agent  of  HGE  is  an 
Ehrlichia  species  that  is  nearly  iden- 
tical to  the  veterinary  pathogens  E. 
equi  and  £.  phagocytophila.  The  lat- 


ter organisms  have  been  recognized 
as  causes  of  illness  in  horses  and 
ruminants  for  many  years.8  The  ac- 
cumulating evidence  suggests  that 
the  HGE  agent,  E.  equi,  and  E. 
phagocytophila  represent  a single 
Ehrlichia  species,  but  the  current 
nomenclature  remains  confus- 
ing.9-10 

Bakken  and  colleagues  have 
published  detailed  descriptions  of 
the  clinical  manifestations  of 
HGE11.  Patients  with  moderate  to 
severe  infections  usually  present 
with  an  influenza-like  syndrome 
characterized  by  fever  of  at  least 
37. 6C,  headache,  myalgias,  and 
chills.  The  incubation  period  from 
tick  exposure  or  bite  until  illness 
onset  ranges  from  one  to  60  days 
with  a median  of  eight  days.  Vary- 
ing combinations  of  leukopenia, 
anemia,  thrombocytopenia  and  el- 
evated liver  function  tests  are  com- 
mon. The  case  fatality  rate  is  ap- 
proximately 5%.  Since  HGE  is 
more  likely  to  be  diagnosed  in  per- 
sons with  severe  illness,  milder 
cases  may  remain  clinically  unde- 
tected. 

Most  patients  with  HGE  im- 
prove rapidly  when  treated  with 
doxycycline  or  tetracycline.  Treat- 
ment should  be  continued  for  14 
days  to  ensure  eradication  of  B. 

Continued  on  next  page 
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Fig  1.  Wright's  stain  of  peripheral  blood  showing  an  intracytoplasmic  ehrlichial  morula  in  the  center  of  a neutrophil  (original  magnifica- 
tion x800). 


Continued  from  previous  page 

burgdorferi  as  well  as  HGE. 5,7 
Treatment  guidelines  for  pregnant 
women  or  children  have  not  been 
developed. 

The  HGE  agent  is  found  within 
cytoplasmic  inclusions  called 
morulae  (mulberry-like)  within  pe- 
ripheral blood  granulocytes  of  in- 
fected patients  (Fig  1).  Inclusion 
bodies  contain  one  or  more  coc- 
coidal  to  cocco-bacillary  organisms 
approximately  0.2-0. 6 microns  in 
diameter  and  0.4-1. 5 microns  long. 
Inclusions  can  be  observed  in  in- 
dividual granulocytes  with  Gi- 
emsa  or  Wright  stains  and  are  best 
seen  with  oil  immersion  micros- 
copy. The  acridine-orange  fluores- 
cent stain  is  an  alternative  method 
for  detecting  inclusions. 

Although  HGE  has  been  re- 
ported in  New  York,  Connecticut, 
and  Massachusetts,  the  majority  of 
recognized  cases  have  occurred  in 
Northwestern  Wisconsin  and  east- 
ern Minnesota.  A survey  of  three 
reference  laboratories  by  the  Wis- 
consin Bureau  of  Public  Health 
yielded  84  laboratory-confirmed 
HGE  infections  from  1988  to  1994 
among  residents  of  Wisconsin  and 
Minnesota.12  The  majority  of  the 
Wisconsin  patients  resided  in  the 
northwest  quadrant  of  the  state  or 
reported  tick  exposure  from  this 
area. 

The  ecology  and  epidemiology 
of  HGE  remains  incompletely  un- 
derstood. However,  there  is  strong 
evidence  that  Ixodes  scapularis  is  the 
primary  tick  vector.  The  HGE 


agent  has  been  identified  in  ticks 
collected  in  Washburn  County  dur- 
ing 1982  and  1991. 2 Since  surveil- 
lance data  for  HGE  are  not  avail- 
able, it  in  uncertain  to  what  extent 
the  apparent  increase  in  cases  is 
due  to  an  increasing  incidence  of 
infection  or  improved  case  detec- 
tion with  heightened  clinical 
awareness  and  improved  diagnos- 
tic tools.  Factors  that  may  have 
contributed  to  a true  increase  in 
HGE  include:  changes  in  the  popu- 
lation density  of  the  tick  vector; 
changing  patterns  of  human  expo- 
sure in  tick-infested  areas;  emer- 
gence of  a new  E.  equi  strain  that 
has  a broader  host  range;  or, 
changes  in  the  ecology  of  the  res- 
ervoir hosts. 

The  laboratory  diagnosis  of 
HGE  can  be  made  by: 

1)  detection  of  characteristic 
ehrlichial  morulae  within  pe- 
ripheral blood  granulocytes; 

2)  demonstration  of  specific  an- 
tibodies in  serum; 

3)  amplification  of  specific  16S 
rDNA  from  whole  blood  by 
the  polymerase  chain  reaction 
(PCR);  or, 

4)  isolation  of  the  etiologic  agent 
in  cell  culture.7,9, 13 

Using  a combination  of  these  meth- 
ods, 31  cases  of  HGE  have  been 
identified  by  our  laboratory  in  the 
past  two  years.  Twenty-six  patients 
(84%)  resided  in  or  had  exposure 
to  ticks  in  Northwestern  Wiscon- 
sin; five  resided  in  east-central 
Minnesota  (Fig  2). 

Wright-stained  peripheral  blood 
films  of  28  patients  were  examined 


microscopically  for  granulocytic 
morulae.  Fourteen  cases  (50%)  were 
positive  for  inclusions  with  the  per- 
cent of  infected  granulocytes  vary- 
ing from  0.14-6.0.  Although  smear 
examination  can  be  a rapid  method 
for  diagnosis  of  HGE,  the  low  per- 
centage of  infected  cells  makes  mi- 
croscopy tedious,  and  some  cases 
may  be  missed  by  technicians  un- 
familiar with  the  morphology  of 
ehrlichial  inclusions.  For  diagnos- 
tic purposes,  we  recommend  that  at 
least  four  freshly-made  peripheral 
blood  smears  be  examined  before 
considering  them  negative. 

Immunoserologic  testing  for 
HGE  is  based  on  the  close  genetic 
and  antigenic  relationship  between 
the  causative  organism  and  E.  equi. 
Most  laboratories  detect  antibod- 
ies to  HGE  by  an  indirect  fluores- 
cent antibody  (IFA)  assay  using  E. 
equi  as  a substrate.  In  our  series  of 
patients,  12/23  (52%)  demon- 
strated a diagnostic  four-fold  rise 
in  antibody  titer  over  two-  to  ten- 
weeks.  Sera  of  16  additional  pa- 
tients demonstrated  titers  greater 
than  1:32  (normal  controls  <1:16) 
on  initial  presentation.  Based  on 
experience  with  our  methodology, 
we  consider  titers  >1:32  suggestive 
of  a recent  HGE  infection. 

Interpretation  of  immunofluo- 
rescent  assays  for  the  detection  of 
HGE  antibodies  requires  consider- 
able experience,  and  methods  and 
cutoff  values  are  not  yet  standard- 
ized between  laboratories.  In  addi- 
tion, serologic  testing  is  not  clini- 
cally useful  when  the  acute  titer  is 
low.  Therefore,  additional  labora- 
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tory  tests  should  be  carried  out  to 
confirm  the  diagnosis  in  all  sus- 
pected cases. 

Detection  of  HGE-specific  DNA 
in  peripheral  blood  by  PCR  is  a 
promising  method  for  rapid  diag- 
nosis. Bakken  and  colleagues  re- 
ported positive  results  for  16/37 
(43%)  of  acute-phase  blood 
samples  using  a 16S  rDNA  prim- 
ers.11 In  our  laboratory,  28/28 
(100%)  acute-phase  samples  were 
PCR  positive  when  using  a differ- 
ent primer  pair.2  The  sensitivity  of 
PCR  for  our  patient  series  may  be 
artificially  elevated  because  it  was 
our  primary  method  of  case  iden- 
tification. However,  the  specificity 
of  this  assay  appears  high  since  26/ 
28  (93%)  of  the  PCR-positive  cases 
were  confirmed  by  another  meth- 
odology. Several  technical  aspects 
of  PCR  testing  have  not  yet  been 
fully  evaluated,  including  optimal 
specimen  collection  and  storage 
conditions,  sample  volume,  and 
performance  of  different  primer 
sets.  In  the  interim,  HGE  diagno- 
sis by  PCR  should  be  considered 
an  investigational  tool  and  when- 
ever possible,  diagnosis  should  be 
confirmed  by  a different  method. 

An  important  recent  develop- 
ment in  the  laboratory  diagnosis  of 
HGE  is  the  successful  isolation  of 
the  etiologic  agent  in  cell  culture. 
Goodman  and  colleagues  used  a 
line  of  human  promyelocytic  leu- 
kemia cells  to  recover  the  organism 
from  whole  blood  of  three  pa- 
tients.12' Recovery  of  the  agent  of 
HGE  in  culture  provides  a defini- 
tive diagnosis  and  should  allow 
the  development  of  more  specific 
reagents  for  immunoserologic  tests 
in  the  future.  In  addition,  serum 
from  patients  with  culture-proven 
cases  of  HGE  will  be  invaluable  in 
evaluating  the  sensitivity  and 
specificity  of  new  immunodiag- 
nostic  tests  as  they  become  avail- 
able. 

Lyme  Disease 

Lyme  disease  is  particularly  en- 
demic in  areas  of  Minnesota,  Wis- 


Fig  2.  Counties  of  residence  of  31  patients  with  laboratory-confirmed  human  granulo- 
cytic ehrlichiosis  who  had  specimens  submitted  to  Marshfield  Laboratories  from  1993  to 


1995. 

consin  and  New  England.  In  1994, 
409  cases  of  confirmed  Lyme  dis- 
ease were  reported  in  Wisconsin  (8 
cases  per  100,000  person-years).14 
The  highest  rates  occurred  in  the 
northwest  and  west  central  regions 
of  the  state.  The  tick  vector,  I. 
scapularis,  is  widely  distributed  in 
these  geographical  locations.15 

Like  other  spirochetal  diseases, 
the  signs  and  symptoms  of  Lyme 
disease  occur  in  stages  and  involve 
a variety  of  tissues,  including  skin, 
joints,  heart,  and  nervous  system. 
The  varied  and  nonspecific  symp- 
toms frequently  lead  to  confusion 
with  other,  more  common  condi- 
tions. In  most  patients,  the  hall- 
mark of  initial  infection  is 
erythema  migrans  (EM),  an  annu- 
lar skin  lesion  caused  by  multipli- 
cation of  spirochetes  at  the  site  of  a 
tick  bite.  In  some  instances,  he- 


matogenous dissemination  results 
in  multiple  secondary  skin  lesions. 
However,  EM  does  not  always  ap- 
pear as  a typical  bull's-eye  rash, 
and  many  patients  do  not  recall 
being  bitten  by  a tick.16  Without  ap- 
propriate antimicrobial  therapy, 
the  infection  may  progress  during 
the  next  several  months  to  years 
and  involve  other  organ  systems. 
Early  diagnosis  and  treatment  of 
erythema  migrans  are  therefore 
necessary  to  prevent  the  sequelae 
of  Lyme  disease. 

Culture  of  B.  burgdorferi  from 
suspected  EM  lesions  is  currently 
the  "gold  standard"  for  diagnosis 
and  can  be  accomplished  quickly 
enough  to  be  clinically  relevant.17 
Since  1991,  our  laboratory  has  iso- 
lated B.  burgdorferi  from  74  patients 

Continued  on  next  page 
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with  primary  or  secondary  EM.  The 
mean  time  to  detection  was  6.5  days 
(range  one-16  days).  Borrelia  cul- 
tures are  most  appropriate  for  pa- 
tients having  lesions  suspicious  for 
primary  EM,  especially  those  that 
are  atypical  in  appearance.  The  le- 
sions of  secondary  EM  are  often  so 
characteristic  that  the  diagnosis  can 
be  made  on  clinical  grounds  and 
the  cost  of  culture  may  not  be  justi- 
fied (Fig  3).  Culture  isolation  should 
also  be  considered  when  tick  expo- 
sure occurs  in  a geographical  area 
where  an  enzootic  cycle  of  B. 
burgdorferi  has  not  yet  been  estab- 
lished with  certainty. 

Isolation  of  B.  burgdorferi  from 
sites  other  than  skin  has  not  been 
nearly  as  successful.  Occasional 
isolates  from  blood  of  patients  with 
early  disseminated  Lyme  disease 
have  been  reported;  positive  cul- 
tures from  cerebrospinal  fluid  and 
synovial  fluid  are  extremely  rare. 
These  results  probably  reflect  the 
intermittent,  low-level  spirochet- 
emia  during  hematogenous  dis- 
semination of  the  organism  and  the 
inherently  low  numbers  of  spiro- 
chetes found  in  CSF  and  synovial 
fluids. 

The  diagnostic  usefulness  and 
reliability  of  many  immunosero- 
logic  assays  for  Lyme  disease  have 
been  controversial.  Several  factors 
contribute  to  the  limitations  of  cur- 
rently  available  assays.  B. 
burgdorferi  has  a complex  antigenic 
structure,  and  many  assays  utilize 
lysed  whole  organisms  to  generate 
antigen.  Some  of  these  antigens 
cross-react  with  antibodies  to  other 
microorganisms  and  antibodies  to 
various  tissue  components.  This 
cross-reactivity  can  cause  false- 
positive results,  especially  when 
whole-cell  extracts  are  used.18  De- 
spite these  limitations,  the  useful- 
ness of  serologic  tests  has  im- 
proved since  the  Centers  for  Dis- 
ease Control  and  Prevention 
(CDC)  established  standard  crite- 
ria for  interpretation.19 


According  to  current  CDC  recom- 
mendations, all  serum  specimens 
should  be  evaluated  in  a two-step 
process.  The  first  step  employs  a 
sensitive  serologic  test,  such  as  an 
enzyme  immunoassay  (EIA)  or  im- 
munofluorescent  assay  ( 1FA).  All 
specimens  found  to  be  positive  or 
equivocal  by  a sensitive  EIA  or  IFA 
should  be  tested  by  a standardized 
Western  blot  procedure. 

Specimens  found  to  be  negative 
by  a sensitive  EIA  or  IFA  need  not 
be  tested  further. 

When  Western  immunoblot  is 
used  in  the  first  four  weeks  after 
disease  onset  (early  Lyme  disease), 
both  IgM  and  IgG  procedures 
should  be  performed.  Most  Lyme 
disease  patients  will  seroconvert 
within  this  four  week  period.  In  the 
event  that  a patient  with  suspected 
early  Lyme  disease  has  a negative 
serology,  evidence  of  infection  is 
best  obtained  by  the  testing  of 
paired  acute  and  convalescent- 
phase  samples.  In  late  Lyme  dis- 
ease, the  predominant  antibody 
response  is  usually  IgG.  Since  spe- 
cific IgG  should  be  present  in 
nearly  all  patients  after  one  month 
of  B.  burgdorferi  infection,  a posi- 
tive IgM  test  result  alone  does  not 
support  the  diagnosis  of  Lyme  dis- 
ease if  symptoms  have  been 
present  for  a longer  time. 

An  IgM  blot  is  considered  posi- 
tive if  two  of  the  following  three 
bands  are  present:  24  kDa  (OspC), 
39  kDa  (BmpA),  and  41  kDa  (Fla). 
An  IgG  blot  is  considered  positive 
if  five  of  the  following  ten  bands 
are  present:  18,  21  (OspC),  28,  30, 
39  (BmpA),  41  (Fla),  45,  58  (not 
GroEL),  66  and  93  kDa. 

Because  there  is  limited  avail- 
ability and  poor  standardization 
among  IgM  immunoblot  reagents, 
some  laboratories  use  alternative 
methods  to  diagnose  early  disease. 
We  evaluated  an  IgM  IFA  test  us- 
ing a panel  of  sera  from  patients 
with  culture-proven  EM.  Of  19  pa- 
tients with  primary  lesions,  eight 
(42%)  had  detectable  IgM  antibod- 
ies to  B.  burgdorferi  in  acute  serum. 


Fig  3.  Multiple  secondary  lesions  of  early 
Lyme  disease.  (Courtesy  of  John  Melski, 
MD) 


IgM  was  also  present  in  all  of  32 
patients  presenting  with  multiple 
lesions  of  secondary  EM.  No  cross- 
reactivity was  observed  with  sera 
from  healthy  persons  or  patients 
with  rheumatoid  arthritis,  infec- 
tious mononucleosis,  systemic  lu- 
pus erythematosus,  syphilis,  or 
streptococcal  sequelae.20 

Patients  with  rheumatologic 
and  neurologic  manifestations  of 
Lyme  disease  can  be  frustrating 
problems  for  clinicians.  Since  syn- 
ovial fluid  and  CSF  are  rarely  posi- 
tive by  culture  and  can  be  difficult 
to  evaluate  by  current  immunose- 
rologic  methods,  PCR  has  been  in- 
vestigated as  a means  to  detect  B. 
burgdorferi-  specific  DNA  sequences 
in  these  specimens.21  However, 
PCR  methods  vary  widely  among 
laboratories  and  there  is  little  con- 
sensus as  to  the  best  primer  sets  to 
employ.  Laboratories  performing 
PCR  must  utilize  strict  quality  con- 
trol procedures  to  prevent  false- 
positive results  due  to  contamina- 
tion. Despite  these  drawbacks,  a 
PCR  reaction  positive  for  multiple 
target  sequences  supports  a diag- 
nosis of  active  B.  burgdorferi  infec- 


560 


Wisconsin  Medical  Journal  • August  1996 


Specimen  Requirements  for  Laboratory  Testing  for  Tick-Borne  Diseases:  (1 ) Testing  of  acute  and  convalescent  sera  recom- 
mended; two-four  weeks  apart.  (2)  Within  four  weeks  of  disease  onset.  (3)  Western  blot  recommended  on  all  sera  positive  by 

IFA  or  EIA  screening  tests.  (4)  Transport  conditions  for  PCR  specimens  vary  widely  between  laboratories.  Contact  testing 

laboratory  for  specific  details. 

Disease 

Laboratory  Tests 

Specimen  Requirements 

Ehrlichiosis 

Peripheral  blood  films  - Microscopic  studies 

4-6  unstained  slides 

Culture: 

EDTA-collected  whole  blood 

3-5  mL  (Purple-top 

(Investigational) 

vacutainer  tube) 

Serology: 

Polyvalent  IFA1 

2 mL  serum  (Red-top 
vacutainer  tube) 

PCR:4 

EDTA-collected  whole  blood 

3-5  mL  (Purple-top 

(Investigational) 

vacutainer  tube) 

Lyme  Disease 
Erythema  Migrans  (EM) 

Culture: 

Skin  biopsy 

2-4  mm.  biopsy  in  Borrelia 

(early  disease)2 

transport  medium 

Blood 

2,  20  mL  samples  from  separate 
sites,  1-3  hours  apart  in  SPS 
vacutainer  tubes  (Yellow-top) 

Serology: 

EIA/IgM-IFA/IgG  and  IgM 
immunoblots3 

2 mL  serum 

Arthritis  (late  disease) 

Culture: 

Synovial  fluid 

5-10  mL  in  sterile  tube 

Serology: 

EIA/IgG  Blot 

2 mL  serum 

PCR:4 

Synovial  fluid 

1 mL  in  sterile  tube 

N euroborreliosis 

Culture: 

CSF 

1-5  mL  in  sterile  tube 

(late  disease) 

Serology: 

EIA  (serum  and  CSF).  CSF 
Index  calculated  if  EIA  results 

2 mL  serum;  2 mL  CSF 

are  elevated.  IgG  immunoblot 
(serum). 

PCR:4 

CSF 

1 mL  in  sterile  tube 

Babesiosis 

Peripheral  blood  films  - Microscopic  studies 

4-6  unstained  slides 

Serology: 

Polyvalent  IFA1 

2 mL  serum 

PCR:4 

EDTA-collected  whole  blood 

3-5  mL  (Purple-top 

(Investigational) 

vacutainer  tube) 

tion  and  may  be  useful  for  case  man- 
agement. 

Babesiosis 

Babesiosis  is  a malaria-like  illness 
caused  by  the  protozoan  Babesia 
microti.  The  organism  infects  eryth- 
rocytes and  is  transmitted  to  hu- 
mans most  often  by  the  bite  of  the 
nymphal  stage  of  I.  scapularis.  The 
white-footed  mouse  ( Peromyscus 
leucopus)  is  the  principle  reservoir 
host  in  nature,  as  it  is  with  B. 


burgdorferi ,4- 22  First  reported  in 
Wisconsin  in  1983,23  less  than  one 
dozen  confirmed  cases  have  been 
documented  by  the  Division  of 
Health  since  that  time  (J. 
Kazmierczak,  personal  communi- 
cation). The  explanation  for  the 
low  apparent  incidence  of  babe- 
siosis relative  to  Lyme  disease  is 
unclear.  However,  the  nonspecific 
symptoms  of  babesiosis  may  limit 
clinical  recognition  in  persons  with 
milder  illness,  and  there  may  be  a 


high  rate  of  a symptomatic  infec- 
tion.24 

In  moderate  or  severe  cases, 
symptoms  begin  one  to  two  weeks 
following  the  bite  of  an  infected 
tick.  There  is  a gradual  onset  of 
malaise,  anorexia,  and  fatigue  fol- 
lowed by  fever,  profuse  perspira- 
tion, headache  and  myalgias.  The 
spectrum  of  clinical  disease  ranges 
from  mild  to  severe  disease  with 
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hemolytic  anemia,  renal  failure, 
and  hypotension.  The  clinical 
manifestations  appear  to  be  more 
severe  in  persons  who  are  elderly, 
asplenic,  or  otherwise  immuno- 
compromised. The  recommended 
therapy  for  babesiosis  is  oral  qui- 
nine combined  with  clindamycin.25 
Successful  treatment  may  be  fol- 
lowed with  continued  fatigue, 
malaise  and  intermittent  low- 
grade  fever  for  several  weeks  to 
months. 

The  laboratory  diagnosis  of  ba- 
besiosis is  usually  made  by  exam- 
ining thick  and  thin  peripheral 
blood  films  for  the  presence  of 
intraerythrocytic  ring  forms  of  the 
organisms.  The  parasites  resemble 
Plasmodium  falciparum,  but  lack 
pigment.  Tetrads  of  budding  tro- 
phozoites within  red  blood  cells 
are  highly  characteristic  of  B. 
jnicroti,  although  they  are  rarely 
seen. 

Detection  of  specific  antibody  to 
B.  microti  by  IFA  has  been  success- 
fully used  to  confirm  the  diagno- 
sis of  babesiosis.  Titers  of  1:64  or 
greater  are  considered  elevated, 
and  most  patients  with  acute  ill- 
ness have  titers  of  1:1024  or 
greater.  Research  laboratories  can 
isolate  B.  microti  from  blood  speci- 
mens by  inoculating  experimental 
animals,  usually  hamsters.  PCR- 
based  assays  are  also  available  as 
a research  tool,  but  they  are  not 
widely  available  for  clinical  use. 

Coinfections 

The  nymphal  stage  of  I.  scapularis 
has  a broad  host  range,  therefore 
increasing  the  chance  of  acquiring 
multiple  pathogens  from  reservoir 
hosts.  Pancholi  and  colleagues 
have  detected  coinfection  with  B. 
burgdorferi  and  HGE  among  Ixodes 
ticks  collected  in  Northwestern 
Wisconsin.2  This  suggests  that  pa- 
tients with  one  documented  tick- 
transmitted  disease  may  be  at  in- 
creased risk  for  infection  due  to 
other  tick-transmitted  microorgan- 
isms. 


We  investigated  this  possibility 
by  looking  for  immunoserologic 
evidence  of  coinfection  among  pa- 
tients with  a primary  diagnosis  of 
Lyme  disease,  HGE,  or  babesiosis.5 
Of  96  patients  with  Lyme  disease, 
nine  (9.4%)  demonstrated  evidence 
of  coinfection  with  HGE,  babesio- 
sis, or  both  organisms.  Similarly,  of 
19  patients  with  HGE,  three 
(15.8%)  showed  evidence  of 
coinfection.  Infection  with  multiple 
agents  may  explain,  in  part,  the 
variable  manifestations  and  clini- 
cal responses  noted  in  some  pa- 
tients with  tick-transmitted  dis- 
eases. From  a practical  viewpoint, 
in  certain  clinical  settings  labora- 
tory testing  for  coinfection  may  be 
indicated  to  assure  that  appropri- 
ate antimicrobial  therapy  is  given 
to  patients. 

Specimen  Requirements  for 
Laboratory  Testing 

The  laboratory  diagnosis  of  tick- 
borne  diseases  is  enhanced  by  care- 
ful attention  to  proper  collection 
and  transportation  of  specimens  to 
the  testing  facility.  This  can  be  a 
confusing  issue  given  the  diversity 
of  test  methods  used  and  the  varia- 
tion of  specimen  requirements  be- 
tween laboratories.  The  table  out- 
lines specimen  requirements  our 
laboratory  has  for  the  most  common 
tests  used  to  diagnose  tick- transmit- 
ted diseases.  Prior  to  submitting 
specimens  it  is  useful  to  contact  the 
testing  laboratory  for  specific  de- 
tails. 

Summary 

During  the  past  two  decades,  tick- 
borne  diseases  of  humans  have 
become  more  prevalent,  in  part 
because  of  increased  rural  living 
and  increased  outdoor  recreational 
activities.  These  diseases  can  result 
from  various  microorganisms  and 
include  bacteria,  rickettsia,  viruses, 
and  protozoa.  Three  diseases  en- 
demic to  Wisconsin  and  Minnesota 
— Lyme  disease,  HGE,  and  babe- 
siosis, are  transmitted  by  the  deer 
or  bear  tick,  Ixodes  scapularis.  Since 


potential  exists  for  simultaneous 
transmission  of  more  than  one 
pathogen,  clinicians  should  con- 
sider testing  for  several  etiologic 
agents.  Proper  selection  of  labora- 
tory tests  will  help  to  ensure  that 
patients  are  treated  with  appropri- 
ate antimicrobial  therapy  to  reduce 
the  morbidity,  and  in  some  in- 
stances mortality,  of  these  diseases. 
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A he  journey  to  excellence  is  never-ending.  And  with  the  winds  of  economic 
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Health  Care  Service  at  a Camp 
for  the  Developmentally  Disabled: 

A Four  Year  Experience  at  Wisconsin  Badger  Camp 


This  report  describes  the  health  care  system  at  a Wisconsin  summer 
camp  for  the  developmentally  disabled.  It  also  investigates  the  acute 
medical  problems  the  camp  encountered  over  the  four  year  period  of 
1992  to  1995.  It  demonstrates  that  the  camp's  health  care  system 
functioned  well  without  an  on-site  physician.  Wis  Med  ] 1996;95 
(8):565-569. 


Douglas  G.  Oik,  MD,  Dubuque,  Iowa 


Each  year,  over  250  recre- 
ational and  educational 
camps  in  Wisconsin  are  issued  per- 
mits to  operate  by  the  Wisconsin 
Department  of  Health  and  Human 
Services.1  The  majority  of  these 
camps  provide  some  form  of  on- 
site health  care  service.  Health  care 
requirements  for  these  camps  are 
outlined  in  Wisconsin's  Adminis- 
trative Code  (Ch.  HHS  175.)2 

Previous  reports  have  described 
the  experiences  at  camps  in  other 
states  3,4,5  and  at  camps  that  serve 
those  with  asthma,6, 7 sickle  cell 
anemia,8  and  chronic  illnesses.9 
There  have  been  no  reports  of 
camps  in  Wisconsin  nor  of  those 
that  serve  the  developmentally  dis- 
abled. This  report  describes  the 
health  care  system  at  Wisconsin 
Badger  Camp  and  investigates  the 
acute  medical  problems  the  camp 
encountered  over  a four  year  pe- 
riod (1992  to  1995.)  It  also  exam- 
ines how  well  the  camp  managed 


Oik  is  a pediatrician  in  private  prac- 
tice at  the  Medical  Associates  Clinic  in 
Dubuque,  IA  and  also  staffs  a clinic  in 
Cuba  City,  WI.  He  serves  as  a volun- 
teer medical  consultant  and  as  chair- 
man on  the  Wisconsin  Badger  Camp's 
Board  of  Directors.  Reprint  requests 
to  Douglas  G.  Oik,  MD,  Department  of 
Pediatrics,  Medical  Associates  Clinic, 
1000  Langworthy  Ave.,  Dubuque,  IA 
52001,  319-589-9760. 


these  medical  problems  following 
Ch.  HHS  175  requirements. 

Methods 

Camp  Setting  and  Demographics 

Wisconsin  Badger  Camp  is  a sum- 
mer camp  for  the  developmentally 
disabled  that  is  located  near  Prai- 
rie du  Chien,  Wisconsin.  Founded 
in  1966,  the  camp  is  not-for-profit 
and  provides  a variety  of  educa- 
tional and  recreational  activities  for 
its  campers.  Each  summer,  the 
camp  offers  eight  one-week  ses- 
sions and  one  two-week  session. 
During  the  one-week  sessions, 
campers  arrive  on  Sunday  and  de- 
part on  Friday.  During  the  two- 
week  sessions,  campers  arrive  on 
Sunday  and  depart  eleven  days 
later  on  the  following  Thursday. 

Over  the  four  summers  sur- 
veyed (1992  to  1995),  2802  camp- 
ers (1453  males  and  1349  females) 
attended  the  camp.  Their  ages 
ranged  from  four  years  to  89  years 
with  a median  age  of  33  years.  Lev- 
els of  disability  ranged  from  mild 
to  severe-profound: 

• 16%  utilized  a wheelchair  or 
walker; 

• 16%  required  assistance  with 
feeding; 

• 21%  were  non-verbal; 

• 44%  of  the  campers  required  as- 
sistance in  dressing; 

• 68%  were  unable  to  read; 

• 70%  were  taking  some  type  of 
prescription  medication. 


Over  the  same  four  seasons,  45 
to  50  staff  per  year  (counselors,  ac- 
tivity directors,  kitchen  staff)  were 
employed.  The  majority  of  these  in- 
dividuals were  college-age  adults 
with  professional  interest  in  the 
developmentally  disabled. 

Health  Care  System  at  Camp 

The  camp's  medical  facilities  in- 
clude a 310-sq.  ft.  infirmary.  The 
infirmary  consists  of  a medication 
storage  and  dispensing  area,  a 
treatment  table  and  supplies,  a 2- 
bed  "sick  bay,"  a small  storage 
room  and  a nurses'  sleeping  quar- 
ters. Emergency  equipment  in- 
cludes oxygen  with  bag  mask  ven- 
tilation apparatus,  portable  suction 
machine  and  emergency  drug  box 
(epinephrine,  glucagon,  diphenhy- 
dramine,  IV  solutions,  and 
anticonvulsants).  Routine  diag- 
nostic equipment  (otoscopes, 
stethoscopes,  blood  pressure  cuffs, 
throat  culture  plates  and  incuba- 
tor), common  over-the-counter 
medications,  and  a supply  of  com- 
monly used  prescription  medica- 
tions (oral  antibiotics,  creams,  etc.) 
are  available.  Emergency  phone 
numbers  and  an  emergency  ve- 
hicle are  available  at  all  times. 

Wisconsin  Ch.  HHS  175  requires 
that  camps  have  a: 

...health  supervisor  who  is  re- 
sponsible for  routine  and  emer- 
gency health  care  supervision  at 
camp.  The  on-site  health  service 
staff  shall  include  a physician  li- 
censed in  Wisconsin  or  a regis- 
tered nurse  licensed  in  Wiscon- 
sin or  other  adult  holding  a cur- 
rent certificate  for  completion  of 
the  United  States  Department  of 

Continued  on  next  page 
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Transportation  First  Responder 
Course  or  equivalent,  and  shall 
hold  current  certification  from 
the  American  Red  Cross  or  the 
American  Heart  Association  or 
equivalent  in  adult,  child  and 
infant  Cardiopulmonary  Resus- 
citation.2 

For  the  four  summers  surveyed, 
eight  health  care  supervisors  (two 
each  summer)  were  employed  by 
the  camp,  all  of  whom  were  regis- 
tered nurses.  During  the  1995  sea- 
son, an  Emergency  Medical  Tech- 
nician was  employed  as  the  pro- 
gram coordinator  and  was  avail- 
able to  assist  the  health  supervi- 
sors. There  was  no  full-time,  on- 
site physician  during  the  four  sum- 
mers. Wisconsin  Ch.  HHS  175  al- 
lows for  this  if  the  health  supervi- 
sors work: 

...under  the  delegation  of  a Wis- 
consin licensed  physician  who 
is  available  during  the  camping 
season  for  consultation  sendees. 
The  physician,  in  cooperation 
with  the  camp  operator,  shall 
develop  a written  protocol, 
signed  by  the  physician,  for  the 
administration  of  medications, 
routine  health  care  and  emer- 
gency medical  care  at  the  camp. 
The  protocol  shall  be  reviewed 
annually.2 

During  the  four  summers  sur- 
veyed, the  author  fulfilled  these 
requirements. 

Prior  to  the  camp  season,  the 
health  supervisors  were  sent  a 
comprehensive  summary  of  the 
camp's  health  care  plan  to  review. 
This  plan  explained  the  structure 
and  function  of  the  health  care  sys- 
tem at  camp.  All  summer  staff  at- 
tended a one-week  in-service  prior 
to  camper  arrival.  During  this  in- 
service,  the  staff  was  oriented  to 
the  camp's  health  care  system  and 
procedures.  They  received  instruc- 
tion on  common  medical  condi- 
tions and  medical  emergencies 


they  might  encounter  at  camp.  They 
were  also  trained  in  basic  cardiop- 
ulmonary resuscitation  (CPR).  Fi- 
nally, per  Occupational  Safety  and 
Health  Administration  (OSHA) 
regulations,  they  were  instructed  on 
camp's  Infection  Control  Plan*  for 
blood  borne  pathogens.  As  a part 
of  this,  they  were  offered  Hepatitis 
B vaccine. 

Health  Care  Procedures  at  Camp 

Prior  to  arrival,  all  campers  and 
staff  were  required  to  have  a physi- 
cal  within  the  preceding  12 
months.  These  forms  were  re- 
viewed by  the  health  supervisors. 
Special  note  was  made  of  medical 
conditions,  medications,  allergies, 
diets,  and  any  activity  limitations. 
Upon  camper  arrival,  all  medica- 
tions were  reviewed  by  the  health 
supervisors.  Each  camper  under- 
went an  intake  assessment.  Their 
weight  and  temperature  were 
documented  as  well  as  the  general 
condition  of  their  skin,  hair,  eyes. 


ears,  nose  and  throat. 

Prescribed  medications  were 
dispensed  to  campers  on  a daily 
basis.  The  health  supervisors  were 
directly  responsible  for  this  task. 
Special  arrangements  were  made 
when  campers  ventured  off-site  on 
camping,  fishing  or  picnicking  ac- 
tivities. 

In  the  event  of  an  acute  medical 
problem,  the  individual  was 
brought  to  the  infirmary  and 
evaluated  by  the  health  supervisor. 
In  the  event  of  an  emergent  situa- 
tion, the  health  supervisor  went  to 
the  individual  to  perform  the 
evaluation.  After  obtaining  a his- 
tory and  performing  an  appropri- 
ate physical  exam,  treatment  op- 
tions were  guided  by  written  pro- 
tocols (standing  orders).  Specific 
"Emergency  Protocols"  were  also 
available  to  deal  with  such  emer- 
gencies as  seizures,  allergic  reac- 
tions, hypoglycemic  reactions,  and 
cardiopulmonary  arrest. 


Camper  and  counselor  at  Wisconsin  Badger  Camp  1996. 
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Any  new  prescription  medica- 
tion dispensed  at  camp  was  first 
reviewed  and  approved  by  the  con- 
sulting physician.  If  a condition 
warranted  further  evaluation,  refer- 
ral was  made  to  the  local  hospital 
or  clinic  in  Prairie  du  Chien,  WI  (20 
miles  from  the  camp)  or  to  Dubuque, 
IA  (52  miles  from  the  camp).  All 
infirmary  visits  were  documented 
in  the  camp's  medical  log  in  the 
usual  "S.O.A.P."  fashion. 

Acute  Medical  Problems— Data 
Collection 

The  medical  log  for  the  summers 
1992  to  1995  was  retrospectively 
reviewed.  Each  entry  was  classi- 
fied into  the  following  categories: 
type  of  individual  seen,  specific 
nature  of  the  problem(s),  severity 
of  problem(s),  and  management 
outcome  of  the  visit. 

Results 

Type  of  Individual 

A total  of  2005  infirmary  visits  were 
documented  and  reviewed.  Of 
these,  1328  (66%)  were  for  camp- 
ers and  677  (34%)  were  for  staff. 

Nature  of  Problem 

There  were  a total  of  2062  medical 
problems  encountered  during 
these  visits.  The  specific  nature  of 
the  problems  were  as  follows: 

Dermatology:  Skin  conditions 
comprised  304  (14.7%)  of  the  acute 
medical  problems  encountered: 
sixty-four  visits  for  wound  care,  59 
skin  ulcers,  55  rashes,  48  insect 
bites,  16  bee  stings,  18  callouses,  14 
localized  infections,  12  sunburns, 
10  slivers,  2 animal  bites,  2 burns, 
and  4 wood  or  deer  tick  bites. 
There  were  no  documented  or  sus- 
pected cases  of  Lyme  disease. 

Endocrinology /Diabetes:  There 
were  21  (1.0%)  diabetes  related 
problems:  sixteen  were  for  low 
blood  sugar  and  5 were  for  high 
blood  sugar.  Fifteen  of  the  low 
blood  sugar  visits  were  managed 


Campers  and  counselor  participate  in  Badger  Ball,  a dance  activity. 


with  oral  agents.  One  episode  re- 
quired transfer  to  the  local  hospi- 
tal with  a good  outcome. 

Exposures  Incidents:  There  were 
36  (1.7%)  exposure  incidents. 
Thirty-two  of  these  were  human 
bites.  Three  involved  blood  or 
blood  contaminated  fluid  into  an 
open  skin  lesion.  One  incident  in- 
volved the  combination  of  a bite  of 
an  extremity  and  blood  contami- 
nated fluid  being  spit  into  a mu- 
cous membrane  (conjunctiva). 
There  were  no  needlestick  expo- 
sure incidents.  All  exposure  inci- 
dents were  managed  according  to 
camp's  Infection  Control  Plan. 

Fever:  There  were  23  (1.1%)  visits 
for  fever  alone.  All  were  self-lim- 
ited. 


Gastrointestinal:  There  were  373 
(18%)  gastrointestinal  problems: 
one  hundred  fifty-six  stomach 
aches,  87  cases  of  vomiting,  77 
cases  of  diarrhea,  36  episodes  of 
constipation,  8 individuals  with 
hemorrhoids,  6 problems  with  gas- 
trostomy tubes,  and  4 ingestions. 
The  four  items  ingested  included 
a key,  toilet  paper,  deodorant  and 
a suspected  food  allergen.  Two 
staff  members  required  intrave- 
nous hydration  at  camp  for  dehy- 
dration secondary  to  diarrhea. 

Medication  Related:  There  were 
47  (2.3%)  medication  related  prob- 
lems: seventeen  incidents  of  camp- 
ers receiving  the  wrong  medica- 
tion, 11  incidents  of  campers 

Continued  on  next  page 
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missing  a medication,  10  visits  for 
questions  regarding  a camper's 
medication,  7 incidents  of  campers 
refusing  their  medication,  and  2 in- 
cidents of  campers  experiencing 
side  effects  of  previously  pre- 
scribed medication.  All  incidents 
of  campers  being  given  the  wrong 
medication  or  missing  their  medi- 
cation were  reviewed  with  consult- 
ing physician.  There  were  no  ad- 
verse outcomes  noted. 

Musculoskeletal : There  were  70 
(3.4%)  musculoskeletal  problems: 
forty-one  joint  pain,  21  muscle 
pain,  and  8 back  pain.  All  were  self- 
limited. 

Neuropsychologic : There  were  436 
(21.1%)  neuropsychological  prob- 
lems: two  hundred  sixty-four 
headaches  (staff-169  and  campers- 
95,)  108  seizures,  45  behavioral  dis- 
turbances, and  19  episodes  of  diz- 
ziness. All  but  one  of  the  individu- 
als with  headaches  improved  with 
rest  and  oral  analgesics.  One  staff 
member  had  persistent  and  severe 
headaches.  He  was  referred  for 
formal  neurologic  assessment  and 
neuroimaging.  He  was  diagnosed 
with  severe  muscle  tension  head- 
aches. Of  the  108  seizures,  7 re- 
quired administration  of  p.r.n. 
anticonvulsants.  The  camper's 
own  supply  of  intramuscular  diaz- 
epam was  used  in  6 cases  and  oral 
clorazepate  was  used  in  one  case. 
Although  available  at  the  camp, 
rectal  paraldehyde  was  not  re- 
quired for  any  of  the  seizures.  One 
of  the  seizures  resulted  in  a lacera- 
tion requiring  stitches  in  the  local 
emergency  room.  All  of  the  other 
seizure  episodes  were  managed  at 
the  camp. 

Oral! Otolaryngology.  There  were 
114  (5.5%)  oral/otolaryngology 
problems:  seventy-two  cases  of 
pharyngitis,  19  dental  problems,  18 
cases  of  otalgia,  and  5 nosebleeds. 
With  the  availability  of  a small  in- 
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Wisconsin  Badger  Camp  nurses  Heather  Harme  (L)  and  Laurie  Lane  (R). 


cubator  and  sheep  blood  agar 
plates,  many  of  those  with  pharyn- 
gitis had  throat  cultures  done. 
There  were  13  documented  cases 
of  Group  A beta-hemolytic  strep- 
tococcus identified.  All  were 
treated  with  appropriate  antibiot- 
ics. 

Ophthalmology:  There  were  47 
(2.3%)  ophthalmologic  problems: 
thirty-nine  cases  of  conjunctivitis 
and  8 cases  of  foreign  body  or  ma- 
terial in  the  eye. 

Respirator]// Allergy:  There  were 
172  (8.3%)  respiratory /allergy-re- 
lated problems:  one  hundred  fif- 
teen cases  of  rhinitis,  30  cough,  11 
dyspnea,  8 chest  pain,  6 wheezing, 
and  1 immunotherapy  injection. 
One  staff  member  had  a positive 
tuberculin  skin  test.  This  staff 
member  was  referred  to  an  outpa- 
tient clinic  for  appropriate  work- 
up and  management. 

Trauma : There  were  365  ( 17.7%) 
trauma  related  problems:  one  hun- 
dred twenty  abrasions,  74  falls,  71 
lacerations,  61  scratches,  47  bruises, 
and  17  cases  of  an  individual  be- 
ing struck  by  a camper.  Nine  of  the 


lacerations  required  suturing.  All 
of  these  individuals  were  taken  to 
the  local  emergency  room. 

Urogenital:  There  were  54  (2.6%) 
urogenital  related  problems:  forty- 
three  menstrual  cramps,  4 urinary 
incontinence,  4 dysuria,  2 urinary 
frequency,  and  1 urinary  retention. 

Severity  of  Problems 

Based  on  its  complexity,  each  visit 
was  rated  by  degree  of  severity. 

• One  thousand  twenty-five 
(91%)  of  the  visits  were  of  low 
severity  (routine  and  not  com- 
plicated.) 

. One  hundred  sixty-nine  (8.5%) 
of  the  visits  were  of  moderate 
severity  (more  than  routine,  re- 
quiring additional  time  on  the 
part  of  health  supervisor). 

. Eleven  (0.5%)  of  the  visits  were 
of  high  severity  (complicated 
and  time  consuming  or  poten- 
tially life-threatening).  Of  these, 
there  were  three  severe  seizure 
episodes,  and  two  individuals 
had  generalized  reactions  to  bee 
stings.  Both  required  adminis- 
tration of  epinephrine.  Two  lac- 
erations and  one  case  each  of 
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low  blood  sugar  (20mg/dl,)  frac- 
tured arm,  dyspnea,  and  dizzi- 
ness were  classified  high  in  se- 
verity. 

Management  Outcome 

The  management  outcome  of  each 
visit  was  reviewed.  Four  of  the 
visits  had  two  outcomes: 

• One  thousand  seventy  (93.2%) 
of  the  visits  were  managed  at 
the  camp  using  only  the  "stand- 
ing orders." 

• Sixty-five  (3.2%)  of  the  visits  re- 
sulted in  phone  calls  to  the  con- 
sulting physician  or  to  the 
individual's  personal  physician. 

• Forty-five  (2.2%)  of  the  visits 
resulted  in  phone  calls  to  the 
individual's  home  to  ask  for  ad- 
vice. 

. Twenty  four  (1.2%)  of  the  visits 
required  referral  to  the  local 
hospital's  emergency  room. 

• Four  (0.2%)  of  the  visits  resulted 
in  referrals  to  the  local  outpa- 
tient clinic. 

• One  (<0.1%)  of  the  visits  re- 
sulted in  the  individual  being 
sent  home  because  of  a medical 
reason. 

Of  the  24  visits  to  the  emergency 
room,  9 were  for  suturing  of  lac- 
erations, 5 were  for  evaluation  of 
trauma,  one  each  for  cough,  rhini- 
tis, exposure  incident,  ingestion, 
chest  pain,  dysuria,  headache  after 
a head  injury,  low  blood  sugar,  uri- 
nary retention,  and  dizziness. 
These  emergency  room  visits  re- 
sulted in  only  two  admissions:  one 
camper  had  pneumonia,  and  one 
had  a fractured  arm.  One  of  the 
individuals  requiring  sutures  re- 
ceived a laceration  during  a sei- 
zure, but  there  were  no  campers 
transported  to  the  emergency 
room  for  management  of  seizures 
alone.  There  were  no  deaths. 


Discussion 

Wisconsin  Badger  Camp's  health 
care  system  functioned  well  over 
the  four  years  surveyed.  It  was 
able  to  manage  the  vast  majority 
(>93%)  of  acute  problems  without 
an  on-site  physician  or  the  direct 
assistance  of  outside  medical  re- 
sources. Only  1.4%  of  the  visits 
required  transportation  to  local 
emergency  rooms  or  clinics.  Only 
one  of  the  108  seizure  episodes  re- 
quired transportation  to  the  emer- 
gency room. 

The  success  of  the  system  is 
thought  to  be  multifactorial:  prior 
acquisition  and  organization  of 
supplies  and  equipment,  extensive 
review  of  health  care  plan  by  health 
care  staff  prior  to  their  arrival,  thor- 
ough staff  in-service  training,  com- 
plete "standing  orders,"  availabil- 
ity of  consulting  and  referral  ser- 
vices, and  most  importantly,  well- 
qualified  and  experienced  health 
care  staff. 

The  variety  of  medical  problems 
encountered  at  the  camp  was  di- 
verse. Those  problems  more  spe- 
cific to  the  developmentally  dis- 
abled, e.g.,  seizures  and  exposure 
incidents  were  seen  frequently. 
General  health  care  problems,  e.g., 
vomiting,  headache,  pharyngitis, 
abrasions,  etc.,  were  also  very  com- 
mon. Although  the  majority  of  the 
problems  were  minor,  some  were 
more  severe  and  even  life-threat- 
ening, e.g.,  prolonged  seizures, 
hypoglycemic  reaction,  and  ana- 
phylactic reaction  to  bee  sting. 
Fortunately,  the  camp  was  well- 
equipped  to  manage  these  prob- 
lems. Other  recreational  and  edu- 
cational camps  should  be  similarly 
prepared  for  such  variety  and  se- 
verity of  acute  medical  problems. 

The  camp's  health  care  system 
will  continue  to  evolve.  Ongoing 
annual  reviews  of  medical  log  data 
will  provide  valuable  information 


when  planning  future  supply, 
equipment,  staffing  and  training 
needs. 
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David  L.  Nordstrom,  MS,  MPFI 


Football  Injuries  in  a Rural  Area 


This  study  was  conducted  to  analyze  the  frequency  and  characteristics 
of  football  injuries  in  a rural  hospital  setting  and  compare  it  to  the 
national  data.  More  than  6,000  patients  with  a sport-related  injury 
presenting  to  the  emergency  medicine  department  at  the  Marshfield 
Clinic  between  June  1,  1988  and  June  1, 1994  were  collected  prospec- 
tively. Eight  hundred  forty-three  (14%  of  total)  patients  sustained 
football-related  injuries.  A chart  abstraction  form  was  then  used  to 
retrospectively  review  football  injuries  documenting  types,  sites,  and 
mechanism  of  injury,  along  with  demographic  aspects.  The  peak  age 
sustaining  football  injuries  was  17  years  old  (17.5%).  Most  of  the 
football  injuries  occurred  during  school  activities  (73.7%).  The  most 
common  site  injured  was  the  finger  (16.5%),  followed  by  the  knee 
(15.7%).  Sprains/strains  were  the  most  common  diagnosis  representing 
40.2%  of  injuries  overall.  The  most  common  mechanism  resulting  in  a 
football-related  injury  was  as  a result  of  being  blocked  or  tackled 
(52.7%).  Surgery  was  required  on  4.9%  of  individuals  injured  while 
playing  football.  Most  patients  (69.7%)  were  expected  to  recover  from 
their  injury  within  14  days.  There  were  more  injured  football  players 
from  our  area  in  the  age  group  15  to  24  years  as  compared  to  the 
national  data  available.  Diagnosis,  site  injured,  and  mechanism  of 
injury  from  our  study  were  comparable  to  other  national  publications. 
Prospective  studies  are  needed  to  address  the  problem  of  football- 
related  injuries.  Such  studies  would  require  a multidiscipline  team  of 
experts.  WisMedJ.  1996:95(8):570-573. 


Football  is  a contact  sport 
which  has  increased  in  popu- 
larity over  the  last  three  decades 
with  increasing  television  cover- 
age. Football  continues  to  be  a 
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popular  high  school  sport.  There 
were  at  least  931,000  students  in 
14,000  high  schools  in  the  United 
States,  during  the  1987-1988  school 
year,  who  participated  in  interscho- 
lastic football.1  In  the  United  States, 
there  were  1.5  million  pre-adoles- 
cent and  adolescent  young  men 
participating  in  organized  pro- 
grams in  1974.2  The  overall  likeli- 
hood that  a player  would  sustain  a 
football-related  injury  ranged  be- 
tween 11%  and  81%.3 

The  Consumer  Product  Safety 
Commission  and  its  National  Elec- 
tronic Injury  Surveillance  System 
(NEISS)  reported  a total  of  447,320 
football-related  injuries  for  1992.4 
The  National  Collegiate  Athletic 
Association  (NCAA)  Injury  Sur- 
veillance System  Data  revealed 
high  injury  rates  for  spring  and  fall 
football  as  compared  to  other 
NCAA  sports.5 

The  purpose  of  this  study  was  to 


analyze  characteristics  of  football 
injuries  in  our  rural  hospital  setting 
and  compare  it  to  the  national  data. 

Materials  and  Methods 

Marshfield  Clinic  is  a 400-physi- 
cian  group  practice  adjacent  to  St. 
Joseph's  Hospital  in  Marshfield, 
Wisconsin.  Essentially  all  primary, 
secondary,  and  tertiary  medical 
care  is  provided  by  Marshfield 
Clinic  to  residents  of  the  Marsh- 
field Epidemiologic  Study  Area 
(MESA),  which  is  a geographical 
area  defined  by  zip  codes.6  This 
study  area  had  a 1990  census  popu- 
lation of  46,647.  Of  the  patients 
who  sustained  football  injuries  in 
this  study,  611  (72.5  %)  were  from 
MESA.  Football  players  in  our  area 
primarily  participate  on  high 
school  or  grade  school  teams. 

Data  were  prospectively  col- 
lected on  6,013  patients  with  a 
sport-related  injury  presenting  to 
the  emergency  medicine  depart- 
ment between  June  1,  1988  and 
June  1,  1994.  Every  patient  who 
stated  that  his  injury  occurred 
while  playing  football  was  in- 
cluded in  this  study.  The  case  par- 
ticipant was  an  individual  with  a 
one  time  football-related  injury. 

A detailed  chart  abstraction 
form  was  then  used  to  retrospec- 
tively review  football  injuries.  This 
chart  abstraction  was  performed  in 
August  through  October  of  1994. 
The  types,  sites  of  injury,  and 
mechanism  of  injury  were  ana- 
lyzed along  with  various  demo- 
graphic aspects.  All  data  were  then 
coded  into  a data  processing  sys- 
tem for  storage  and  analysis. 

Results 

General  Information 

Eight  hundred  forty-three  (14.0% 
of  total)  patients  sustained  football- 
related  injuries  and  21.8  of  every 
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10,000  MESA  residents  per  year  pre- 
sented to  the  Marshfield  Clinic 
emergency  department  to  have  a 
football-related  injury  evaluated. 

Demographics 

Eight  hundred  seventeen  (96.9%) 
of  our  patients  with  football-re- 
lated injuries  were  male.  The  peak 
age  was  17  years  (17.6%).  Five  hun- 
dred twenty-six  (62.4%)  were  14  to 
17  years  old.  The  age  range  of  those 
injured  in  our  study  was  5 to  43 
years  and  the  median  age  was  15 
years. 

Play  Logistics 

Recreation  was  defined  as  any  type 
of  activity  unrelated  to  school  ac- 
tivities. Two  hundred  eighteen 
(25.9%)  injuries  occurred  during 
football  recreational  activities.  One 
hundred  eighty-nine  (86.7%)  of 
these  football  recreational  injuries 
occurred  during  unsupervised  ac- 
tivities. 

Six  hundred  twenty-one  (73.7%) 
of  the  football  injuries  occurred 
during  school  activities.  Three  hun- 
dred and  forty-one  (40.5%)  of  these 
school-related  injuries  occurred 
during  competition,  and  217 
(25.7%)  occurred  during  organized 
practice.  Sixty-three  (7.5%)  indi- 
viduals sustained  their  injuries  ei- 
ther in  physical  education  class, 
recess,  or  other  activities  at  school. 
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Fig.  1 - Football  injuries  by  body  part  and  type  of  injury. 


Alone(Fall)/Running 
Hit  by  Object 


Blocking/Tackling  Another  H Being  blocked/tackled 
Other/Not  Sure 


N=852 


Fig.  2 - Football  injuries  by  body  part  and  mechanism  of  injury. 


Types  and  Locations  of  Injuries 

The  type  of  injury  sustained  by  the 
players  followed  four  categories: 

Fractures/Dislocations.  Fractures/ 
dislocations  represented  24.7%  of 
injuries  overall;  40.0%  of  upper 
extremity,  15.7%  of  lower  extrem- 
ity, 6.5%  of  head/face/neck,  and 
2.9%  of  torso  injuries. 

Sprains! Strains.  They  represented 
40.2%  of  injuries  overall.  This  in- 
jury was  especially  prominent  in 
the  lower  extremity  site,  where  it 
accounted  for  62.1%  of  injuries. 


Abrasions!  Lacerations!  Con- 
tusions. They  represented  26.6% 
of  injuries  overall.  These  injuries 
were  more  prominent  in  the  head  / 
face/neck  (41.9%)  and  torso 
(77.1%)  site. 

Other.  These  injuries  included  ten- 
dinitis and  overuse-related  syn- 
dromes, nerve  injuries,  facial  inju- 
ries and  other  injuries  which  did 
not  fit  into  the  above  categories. 

Location  of  Injuries: 

Figure  1 describes  the  type  of  inju- 


ries seen  in  various  parts  of  the 
body.  The  upper  extremity  (45.1%), 
lower  extremity  (34.8%),  head/ 
face/neck  (14.7%)  and  the  torso 
(4.2%)  were  the  general  sites  in- 
jured. The  finger  was  the  most 
common  site  injured  in  the  upper 
extremity  (36.6%)  and  overall 
(16.5%).  The  most  common  site  in- 
jured in  the  lower  extremity  was 
the  knee  (45.0%),  and  was  the  sec- 
ond most  common  site  injured 
overall  (15.7%). 

Continued  on  next  page 
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Fracture/dislocation  was  the 

most  common  diagnosis  for  the  fol- 
lowing sites:  upper  arm,  clavicle 
and  wrist.  Sprain/strains  were 
the  most  common  diagnosis  for  the 
following  sites:  finger,  shoulder, 
knee,  and  ankle.  Abrasions/lac- 
erations/contusions were  the 
most  common  diagnosis  for  the  fol- 
lowing sites:  forearm,  elbow,  lower 
leg,  and  foot. 

Forty  head  injuries  occurred 
with  22  (55.0%)  concussions.  There 
were  45  neck  injuries,  19  (42.2%)  of 
which  were  sprains  or  strains. 
There  were  three  neck  fractures. 

Mechanism  of  Injury 

Figure  2 shows  the  mechanism  of 
injury  for  different  body  areas.  The 
most  common  mechanism  result- 
ing in  injury  to  the  upper  extrem- 
ity (41.2%),  lower  extremity 
(59.6%),  torso  (80.0%)  and  head/ 
face /neck  (63.7%)  was  as  a result 
of  the  player  being  blocked  or  tack- 
led. The  finger  was  most  frequently 
injured  by  an  object.  This  included 
injuries  involving  an  object  or  sus- 
tained from  being  hit  with  an  ob- 
ject. All  other  sites  were  most  fre- 
quently injured  as  a result  of  being 
blocked  or  tackled. 


Disposition 

Twenty-five  (3.0%)  patients  re- 
quired hospitalization  initially, 
while  surgery  was  required  on  10 
(1.2%)  patients.  Of  those  individu- 
als who  were  subsequently  fol- 
lowed at  our  facility,  31  (3.7%)  re- 
quired surgery.  Overall,  4.9%  of 
individuals  in  this  study  who  were 
injured  while  playing  football  re- 
quired surgery.  The  expected 
length  of  convalescence  was  esti- 
mated by  the  retrospective  review- 
ers of  the  medical  chart  and  not- 
ing the  progress  of  the  patient  by 
reviewing  the  private  physician's 
progress  notes.  Five  hundred  sev- 
enty-four (69.7%)  were  expected  to 
recover  within  14  days.  One  hun- 
dred seven  (13.0%)  were  expected 
to  recover  between  15  days  and 
one  month.  One  hundred  forty- 
two  (17.3%)  were  expected  to  re- 
cover after  one  month.  This  infor- 
mation was  not  available  on  20  of 
the  patients. 

Discussion 

Injured  football  players  from 
MESA  were  compared  to  the 
NEISS  data  (see  Table).  The  peak 
age  group  injured  in  our  study  was 
15  to  24  years  old  (57.0%)  with  a 
yearly  rate  of  91.3  per  10,000.  The 
peak  age  group  in  the  NEISS  data 


was  15  to  24  years  old  (48.0%)  with 
a yearly  rate  of  58.4  per  10,000. 
Elowever,  8.9%  of  football  players 
injured  from  the  NEISS  data  were 
25  years  of  age  or  older,  compared 
to  our  study  where  only  3.4%  were 
in  this  age  group.  This  discrepancy 
is  likely  related  to  the  limited  op- 
portunities for  individuals  25  years 
or  older  to  play  football  in  this  area, 
since  competition  is  restricted  pri- 
marily to  high  school  and  grade 
school  organized  football  activities. 
Goldberg  et  al7  published  a study 
documenting  injuries  in  young 
football  players,  ages  9 to  14.  Most 
football  injury  studies  report  on 
high  school  football  players  sus- 
taining injuries.3'8  14, 16 

Football  injury  rates  cannot  be 
derived  from  our  data  since  the 
population  at  risk  was  unknown. 
However,  the  rate  for  the  general 
population  can  be  obtained  if  we 
include  only  those  patients  injured 
in  MESA.  The  injury  rate  in  MESA 
was  21.8  per  10,000  individuals  per 
year.  The  NEISS  rate  was  18  per 
10,000  per  year  in  the  United 
States.4  Injury  rates  specific  to  foot- 
ball have  been  discussed  in  previ- 
ous studies.9, 14  Football  has  a rela- 
tively high  injury  rate  compared  to 
other  sports.15 

The  most  common  site  injured  in 


Injured  football  players  from  MESA  compared  to  the  NEISS  data. 

12  ZIP  MESA 
1990  Population 
(Census  1990) 

MESA  injuries 
in  1988-1994 
Football 

MESA  Yearly 
Rate/ 10,000 
Football 

U.S.  Total  1990 
Population 
(Census  1990  All) 

1992  NEISS 
All  Football 

NEISS  U.S. 
Rate/ 10,000 
All  Football 

0-4 

3,528 

0 

0.0 

18,354,443 

1,111 

0.6 

5-14 

7,797 

242 

51.7 

35,213,428 

191,941 

54.5 

15-24 

6,356 

348 

91.3 

36,774,327 

214,759 

58.4 

25  - 64 

22,527 

21 

1.6 

127,125,844 

39,223 

3.1 

65+ 

6,439 

0 

0.0 

31,241,831 

286 

0.1 

Total 

46,647 

611 

21.8 

248,709,873 

447,320 

18.0 
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our  study  was  the  finger.  This  com- 
pares to  other  studies  that  list  the 
knee  as  the  most  common  site  in- 
jured 7 ,9"14,  16  The  knee  in  our 
study  was  the  second  most  common 
site  injured.  The  ankle  has  also  been 
reported  as  a common  site  injured 
in  other  studies.9'14  There  were  87 
(10.3%)  ankle  injuries  in  our  study. 
The  most  common  diagnosis  in  our 
study  was  sprains/ strains  and  this 
has  been  found  in  other  studies.7  '9' 
u,  i4  There  were  208  (24.7%)  frac- 
tures/dislocations in  our  study. 
The  percentage  of  fractures/ dislo- 
cations was  lower  in  other  studies, 
except  for  the  Spokane  study.8  The 
most  common  mechanism  of  in- 
jury in  our  study  involved  being 
blocked  or  tackled.  This  mecha- 
nism has  been  described  as  caus- 
ing most  of  the  injuries  in  other 
studies.1,13  We  were  unable  to  ascer- 
tain if  environmental  conditions  or 
equipment  problems  played  a role 
in  leading  to  the  football  injuries 
observed  in  this  study.  The  helmet, 
shoulder  pad,  shoes,  and  field  con- 
ditions have  been  reviewed  in  pre- 
vious studies.2,3,16 

Firm  recommendations  regard- 
ing preventive  measures  for  foot- 
ball injuries  cannot  be  made  from 
this  study,  since  we  did  not  have  a 
control  group.  Other  studies  have 
attempted  to  review  ways  to  re- 
duce the  number  of  football  inju- 
ries. Preventive  recommendations, 
such  as  optimum  maintenance  of 
playing  fields,  use  of  soccer-style 
shoes,  non-contact  and  controlled 
activities  in  practice  sessions,  and 
increased  vigilance  over  technique 
during  injury-prone  preseason 
practices,  have  been  addressed.8 
Some  studies  have  addressed  en- 
vironmental and  playing  condi- 
tions.16 Injuries  in  youth  football 
represent  a unique  challenge  and 
differ  from  those  in  higher  levels 
of  competition.7  Since  most  injuries 
occur  during  football  games,  as 
noted  in  our  study  and  others, 
medical  coverage  assumes  great 
importance.10  Finally,  proper 


equipment  also  has  been  shown  to 
help  prevent  football  injuries.2 

An  epidemiologic  survey  of  the 
literature  on  high  school  football 
injuries  revealed  methodology 
problems.3  These  problems  are  also 
present  in  our  retrospective  study. 
The  number  of  football  players  at 
risk  in  our  area  was  not  available, 
therefore  football  injury  rates  could 
not  be  ascertained  from  our  data. 
The  definition  of  a football  injury 
in  our  study  included  only  those 
individuals  who  presented  to  the 
emergency  medicine  department 
for  care.  This  leads  to  under-report- 
ing bias.  In  addition,  reviewing 
medical  records  leads  to  under-re- 
porting bias  since  athletes  may  not 
have  equal  access  to  medical  care 
and  the  decision  to  seek  medical 
care  varies  among  individuals  and 
their  respective  families.  Time-re- 
lated exposure  and  exposure  bias 
could  also  contribute  to  the  in- 
creased rate  of  injury  in  the  16  to 
17  year  old  age  group  (34.6%)  in 
our  study. 

Prospective  studies  are  needed 
to  address  the  problems  of  nu- 
merator-denominator inconsisten- 
cies and  other  confounding  factors. 
Such  studies  would  require  a 
multidiscipline  team  of  experts,  in- 
cluding researchers  (physicians, 
physical  therapists,  athletic  train- 
ers, etc.),  school  personnel, 
coaches,  and  players.  Because  of 
the  magnitude  of  the  problem  of 
football-related  injuries,  the  issues 
regarding  risk  and  effectiveness  of 
preventive  interventions  should  be 
addressed  in  the  near  future. 
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Many  major  improvements  in  computed  to- 
mography have  dramatically  changed  im- 
age quality  and  scan  speed.  Computational  ad- 
vances have  improved  image  display,  allowing 
multiplanar  and  three-dimensional  reconstructions 
to  aid  in  diagnosis.  Some  of  the  most  dramatic  ad- 
vances, both  technical  and  clinical,  have  originated 
here  in  Wisconsin.  This  conference  featured  faculty 
from  the  University  of  Wisconsin  in  Madison,  the 
Medical  College  of  Wisconsin  in  Milwaukee,  and 
the  Marshfield  Clinic.  Speakers  discussed  imaging 
applications  of  the  new  advances  and  how  they 
impact  the  day-to-day  practice  of  radiology.  Fol- 
lowing are  titles  and  abstracts  of  the  presentations. 

♦ ♦ ♦ ♦ ♦ 

Technology  and  Imaging  Approaches 
For  Helical  CT:  Abdominal  and  Vascular 

Dennis  Foley,  MD,  Professor  of  Radiology, 
Medical  College  of  Wisconsin 

Major  improvements  in  CT  scan  performance  over 
the  past  15  years  have  involved  image  quality,  scan 
speed  and  scan  repetition  rate.  Image  quality  has 
plateaued  over  the  past  five  years  and  scan  speeds 
of  one  second  or  less  are  now  routine.  Both  elec- 
tron beam  and  helical  CT  have  dramatically  im- 
proved scan  repetition  rate,  lengthening  Z axis  cov- 
erage during  the  phase  of  maximum  contrast  en- 
hancement in  the  vessel  or  organ  of  interest.  In  ad- 
dition, rapid  data  acquisition  of  contiguous  scans 
during  breath-holding  has  improved  three  dimen- 
sional rendering  of  enhanced  vascular  and  soft  tis- 
sue anatomy. 

CT  contrast  enhancement  techniques  are  de- 
signed to  improve  detection  of  vascular,  perivas- 
cular and  parenchymal  organ  disease.  The  two 
major  variables  are  iodine  load  and  scan  timing. 
The  rate  and  concentration  of  injected  contrast  ma- 
terial determines  the  arrival  time  and  degree  of 
vascular  and  parenchymal  enhancement,  factors 
determining  the  injection  to  scan  delay.  The  length 
of  contrast  injection,  and  total  volume,  determine 
the  available  scanning  interval,  which  in  turn,  is 
dependent  upon  the  scan  repetition  rate  of  the  CT 


University  of  Wisconsin  Medical  School,  University 

system.  Scan  repetition  rate  has  progressively  in- 
creased with  newer  scanner  models  with  the  fast- 
est rate  now  set  at  one  scan  per  second.  Contrast 
enhancement  strategies  have  been  progressively 
modified  to  accommodate  this  improved  perfor- 
mance. 

♦ ♦ ♦ ♦ ♦ 

Helical  CT: 

Techniques  and  Applications  in  the  Chest 

Janet  Kuhlman,  MD,  Professor  of  Radiology, 
University  of  Wisconsin  Medical  School,  Madison 

Helical  CT  has  revolutionized  the  evaluation  of 
chest  disorders.  With  helical  CT,  continuous  table 
feed  and  synchronous  data  acquisition  generate  a 
volumetric  acquisition  performed  during  a single 
breath-hold.  By  comparison,  conventional  CT  is 
limited  in  the  chest  by  variations  in  respiratory  ef- 
fort which  create  interscan  gaps.  Helical  CT  has 
greatly  improved  imaging  of  specific  chest  prob- 
lems including:  1)  evaluation  of  solitary  and  mul- 
tiple pulmonary  nodules;  2)  assessment  of  the  air- 
ways; 3)  hilar  and  perihilar  pathology;  4)  vascular 
assessment;  5)  tumor  staging;  and  6)  two-  and 
three-dimensional  (2D/3D)  imaging  of  the  lung. 
By  combining  the  advantages  of  a single  breath- 
hold  acquisition  with  improved  vascular  contrast 
enhancement,  decreased  IV  contrast  dose,  and  im- 
proved multiplanar  and  3D  reconstruction  capa- 
bilities, helical  CT  has  become  the  imaging  modal- 
ity of  choice  for  many  chest  diseases. 

♦ ♦ ♦ ♦ ♦ 

High  Resolution  Chest  CT: 

Techniques  and  Applications 

Janet  Kuhlman,  MD,  Professor  of  Radiology, 
University  of  Wisconsin  Medical  School,  Madison 

CT  has  distinct  advantages  over  conventional  ra- 
diography in  displaying  the  anatomy  and  pathol- 
ogy of  the  lung.  The  cross-sectional  format  of  CT 

Continued  on  next  page 
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permits  visual  examination  of  the  lung  that  is  un- 
encumbered by  superimposed  structures  such  as 
the  chest  wall,  the  heart  or  pulmonary  vessels.  With 
the  advent  of  high-resolution  CT  (HRCT),  delinea- 
tion of  the  lung  parenchyma  down  to  the  level  of 
the  secondary  pulmonary  lobule,  the  basic  build- 
ing block  of  the  lung,  is  now  possible.  The  addi- 
tional information  that  HRCT  provides  allows  a 
more  detailed  analysis  of  pathologic  processes  af- 
fecting the  lung  and  increasingly,  HRCT  is  being 
used  as  a technique  to  evaluate  diffuse  lung  dis- 
eases. HRCT  plays  an  important  role  in  early  de- 
tection, characterization,  and  diagnosis  of  paren- 
chymal lung  disease.  CT  remains  an  adjunct  to  the 
conventional  chest  radiograph  in  the  evaluation  of 
parenchymal  lung  diseases.  As  an  adjunct,  how- 
ever, CT  is  an  important  asset  and  when  combined 
with  high-resolution  CT  techniques,  it  represents 
a powerful  tool  for  detecting,  characterizing  and 
quantifying  diffuse  diseases  of  the  lung. 

♦ ♦ ♦ ♦ ♦ 

CT  Evaluation  of  Abdominal 
and  Pelvic  Trauma 

Dennis  Foley,  MD,  Professor  of  Radiology, 
Medical  College  of  Wisconsin 

For  evaluation  of  blunt  abdominal  and  pelvic 
trauma,  radiography,  sonography  and  computed 
tomography  are  the  prime  diagnostic  modalities. 
The  major  role  of  sonography  is  to  demonstrate 
pericardial  fluid  or  intraperitoneal  fluid  in  the  he- 
modynamically  unstable  patient.  Although 
sonography  can  document  abdominal  visceral  he- 
matomas and  lacerations,  the  anatomic  informa- 
tion is  not  as  precise  or  useful  as  CT  in  determin- 
ing management  and  follow-up.  CT  is  the  preferred 
imaging  technique  for  the  hemodynamically  stable 
patient  following  blunt  abdominal  and  pelvic  in- 
jury. CT  is  equally  as  sensitive  and  specific  as  peri- 
toneal lavage  in  determining  the  presence  or  ab- 
sence of  intraperitoneal  bleeding.  If  CT  is  reserved 
only  for  those  patients  with  positive  peritoneal  la- 
vage, then  patients  with  visceral  hematoma  and 
lacerations  that  do  not  extend  to  a capsular  sur- 
face will  not  be  imaged.  These  patients  may  be  at 
risk  for  subsequent  delayed  hemorrhage.  In  addi- 
tion, CT  can  detect  subtle  pneumoperitoneum,  evi- 
dence of  bowel  perforation.  This  diagnosis  cannot 
made  after  peritoneal  lavage  when  air  can  be  in- 
troduced into  the  peritoneal  cavity. 

♦ ♦ ♦ ♦ ♦ 


CT  of  Chest  Trauma 

Jannette  Collins,  Assistant  Professor  of  Radiology, 
University  of  Wisconsin  Medical  School,  Madison 

CT  can  demonstrate  most  manifestations  of  acute 
chest  trauma,  and  is  the  imaging  modality  of  choice 
for  documenting  pneumothorax  in  a supine  patient 
and  sternal  fractures.  CT  can  often  distinguish  be- 
tween different  causes  of  lung  opacification  and 
may  obviate  the  need  for  aortogram.  CT  is  some- 
times useful  in  diagnosing  tracheobronchial  tear 
or  diaphragmatic  rupture. 

♦ ♦ ♦ ♦ ♦ 

CT  of  Pleural  Disease 

Barbara  Knisely,  MD,  Instructor  of  Thoracic 
Imaging,  University  of  Wisconsin  Medical  School, 
Madison 

CT  provides  excellent  detail  of  the  pleura  includ- 
ing the  mediastinal,  lateral  and  posterior  surfaces. 
Using  CT,  the  extent  and  character  of  the  pleural 
disease  may  be  evaluated.  Also,  pleural  disease 
may  be  differentiated  from  parenchymal  disease, 
which  may  be  difficult  with  conventional  chest  ra- 
diographs. Routine  CT  examination  of  the  chest 
includes  10  mm  thick  contiguous  axial  images  with 
intravenous  (IV)  contrast,  from  the  lung  apices 
through  the  adrenal  glands.  Thin  sections  (2-5mm) 
may  be  obtained  through  selected  areas  of  inter- 
est. Helical  CT  scanning  with  IV  contrast  is  per- 
formed with  the  power  injection  of  100  cc  of  iodi- 
nated,  nonionic  contrast  (300mgl/ml),  at  a rate  of 
2 cc/ sec.  Helical  CT  offers  the  advantage  of  obtain- 
ing the  scan  with  a single  breath-hold,  decreasing 
the  respiratory-induced  artifact.  The  images  may 
be  then  reconstructed  in  coronal  and  sagittal  planes 
with  less  artifact. 

♦ ♦ ♦ ♦ ♦ 

CT  Angiography: 

The  UW  Experience  - The  Kidneys 

Robert  Tambeaux,  MD,  Instructor  of  Body 
Imaging,  University  of  Wisconsin  Medical  School, 
Madison 

CT  angiography  has  established  itself  as  the  pre- 
ferred imaging  technique  for  the  evaluation  of  re- 
nal transplant  donors  and  is  currently  being  stud- 
ied for  the  evaluation  of  uretero-pelvic  junction  ob- 
struction and  preoperative  staging  of  renal  cell  car- 
cinoma. CT  angiography  has  distinct  advantages 
over  conventional  angiography  including  better 
patient  tolerance,  minimal  invasiveness,  decreased 
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cost,  better  depiction  of  venous  anatomy,  and  ad- 
ditional information  on  the  surrounding  anatomic 
structures.  An  abdominal  x-ray  obtained  immedi- 
ately after  CT  adequately  depicts  the  anatomy  of 
the  collecting  system  replacing  the  need  for  an  in- 
travenous pyelogram. 

♦ ♦ ♦ ♦ ♦ 

CT  of  Unusual  Pancreatic  Lesions 

Donald  Yandow,  MD,  Professor  of  Radiology, 

VA  Hospital,  Madison,  WI 

Computed  tomography  is  a well  established  means 
for  evaluating  pancreatitis,  pseudocysts,  and  pan- 
creatic neoplasms.  Unusual  presentations,  how- 
ever, may  confuse  the  radiologist  such  as  organ  ne- 
crosis and  superinfection.  Patients  with  greater 
than  30%  organ  necrosis  have  a morbidity  approxi- 
mating 94%  and  a mortality  approximating  30%. 
CT  has  a sensitivity  of  about  85%  in  detecting  pan- 
creatic necrosis  based  on  30%  of  the  organ  or  a 3 
cm  nonenhancing  area  on  a bolus  contrast  study. 
90%  of  pancreatic  tumors  are  ductal  adenocarci- 
noma but  less  common  lesions  can  be  identified 
based  on  their  characteristic  appearance. 
Microcystic  serous  adenomas  are  differentiated 
from  macrocystic  mucinous  adenomas  by  the  size 
of  their  cysts,  the  presence  of  stellate  scars  and  their 
typically  large  size.  Papillary  epithelial  tumors  usu- 
ally occur  in  young  women  and  have  a good  prog- 
nosis. Ductectatic  cystadenocarcinomas  typically 
appear  as  dilated  mucin  filled  ducts.  Pleomorphic 
carcinoma,  also  known  as  sarcomatoid  tumor,  pre- 
sents with  areas  of  internal  necrosis  and  hemor- 
rhage and  has  a very  poor  prognosis.  Islet  cell  tu- 
mors are  typically  benign  and  smaller  than  2cm. 
90%  present  as  a solitary  briskly  enhancing  lesion. 

♦ ♦ ♦ ♦ ♦ 

CT  of  the  Kidneys:  Noninflammatory 

Fred  T.  Lee,  Jr.,  MD,  Assistant  Professor  of 
Radiology,  University  of  Wisconsin  Medical  School, 
Madison 

It  is  important  to  image  the  kidneys  both  without 
and  with  contrast.  Each  series  serves  an  important 
function.  The  non-enhanced  slices  are  primarily  to 
detect  calcifications  that  would  otherwise  be  ob- 
scured by  contrast  excreted  by  the  kidneys.  Solid, 
well  circumscribed  calcifications  in  the  collecting 
system  are  diagnostic  of  stones,  and  more  irregu- 
lar calcifications  (punctate,  curvilinear,  amorphous) 


can  be  seen  with  some  renal  tumors.  Post  contrast 
scans  alone  can  make  it  difficult  to  separate  con- 
trast material  from  these  small  calcifications.  In- 
jection of  iodinated  contrast  material  is  extremely 
important  to  detect  parenchymal  abnormalities. 
Many  of  the  more  common  pathologies  which  in- 
volve the  kidneys  have  attenuation  values  which 
are  very  close  to  that  of  normal  renal  parenchyma. 
Contrast  material,  because  it  is  preferentially  ex- 
creted by  normal  renal  tissue,  enhances  normal  tis- 
sue preferentially  to  most  renal  tumors  and  inflam- 
matory conditions. 

At  Wisconsin,  we  use  helical  scanning  at  5mm 
slices  through  the  kidneys  before  giving  contrast 
material.  After  the  non-enhanced  scans,  we  inject 
100ml  of  nonionic  contrast  material  intravenously 
at  a rate  of  1 -3ml /second.  We  use  smart  prep  to 
time  our  delay,  targeting  the  abdominal  aorta  for  a 
rise  of  50  Hounsfield  units.  Scans  start  at  the  level 
of  the  diaphragms,  and  include  the  entire  abdo- 
men using  1cm  slices  at  a 1:1  pitch.  This  technique 
will  allow  for  diagnosis  of  other  abdominal  pathol- 
ogy as  well  as  renal  abnormalities. 

♦ ♦ ♦ ♦ ♦ 

CT  of  Renal  Inflammatory  Disease 

Jen  Wong,  MD,  Instructor  of  Body  Imaging, 
University  of  Wisconsin  Medical  School,  Madison 

Helical  CT  has  distinct  advantages  in  the  evalua- 
tion of  renal  inflammatory  disorders.  It  allows  peak 
contrast  enhancement  with  maximum 
corticomedullary  differentiation  and  allows  detec- 
tion of  subtle  asymmetry  in  the  cortical 
nephrogram.  The  loss  of  sharp  corticomedullary 
differentiation  may  reveal  an  underlying  inflam- 
matory process.  Renal  inflammation  should  be  re- 
ferred to  as  pyelonephritis  and  described  as  focal 
or  diffuse  and  acute  or  chronic.  The  typical  CT  ap- 
pearance of  acute  pyelonephritis  includes  renal  en- 
largement, diminished  nephrogram,  wedge- 
shaped,  or  patchy  areas  of  low  attention  and  stria- 
tion  of  the  nephrogram.  Fascial  thickening  may  be 
seen  around  the  kidney  with  stranding  of  the  soft 
tissues  and  blurring  of  the  perinephric  fat.  With 
progression  to  abscess  a low  density  mass  is  typi- 
cally seen  with  a thick  irregular  wall  and  a hyper- 
emic  enhancing  rim.  Chronic  infection  progresses 
to  the  formation  of  xanthogranulomatous  pyelo- 
nephritis and  manifests  as  an  enlarged  hypodense 
kidney  usually  nonfunctioning  with  areas  of  low 
attenuation  and  an  underlying  staghorn  calculus. 

♦ ♦ ♦ ♦ ♦ 
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CT  of  Vertebral  Trauma 

Mark  Hollister,  MD,  Assistant  Professor  of 
Radiology,  University  of  Wisconsin  Medical  School, 
Madison 

Vertebral  fractures  are  common  in  trauma  with 
most  common  segments  involved  being  the  lower 
cervical  (C4-C7)  and  thoracolumbar  (T1 1-L2).  Most 
vertebral  fractures  do  not  lead  to  spinal  cord  inju- 
ries; however,  many  patients  with  complex  verte- 
bral fractures  are  neurologically  intact  but  may 
develop  neural  compromise  if  not  promptly  stabi- 
lized. A high  index  of  suspicion  for  vertebral  inju- 
ries should  be  maintained  in  any  patient  sustain- 
ing severe  motor  vehicle  injury.  The  CT  of  any  in- 
volved vertebral  level  should  include  scans  one 
vertebral  body  above  and  below  the  area  of  inter- 
est. The  scans  must  be  performed  with  thin  colli- 
mation  (l-3mm)  and  an  edge  enhancing  algorithm. 
High  energy  technique  must  be  used  (400  600mAs). 
Multiplanar  reformatting  is  performed  on  all  pa- 
tients. Coronal  reformats  are  especially  good  for 
evaluating  occipital  upper  cervical  injuries. 

CT  of  the  Abdomen: 

Don't  Forget  the  Bowel 

Gerald  Mulligan,  MD,  Clinical  Assistant  Professor, 
University  of  Wisconsin  and  Staff  Radiologist, 
Marshfield  Clinic 

CT  of  the  abdomen  has  significantly  progressed 
with  improving  technology  but  small  bowel  and 
colon  are  still  often  forgotten  structures.  The  mind 
set  of  many  radiologists  is  still  to  use  GI  contrast 
so  bowel  and  nodes  are  not  confused.  Today,  CT 
done  with  the  appropriate  technique,  will  define 
many  primary  problems  of  the  small  bowel  and 
colon.  CT  is  often  a first  line  test  in  the  evaluation 
of  the  acute  abdomen.  Bowel  pathology  is  a com- 
mon cause  of  the  acute  abdomen.  There  could  be  a 
bowel  obstruction,  infarct  or  colitis  among  the 
many  etiologies.  CT  is  a powerful  technique  in  the 
evaluation  of  the  bowel,  however,  it  is  difficult  and 
challenging  particularly  for  bowel  obstruction.  One 
must  keep  track  of  loops  as  they  travel  in  and  out 
the  axial  plane.  The  radiologist  must  have  a good 
visualization  of  3D  anatomy  from  multiple  2D  im- 
ages. On  most  CT  systems  the  use  of  the  cine  pag- 
ing is  very  helpful.  It  facilitates  evaluation  of  the 
loops  running  perpendicular  or  obliquely  to  the 
axial  plane. 

♦ ♦ ♦ ♦ ♦ 


CT  of  the  Temporal  Bone 

Lindell  Gentry,  MD,  Associate  Professor  of 
Radiology,  University  of  Wisconsin  Medical  School, 
Madison 

High  resolution  CT  defines  the  character  and  ex- 
tent of  temporal  bone  disease.  Pathologic  processes 
involving  the  external  ear  include:  otitis  externa, 
malignant  otitis  externa,  osteoma  of  the  external 
auditory  canal,  external  auditory  canal  atresia,  and 
neoplasm.  Middle  ear  pathology  includes:  choleste- 
atoma (either  primary  or  secondary),  glomus 
tympanicum,  glomus  jugulare,  fenestrial  otoscle- 
rosis, longitudinal  fractures,  acute  tympanomas- 
toiditis,  coalescent  mastoiditis,  aberrant  internal  ca- 
rotid artery,  anomalous  jugular  bulb,  cholesterol 
granuloma,  and  tympanosclerosis.  Inner  ear  pa- 
thology includes:  vestibular  schwannoma,  facial 
schwannoma,  ossifying  hemangioma,  transverse 
fractures,  cochlear  (retrofenestrial)  otosclerosis, 
cochlear  dysplasias,  labyrinthitis,  jugular  diverticu- 
lum, and  lipoma  of  the  IAC. 

♦ ♦ ♦ ♦ ♦ 

Evaluation  of  Facial  Trauma 

Lindell  Gentry,  MD,  Associate  Professor  of 
Radiology,  University  of  Wisconsin  Medical  School, 
Madison 

Conventional  radiography  is  not  routinely  used  for 
the  evaluation  of  facial  trauma  but  has  been  re- 
placed with  high  resolution  thin  section  CT.  1.5- 
3.0mm  contiguous  slices  are  used  to  minimize  par- 
tial volume  effects.  3D  reconstructions  are  helpful 
in  certain  cases,  but  are  unreliable  for  fracture  de- 
tection, especially  for  the  deeper,  thinner,  facial 
struts.  3D  reconstructions  are  most  useful  in  evalu- 
ating displaced  fractures  of  the  zygoma  and  man- 
dible. 

♦ ♦ ♦ ♦ ♦ 

CT  Angiography: 

The  UW  Experience  - Neuro 

Greg  Petermann,  MD,  Instructor  of 
Neuroradiology,  University  of  Wisconsin 

Intracranial  CT  angiography  is  useful  in  the  evalu- 
ation of  aneurysm,  subarachnoid  hemorrhage,  and 
planning  for  aneurysm  embolization.  The  advan- 
tages of  CT  angiography  include  the  ability  to  rap- 
idly acquire  the  images  with  a venous  injection 
which  avoids  the  complication  of  arterial  vasos- 
pasm. Our  CT  angiography  protocol  involves 
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helical  scanning  40  seconds  after  the  start  of  injec- 
tion of  lOOcc  of  300mosm  contrast  at  2cc/ sec. 

♦ ♦ ♦ ♦ ♦ 

CT  of  the  Biliary  System/2D-3D 

Gerald  Mulligan,  MD,  Clinical  Assistant  Professor, 
University  of  Wisconsin  and  Staff  Radiologist, 
Marshfield  Clinic 

Evaluation  of  the  jaundiced  patient  continues  to 
be  a challenge.  CT  historically  has  played  a major 
role  in  this  evaluation  with  endoscopic  retrograde 
cholangiopancreatography  (ERCP)  and  ultrasound 
(US).  The  evaluation  of  the  jaundiced  patient  will 
continue  to  be  a multimodality  process.  Anatomy 
has  historically  limited  the  CT  evaluation  of  the 
porta  hepatis  and  the  biliary  tree  due  to  its 
cephalocaudad  orientation.  Helical  imaging 
coupled  with  2D  and  3D  reconstructions  has 
changed  this  with  impressive  displays  of  complex 
pathology. 

♦ ♦ ♦ ♦ ♦ 

CT  Guided  Intervention 

Ian  Sproat,  MD,  Assistant  Professor  of  Radiology, 
University  of  Wisconsin  Medical  School,  Madison 

Biopsy  is  the  commonest  interventional  procedure 
we  perform  under  CT  guidance.  CT  has  superior 
contrast  resolution  compared  with  fluoroscopy,  a 
larger  field  of  view  than  ultrasound  can  provide, 
and  easier  patient  access  and  speed  of  use  com- 
pared to  magnetic  resonance  (MR).  Furthermore, 
the  bowel  gas  that  creates  such  problems  in  ultra- 
sound readily  acts  as  a natural  contrast  for  CT.  Simi- 
larly, fat,  which  can  play  havoc  with  MR  and  US, 
acts  as  a natural  contrast  on  CT  and  a buffer  that 
separates  the  solid  parenchymal  organs  in  the  body 
thus  providing  safe  pathways  for  the  introduction 
of  a needle  without  the  need  for  traversing  impor- 
tant structures. 

With  most  modem  CT  machines,  large  bore  gan- 
tries capable  of  rotating  through  almost  60  degrees 
of  craniocaudal  angulation  provide  for  much  more 
than  the  usual  axial  view,  allowing  for  use  of  ad- 
vanced triangulation  techniques  for  needle  place- 
ment. Helical  scanning  has  given  us  a rapid  means 
of  acquiring  data,  across  several  planes,  useful  in 
the  planning  of  the  needle  approach  and,  after 
needle  placement,  confirming  its  location.  This  al- 
lows multiple  passes  (and  therefore  multiple 
samples)  to  be  made  in  a shorter  period  of  time, 
which  reduces  the  time  necessary  for  biopsy,  im- 
portant in  a busy  CT  department,  but  most  impor- 


tant in  that  it  minimizes  patient  discomfort  and  in- 
convenience related  to  biopsy.  The  newer  scanners, 
as  a result  of  their  increased  speed,  have  reduced 
the  overall  amount  of  sedation  and  pain  medicine 
required  for  these  procedures,  due  to  shortened 
procedure  times. 

♦ ♦ ♦ ♦ ♦ 

Intravenous  Contrast  Choices: 

The  Politics , The  Money , The  Patient 

Myron  A.  Pozniak,  MD,  Professor  of  Radiology 

With  continuing  changes  in  the  economics  of  medi- 
cine, cost  containment  pressures  are  steadily  build- 
ing. Administrators  are  constantly  on  the  look-out 
for  potential  cost  savings,  especially  on  big-ticket 
items.  The  annual  cost  of  IV  contrast  for  CT  in  the 
United  States  in  1985  was  less  than  $75  million.  In 
1995  the  cost  was  $1.1  billion.  This  increase  was 
primarily  due  to  the  introduction  in  1986  of  low 
osmolar  contrast  material  (LOCM)  (nonionic).  Of 
all  intravenous  contrast  used  in  1995,  72%  was 
LOCM.  Numerous  institutions  over  the  last  sev- 
eral years  have  been  experiencing  pressure  to  re- 
vert to  high  osmolar  contrast  material  (HOCM) 
(ionic).  A few  hospitals  have  indeed  reverted,  but 
the  national  trend  continues  toward  increased 
LOCM  use. 

While  legal,  philosophical,  and  social  implica- 
tions of  contrast  selection  continue  to  be  discussed, 
the  economics  have  changed  significantly.  Al- 
though price  pressures  may  remain  strong,  the 
clinical  imperative  to  do  no  harm  to  patients  seems 
to  be  prevailing.  As  the  relative  costs  of  contrast 
decrease  due  to  new  competition  in  the  market 
place,  most  scanning  services  should  be  in  a better 
position  to  retain  their  preference  of  universal  use 
of  LOCM.  If,  however,  administrative  and  eco- 
nomic pressures  force  consideration  of  selective 
use,  sensible  arguments  can  be  presented,  which 
at  worst  should  at  least  delay  an  unfavorable  deci- 
sion. The  ultimate  goal  of  the  medical  imaging  com- 
munity (which  may  be  at  odds  with  the  pharma- 
ceutical industry)  is  to  see  these  low  osmolar  con- 
trast agents  enter  generic  status  so  that  all  patients 
may  benefit  from  universal  use. 

References 

. Rubin  GD,  Dake  MD,  Napel  SA,  McDonnell  CH,  Jef- 
frey RB  Jr.  Three  dimensional  spiral  CT  angiography 
of  the  abdomen:  initial  clinical  experience.  Radiology 
1993;186:147-152. 

♦ Heiken  JP,  Brink  J A,  McClennan  BL,  Sagel  SS,  Forman 
HP,  DiCroce  J.  Dynamic  contrast  enhanced  CT  of  the 

Continued  on  next  page 


Wisconsin  Medical  Journal  • August  1996 


579 


Continued  from  previous  page 

liver:  comparison  of  contrast  medium  injection  rates  and 
uniphasic  arid  biphasic  injection  protocols.  Radiology 
1993;  187:327-331. 

. Honda  H,  Matsuura  Y,  Onitsuka  H,  Murakami  J et  al. 
Differential  diagnosis  of  hepatic  taunors  (hepatoma, 
hemangioma,  and  metastasis)  with  CT:  Value  of  two- 
phase  incremental  imaging.  AJR  1992;  159:735-740. 

. Napel  S,  Marks  MP,  Rubin  GD,  Dake  MD,  McDonnell 
CH,  Song  SM,  Enzmann  DR,  Jeffrey  RB.  CT  angiog- 
raphy with  spiral  CT  and  maximum  intensity  projec- 
tion. Radiology  1992;  185:607-610. 

. Remy-Jardin  M,  and  Remy  J.  Comparison  of  vertical 
and  oblique  CT  in  evaluation  of  bronchial  tree.  JCAT 
1988;12:956-962. 

. Zeman  RK,  Fox  SH,  Siverman  PM,  Davros  WJ,  Carter 
LM,  Griego  D,  Weltman  DI,  Ascher  SM,  Cooper  CJ. 
Helical  (spiral)  CT  of  the  abdomen.  AJR  1993;160;719- 
725. 

. Webb  WR,  Muller  NL,  Zerhouni  EA.  High-resolution 
CT  of  the  lung:  Current  clinical  uses.  Perspectives  in 
Radiology  1989;2:61-69. 

♦ Kuhlman  JE,  Karuru  M,  Fishman  EK,  Siegelman  SS. 


CHIEF  MEDICAL  OFFICER 
Blue  Cross  and  Blue  Shield  of  Wisconsin 

Are  you  feeling  bored... ready  for  a change... or  do  you 
simply  want  to  spend  more  quality  time  with  your 
family?  We  have  an  exceptional  opportunity  for  a physi- 
cian to  become  a member  of  our  senior  management 
team. 

Have  you  ever  felt  like  you  wanted  to  broadly  influ- 
ence medical  policy  and  practices?  This  might  be  the 
kind  of  position  you  would  enjoy.  We  need  someone 
who  has  a big  interest  and  a good  understanding  of 
current  medical  issues  and  who  would  be  willing  to 
put  in  the  effort  required  to  help  guide  our  medical 
policies. 

If  you  have  been  thinking  about  a change  and  have 
at  least  10  years  practice  experience  and  are  board 
certified  in  family  practice  or  internal  medicine,  give 
us  a call  and  find  out  more  about  our  opening. 

Call  or  write  Micki  Baldino 
(402) 390-1813 
7261  Mercy  Road 
Omaha,  NE  68124 

We  are  an  equal  opportunity  employer  M/F 


Pneumocystis  carinii  pneumonia:  Spectrum  of  paren- 
chymal CT  findings.  Radiology  1990;17S:711-714. 
Kuhlman  JE.  CT  of  the  immunocompromised  and 
acutely  ill  patient.  In:  CT  and  MRI  of  the  Thorax.  Elias 
A.  Zerhouni,  ed.  Contemporary  Issues  in  Computed 
Tomography.  Churchill  Livingstone.  1990,  pp.  1-22. 
Mason  AC,  Mirvis  SE,  Templeton  PA.  Imaging  of  acute 
tracheobronchial  injury:  Review  of  the  literature. 
Emergency  Radiology  1994;5:250-260. 

Curtin  JJ,  Goodman  LR,  Thorsen  K.  Mediastinal 
trauma:  Does  CT  have  a role?  Applied  Radiology 
1995;January:29-35. 

Baron  B,  Daffner  RH.  TMumatic  rupture  of  the  right 
hemidiaphragm:  Diagnosis  by  chest  radiography. 
Emergency  Radiology  1994;S:231-235. 

Leung  AN,  Muller  NL,  Miller  RR.  CT  in  differential 
diagnosis  of  diffuse  pleural  disease.  AJR  1990;154:487- 
492. 

Molina  PL.  Computed  tomography  of  the  pleura.  Ap- 
plied Radiology  1995;Nov:ll-16. 

Dunnick  NR.  Renal  lesions:  Great  strides  in  imaging. 
Radiology  1992;182:305. 

Bosniak  MA,  Birnbaum  BA,  Krinsky  GA,  Waisman  J. 
Small  renal  parenchymal  neoplasms:  Further  obser- 
vations on  growth.  Radiology  1995;197:589. 

Foley  WD,  Oneson  SR  Helical  CT:  Clinical  perfor- 
mance and  imaging  strategies.  Radiographics 
1994;14:894. 

Blacksin  MF  and  Lee  HJ.  Frequency  and  sigruficance 
of  fractures  of  the  upper  cervical  spine  detected  by 
CT  in  patients  with  severe  neck  trauma.  AJR 
1995;1651201-1204. 

Campbell  SE,  et  al.  The  value  of  CT  in  determining 
potential  instability  of  simple  wedge-compression 
fractures  of  the  lumbar  spine.  AJNR  1995;16:1385- 
1392. 

Megibow  AJ.  Bowel  Obstruction:  Evaluation  with  CT. 
Rad  Clin  NA  1994;32(5):861-870. 

Philpotts  LE,  Heiken  IP,  et  al.  Colitis:  Use  of  CT  find- 
ings on  differential  diagnosis.  Radiology  1994;190:445- 
449. 

Birnbaum  BA,  Balthazar  EJ.  CT  of  appendicitis  and 
diverticulitis.  Rad  Clin  North  Am  1994;32(5):885-898. 
Kassel  EE,  Gruss  JS.  Imaging  of  midfacial  fractures. 
Neuroimaging  Clinics  of  North  America  1991;  1 :259-283. 
Gentry  LR  Facial  trauma  and  associated  brain  dam- 
age. Radiol  Clin  North  Am  1989;27:435-446. 

Gulliver  DJ,  Baker  ME,  et  al.  Malignant  biliary  ob- 
struction: Eff 'cacy  of  thin-section  dynamic  CT  on  de- 
termining respectability.  AJR  1992;159:503-507. 
Kwon  AH,  Uetsuji  S.  Three-dimensional  reconstruc- 
tion of  the  biliary  tract  using  spiral  computed  tomog- 
raphy. Brit  J Surg  1995;82:260-263. 

Soyer  P,  Sibert  A,  Laissy  JP.  Intrahepatic  bile  duct  di- 
latation secondary  to  hepatocellular  carcinoma:  CT 
features  of  ten  patients.  Abdom  Imaging  1995;20:  114- 
117. 

Radensky  PW,  Batavia  AL  Contrast  media.  Current 
markets,  future  prospects.  Imaging  Economics,  Janu- 
ary/February 1996.  ❖ 


580 


Wisconsin  Medical  Journal  • August  1996 


Celiac  Disease  in  Childhood  Presenting  with  Pica: 
Case  report 

Jose  Abad  Santos,  MD  and  Steven  L.  Werlin,  MD,  Milwaukee 


Introduction 

The  classic  childhood  presentation 
of  celiac  disease,  with  the  combi- 
nation of  failure  to  thrive,  abdomi- 
nal distention,  malabsorption  and 
anorexia,  is  easily  recognized.  Re- 
cently, however,  the  classic  presen- 
tation has  become  less  common 
and  it  is  now  known  that  children 
often  develop  what  were  formerly 
considered  unusual  symptoms 
such  as  anemia,  abdominal  pain, 
short  stature,  delayed  puberty  and 
rickets.1  Corazza  found  that  5%  of 
200  patients  with  iron  deficiency 
anemia  had  celiac  disease.2 

Pica  is  the  compulsive  eating  of 
any  substance  including  normal 
dietary  constituents  or  items  not 
commonly  regarded  as  food.  Al- 
though controversy  exists  as  to  the 
etiology  and  mechanisms  of  the 
development  of  pica,  it  is  well 
known  to  be  associated  with  iron 
and  zinc  deficiency.3,4 

In  the  only  previous  report  link- 
ing these  two  conditions,  Korman5 
reported  three  Arab  children  with 
celiac  disease  who  presented  with 
pica.  In  this  report,  we  describe  a 
six-year  old  white  middle  class  girl 
with  celiac  disease  who  displayed 
behaviors  of  pica  and  symptoms  of 
iron  deficiency  anemia. 


Werlin  is  with  the  Department  of  Pe- 
diatrics Division  of  Gastroenterology 
at  the  Medical  College  of  Wisconsin, 
Milwaukee.  Santos  is  from  the 
Children's  Hospital  of  Wisconsin  in 
Milwaukee.  Reprint  requests  to  Steven 
L.  Werlin  MD,  Department  of  Pediat- 
rics, The  Medical  College  of  Wiscon- 
sin, 8701  Watertown  Plank  Rd.,  Mil- 
waukee, WI  53226,  414-456-4160;  Fax 
414-266-8549. 


Case  report 

A six-year  old  white  female  pre- 
sented with  a two-year  history  of 
intermittent  periumbilical  abdomi- 
nal pain,  which  usually  occurred 
in  mid-afternoon  and  did  not  cor- 
relate with  feeding.  There  was  no 
nausea,  vomiting  or  change  in  ap- 
petite. The  patient  had  loose  stools 
once  a week  and  was  described  as 
"gassy."  She  often  ate  sand  and  ice. 
Her  craving  for  sand  was  so  strong 
that  despite  having  the  sand  re- 
moved from  the  sandbox  and 
stored  in  the  garage,  the  patient 
would  gain  access  to  it  nonetheless. 
At  age  four  years,  she  was  found 
to  have  anemia.  CBC  revealed  Hgb 
10.4g/dL,  Hct  30.6%,  MCV  69.5 
uM.3  Ferrous  sulfate  (15  mg  el- 
emental iron)  was  given  t.i.d.  with 
an  improvement  of  Hgb  to  12.7, 
Hct  37.9,  and  MCV  85  uM,  docu- 
mented on  follow-up  six  weeks 
later.  She  grew  normally  until  age 
six  when  her  height  fell  from  the 
50th  to  the  10th  percentile  and  her 
weight  fell  from  the  50th  to  the  25th 
percentile.  She  was  again  found  to 
be  anemic,  Hbg  10.8  g/ dL,  ferritin 
8 mcg/L  (N  20-200)  and  lead  < 2 
mcg/L.  She  was  given  ferrous  sul- 
fate. Stool  for  giardia  antigen  and 
ova  and  parasites  were  both  nega- 
tive on  three  occasions. 

Upon  referral  to  The  Children's 
Hospital  of  Wisconsin  one  month 
later,  her  height  was  108cm  (10%) 
and  her  weight  was  18.5kg  (25%). 
Further  laboratory  evaluation  in- 
cluded an  abdominal  x-ray  which 
showed  multiple  punctate  densi- 
ties throughout  the  colon  consis- 
tent with  pica.  CBC  including  in- 
dices was  normal.  Iron  studies 
were  not  repeated.  Anti-gliadin 
antibody  IgG  was  35  EIA  (enzyme 
immunoassay  units,  normal  < 10), 
anti-reticulin  antibody  was  >1:1 60 


and  anti-endomysial  antibody  was 
> 1:40  (normal  <1:5).  Duodenal 
biopsy  revealed  severe  villous  at- 
rophy and  chronic  inflammation. 

A gluten-free  diet  was  given. 
The  pica  resolved,  linear  growth 
resumed  and  the  abdominal  pain 
subsided. 

Discussion 

Pica  is  the  compulsive  eating  of 
any  substance  including  normal 
dietary  constituents  or  items  not 
commonly  regarded  as  food.  In 
some  countries,  pica  is  an  accepted 
cultural  practice.6'8  Pica  is  known 
to  be  associated  with  both  iron  and 
zinc  deficiency.3,4 

Our  patient  was  not  consistent 
with  a classic  picture  of  celiac  dis- 
ease. Korman  in  1990  presented  the 
cases  of  three  children  from  Gaza 
who  had  long  histories  of  pica,  iron 
deficiency,  and  in  whom  celiac  dis- 
ease was  ultimately  diagnosed  by 
biopsy.  As  with  our  patient,  these 
three  children  all  had  vague  gas- 
trointestinal symptoms.  All  three 
improved  with  resolution  of  pica 
and  improvement  in  growth  veloc- 
ity after  treatment  with  a gluten- 
free  diet. 

While  pica  has  been  clearly  as- 
sociated with  iron  and  zinc  defi- 
ciency, debate  persists  as  to 
whether  it  is  the  cause  or  the  re- 
sult of  the  deficiencies.5  Pica  in  ce- 
liac disease  is  probably  secondary 
to  the  associated  iron-deficiency 
anemia.  The  anemia  itself  is  likely 
due  to  malabsorption.9  Thus  we 
can  postulate  that  our  patient's 
iron  deficiency  was  secondary  to 
her  celiac  disease  and  was  there- 
fore the  cause  of  her  pica.  In  our 
patient  and  in  those  reported  by 
Korman5,  both  the  pica  and  the  iron 
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deficiency  resolved  after  treatment 
with  a gluten-free  diet.  In  toddlers 
and  older  children  with  unex- 
plained pica  or  iron  deficiency,  ce- 
liac disease  and  other  forms  of  mal- 
absorption must  be  placed  high  on 
the  differential  diagnosis. 
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Childhood  Lead  Paint  Poisoning: 
From  Past  to  Present 


Rachel  A.  Flashinski,  BS,  Tiffany  Taha,  MSIE,  and  Marty  S.  Kanarek,  PhD,  MPH,  Madison 


Introduction 

Lead  is  a heavy  metal  found  in  the 
environment.  It  has  had  many 
practical  uses  due  to  its  softness 
and  malleability,  which  make  it 
unique  from  other  metals.  Man- 
kind has  put  it  to  use  for  centuries 
in  things  such  as  plumbing,  roof- 
ing, pottery,  winemaking  and  food 
preparation,  and  until  recently,  in 
paint  and  gasoline. 

But  while  lead  has  many  indus- 
trial uses,  it  has  no  physiological 
value,  and  has  proven  to  be  haz- 
ardous. 

In  Wisconsin  alone,  there  were 
13,130  children  identified  with  lead 
poisoning  in  1995.  Young  children 
are  at  the  highest  risk  for  lead  poi- 
soning for  two  reasons.  First, 
people  are  usually  exposed  to  lead 
through  inhalation  of  lead-con- 
taminated dust  and  soil.  Children 
are  most  susceptible  to  these  types 
of  exposures  because  of  their  short 
stature  and  frequent  hand-to- 
mouth  activity.  Many  children  also 
engage  in  a behavior  known  as 
pica,  or  placing  non-food  items  in 
their  mouths.  As  a result,  these 
children  may  ingest  paint  chips, 
which  could  contain  huge  quanti- 
ties of  lead.  Secondly,  children's 
bodies  can  readily  absorb  large 
quantities  of  lead,  several  times  the 
amount  that  adults  absorb.  Fur- 
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thermore,  lead  poisoning  is  often 
asymptomatic  at  lower  concentra- 
tions, making  diagnosis  difficult. 

Lead  poisoning  remains  one  of 
the  most  prevalent  of  childhood 
diseases  today  due  to  the  presence 
of  lead-based  paint  in  older  homes. 
In  1990,  a two-year  old  in 
Waukesha,  Wisconsin  died  after 
eating  leaded  paint  chips  in  his 
home.  His  blood  lead  concentra- 
tion was  found  to  be  134  micro- 
grams/deciliter (pg/dL).1  Al- 
though cases  such  as  the  Waukesha 
death  attract  nationwide  attention, 
general  public  awareness  of  the 
problem  is  lacking,  as  it  has  been 
throughout  history.  Federal  fund- 
ing for  local  detection  and  abate- 
ment programs  has  only  recently 
been  allocated.  Lead  poisoning  in 
children  has  been  called  the  "silent 
thief  of  their  futures,"  and  will  con- 
tinue to  threaten  the  intelligence, 
development,  overall  health,  and 
sometimes  the  lives  of  children  into 
the  twenty-first  century  unless 
more  active  measures  are  taken 
towards  the  elimination  of  lead 
based  paints  in  homes.2 

Lead  in  Paint 

Lead  poisoning  has  often  been  con- 
sidered an  occupational  disease  of 
the  Industrial  Revolution.  Actually, 
lead  poisoning  claimed  "a  long  se- 
ries of  victims  dating  back  more 
than  5,000  years"  although  the 
types  of  exposure  and  effects  of 
lead  have  varied  considerably 
throughout  history.3 

Toxicity  was  common  in  ancient 
Greek  and  Roman  societies  where 
massive  quantities  of  lead  were 
produced  during  the  processing  of 
silver,  as  both  are  found  in  galena 
ore.  They  used  large  amounts  in 


plumbing  and  roofing  after  learn- 
ing how  to  make  sheet  lead.  Do- 
mestic uses  for  lead  included  pig- 
ments, jewelry,  cooking  pots,  and 
containers.  Alcoholic  beverages 
and  food  were  often  prepared  in 
lead-lined  containers,  and  lead  was 
even  added  during  cooking.4  Lead 
acetate  has  a sweet  taste  and  also 
was  used  as  a preservative,  by  in- 
hibiting growth  of  bacteria.  Sapa, 
which  was  added  to  wine,  pre- 
pared in  leaden  containers  accord- 
ing to  ancient  recipes,  has  been 
found  to  have  lead  concentrations 
as  high  as  lOOOmg  per  liter,  which 
at  one  teaspoon  a day  would  have 
been  more  than  enough  lead  to 
cause  chronic  poisoning.5  At  the 
height  of  the  power  of  the  Roman 
Empire  two  thousand  years  ago, 
lead  production  amounted  to 
about  80,000  tons  per  year.6 

This  enormous  use  of  lead  dur- 
ing ancient  times  did  not  occur 
without  consequence.  High  lead 
exposure  was  recognized  with 
acute  toxicities,  but  chronic  effects 
of  lead  were  not  known  until  much 
later.  Lead  continued  to  play  a role 
in  societies  throughout  history 
with  the  discoveries  of  many  new 
uses  for  lead.  Lead  toxicity  has 
been  recognized  for  centuries,  but 
the  potential  risks  did  not  exceed 
the  perceived  benefits  and  practi- 
cality of  lead  usage  in  societies,  so 
the  warnings  about  the  effects  of 
lead  have  been  periodically  ig- 
nored. 

In  the  United  States,  the  use  of 
lead  paralleled  the  growth  of  tech- 
nology and  industry  during  the 
late  nineteenth  century.  With  the 
onset  of  the  Industrial  Revolution 
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came  many  of  the  modern  uses  of 
lead  and  lead  poisoning  became  a 
concern  mainly  as  an  acute  occu- 
pational disease.  Large  quantities 
of  lead  were  used  in  the  produc- 
tion of  interior  and  exterior  paints. 
Lead  was  popular  as  a pigment 
because  of  its  low  cost  and  high 
availability.  Its  usefulness  in  paint 
was  known  long  before  any  scien- 
tific explanation  was  attainable.7 

At  about  the  same  time,  the  first 
cases  of  childhood  lead  poisoning 
due  to  leaded  paints  were  begin- 
ning to  be  recognized  abroad.  In 
Australia  in  1892,  ten  cases  of  lead 
colic  were  found  in  children,  but 
lead  paint  was  not  discovered  as 
the  cause  of  the  toxicity  for  more 
than  ten  years.8  In  1904,  Dr. 
Lockhart  Gibson  of  Queensland  re- 
ported that  lead  poisoning  in  chil- 
dren was  caused  by  chewing  on 
cribs,  toys  and  other  lead  paint  con- 
taining surfaces  within  their  reach.9 
He  noted  that  this  type  of  disease 
was  entirely  preventable. 
Throughout  the  next  few  years, 
more  doctors  in  Australia  con- 
firmed Gibson's  claim.  As  medical 
professionals  increasingly  began  to 
watch  for  lead  poisoning,  a higher 
incidence  was  found.  Legislation 
was  passed  in  Australia  in  1922 
which  banned  the  use  of  lead  based 
paint  on  all  surfaces  within  reach 
of  children,  answering  the  call  of 
the  physicians  who  recognized 
lead  poisoning  as  a major  problem 
in  children. 

In  the  U.S.,  it  took  longer  for  the 
focus  of  lead  poisoning  to  broaden 
and  include  both  the  worker  and 
the  child,  even  as  doctors  warned 
of  the  adverse  effects  of  lead-based 
paints  in  children.  Through  the 
1920s,  the  interest  of  the  commu- 
nity remained  on  lead  poisoning  in 
industry,  but  not  much  attention 
was  paid  to  lead  in  the  environ- 
ment. The  first  account  of  child- 
hood lead  poisoning  was  pub- 
lished in  1914,  and  through  the 
next  few  decades,  many  reports 


were  published  on  the  sources  and 
effects  of  lead  in  children.  Child- 
hood lead  poisoning  was  common, 
as  society  began  to  acknowledge. 
Windowsills,  porch  railings,  and 
crib  railings  were  all  identified  as 
major  sources  of  lead  based  paint 
encountered  by  children.  Doctors 
began  to  familiarize  themselves 
with  hazards  and  chronic  effects  of 
lead  poisoning  in  children,  which 
was  difficult  because  the  symp- 
toms are  common  to  other  child- 
hood diseases.  A Metropolitan  Life 
Insurance  Company  report  in  1930 
commented  on  the  rising  incidence 
of  lead  poisoning,  stating  that  "a 
majority  of  the  pediatrists  agreed 
that  chronic  lead  poisoning  in  in- 
fancy and  childhood  is  by  no 
means  a rare  condition."10 

Although  physicians  recog- 
nized lead  poisoning  as  one  of  the 
most  prevalent  of  the  childhood 
diseases,  the  lead  industry  denied 
that  the  problem  existed  for  the 
next  several  decades.  Up  until  the 
1940s,  the  lead  industry  was 
mainly  concerned  about  the  lead 
worker,  and  asserted  that  reports 
of  childhood  lead  poisoning  were 
overly  exaggerated.  Industry  pub- 
licly denied  childhood  lead  poison- 
ing as  a hazard  during  the  1940s, 
claiming  that  the  use  of  lead  based 
paints  in  cribs  and  baby  furniture 
had  diminished  hy  the  1930s,  and 
therefore  poisonings  were  becom- 
ing uncommon.9  A representative 
of  the  National  Paint,  Varnish  and 
Lacquer  Association  claimed  that 
70%  to  90%  of  childhood  lead  poi- 
soning cases  resulted  from  pica.11 
They  did  not  recognize  chronic 
poisoning  due  to  contamination  of 
soil  and  dust  by  leaded  paints  as  a 
major  concern.  What  industry 
failed  to  acknowledge,  as  they  con- 
tinued to  downplay  the  use  of  lead 
based  paints,  was  that  existing  lead 
based  paints  in  older  homes  posed 
a threat  to  the  health  of  children, 
and  continue  to  do  so  today. 

During  the  1940s,  other  pig- 
ments, such  as  titanium  dioxide, 
began  to  replace  lead  in  paints,  but 


it  was  a slow  and  incomplete  pro- 
cess. In  a statement  to  Congress 
during  hearings  in  1971,  John  Mont- 
gomery of  the  National  Paint,  Var- 
nish, and  Lacquer  Association 
stated  that  leaded  paint  "has  not 
been  used  can  interior  surfaces  for 
more  than  thirty  years."11  The  paint 
industry  has  claimed  that  lead 
based  interior  paints  were  discon- 
tinued completely  by  the  1940s,  but 
the  evidence  shows  otherwise.  A 
significant  number  of  homes  built 
after  World  War  II  that  contain  in- 
terior lead  based  paints  have  been 
identified  in  cities  across  the  coun- 
try. Studies  were  also  conducted 
during  this  time  on  improving  the 
light-reflective  quality  of  lead 
paints.12  In  1955,  the  paint  indus- 
try itself  adopted  a 1%,  or  10,000 
part  per  million,  self-regulatory 
limit,  called  the  ANSI  standard,  on 
the  concentration  of  lead  in  interior 
paints.11  As  late  as  1971,  some  lead 
based  paints  were  for  sale  for  inte- 
rior use  in  New  York  City.9  It 
seemed  that  self-regulation  by  the 
paint  industry  was  not  sufficient  in 
the  fight  to  lower  lead  concentra- 
tions in  lead  based  paints  and  the 
subsequent  hazards  of  lead  to  chil- 
dren. 

Legislation 

Public  questions  arose  during  the 
1960s  concerning  the  subclinical 
effects  of  lead  in  children,  and  this 
led  to  more  effective  control  of  lead 
levels  in  paints.  Previously,  it  was 
believed  that  if  children  did  not  die 
from  incidences  of  lead  poisoning, 
they  fully  recovered.11  Blood  lead 
levels  defined  as  safe  were  those 
less  than  60  |ig/dL  in  the  1960s,  six 
times  the  acceptable  level  today. 
Health  effects  of  lead  on  asymp- 
tomatic children  with  blood  lead 
concentrations  much  lower  than 
this  "safe"  level  were  first  shown 
during  this  time.  It  was  acknowl- 
edged that  lead  was  a major  envi- 
ronmental contaminant  that 
caused  a variety  of  adverse  effects. 
These  effects  on  children  at  a 
continuum  of  blood  lead  levels 
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included  impaired  attention  and 
speech,  hyperactivity,  and  de- 
creased intelligence.  This  informa- 
tion was  presented  to  Congress  dur- 
ing hearings  which  led  to  the  pas- 
sage of  the  Lead  Based  Paint  Elimi- 
nation Act  of  1971. 

The  1971  legislation  was  enacted 
with  the  intent  of  establishing  lo- 
cal programs  for  lead  paint  poison- 
ing detection  and  treatment  and 
lead  paint  removal,  especially  in 
the  inner  city.  Congress  wished  to 
designate  specific  funds  for  lead 
poisoning  prevention  in  order  to 
increase  public  awareness  of  the 
problem.14  Although  one  of  the 
major  purposes  of  the  Act  was  lead 
paint  elimination,  this  was  the  first 
legislation  passed  in  the  United 
States  that  limited  the  use  of  lead 
in  paints  intended  for  residential 
use.15 

The  Act  authorized  the  Depart- 
ment of  Health,  Education,  and 
Welfare  (HEW)  to  award  grants  to 
local  governments  for  lead  poison- 
ing detection  and  treatment  pro- 
grams, and  set  guidelines  for  what 
the  programs  must  include.  The 
research  authority  was  placed 
upon  the  Department  of  Housing 
and  Urban  Development  (HUD), 
which  included  investigation  of 
the  extent  of  the  lead  paint  poison- 
ing problem  and  development  of 
improved  methods  of  cost-effec- 
tive paint  removal.  Under  the  Fed- 
eral Hazardous  Substance  Act 
(FHSA),  the  Consumer  Product 
Safety  Commission  (CPSC) 
banned  all  paints,  surface  coatings, 
and  toys  with  painted  surfaces  con- 
taining more  than  0.5%  lead. 

Amendments  were  added  to  the 
Act  in  1973  and  1976  that  provided 
more  funding  for  local  programs.14 
The  1973  amendments  allotted 
larger  appropriations  for  all  types 
of  programs,  but  placed  a higher 
priority  on  treatment  and  detec- 
tion. As  a result,  more  children 
were  treated  for  lead  toxicity,  but 
the  heart  of  the  problem  remained. 
The  1976  amendments  emphasized 
hazard  elimination  in  residences  of 


children  suffering  from  lead  poi- 
soning. It  was  acknowledged  that 
children  who  were  treated  for  lead 
poisoning  remained  at  risk  as  long 
as  deteriorating  lead  based  paints 
existed  in  their  homes. 

The  amendments  also  further 
limited  the  allowable  amount  of 
lead  in  paint.  The  1973  amendment 
required  the  CPSC  to  determine  if 
a level  of  lead  in  paint  greater  than 
0.06%  was  safe.  In  a report  to  Con- 
gress, the  CPSC  concluded  that 
based  on  animal  studies,  the  0.5% 
level  of  lead  was  safe.  The  1976 
amendment  took  a different  ap- 
proach and  required  the  CPSC  to 
determine  a safe  lead  level  between 
0.06%  and  0.5%.  This  time,  the 
CPSC  followed  the  recommenda- 
tions of  the  National  Research 
Council  (NRC),  which  rejected  the 
animal  studies  as  insufficient  evi- 
dence of  safety  to  children.  The 
NRC  advised  that  a level  no  greater 
than  0.06%  be  permitted.  The  Na- 
tional Paint  and  Coatings  Associa- 
tion and  representatives  of  the  toy 
industry  countered  this  recom- 
mendation and  proposed  levels  be- 
tween 0.2%  and  0.25%.  But  they 
could  not  provide  toxicity  data  to 
show  that  these  levels  were  actu- 
ally safe.  Therefore,  the  CPSC  con- 
cluded that  no  lead  levels  in  paint 
greater  than  0.06%  were  proven  to 
be  safe.  Thus,  0.06%  was  set  as  the 
maximum  allowable  concentration 
in  paint  intended  for  residential 
use.  This  ruling  became  effective  as 
of  February  1978. 14 

The  Current  Situation 

Though  leaded  paints  were 
banned  in  1978,  in  Wisconsin,  86% 
of  homes  in  which  children  under 
the  age  of  six  reside  were  built  prior 
to  1980. lh  The  national  prevalence 
of  blood  lead  levels  greater  than 
10  jig/ dL  for  children  aged  one  to 
five  is  8.9%,  but  in  Wisconsin  the 
numbers  are  higher.  The  incidence 
is  higher  yet  in  Milwaukee,  where 
a larger  proportion  of  young  chil- 
dren live  in  poverty,  one  of  the 
major  risk  factors  for  lead  poison- 


ing. Over  one  million  children  in  the 
United  States  would  be  classified 
as  lead-poisoned  if  all  were  tested. 

The  second  National  Health  and 
Nutrition  Examination  Survey 
(NHANES  II,  1976  to  1980)  con- 
ducted the  first  national  estimate 
of  blood  lead  levels  concurrently 
with  the  increased  detection  of  lead 
paint  poisoning  due  to  the  Act.17 
The  geometric  mean  for  the  popu- 
lation was  determined  to  be  12.8 
jig/ dL,  well  below  the  designated 
"safe"  lead  level  at  the  time.  How- 
ever, according  to  today's  stan- 
dards, 88.2%  of  children  between 
the  ages  of  one  to  five  years  had 
blood  lead  levels  posing  a health 
risk.18  Also,  this  study  took  place 
simultaneously  with  the  elimina- 
tion of  lead  from  gasoline,  which 
had  posed  a serious  health  hazard 
through  contamination  of  soil  and 
dust.  As  a result,  a decline  in  the 
average  blood  lead  levels  is  seen 
from  the  beginning  to  the  end  of 
the  second  survey.19 

The  first  phase  of  the  third  Na- 
tional Health  and  Nutritional  Ex- 
amination Survey  (NHANES  III, 
1988  to  1991)  has  recently  been 
completed  and  the  initial  results 
indicate  some  successes.  The  geo- 
metric mean  blood  lead  level 
throughout  the  population  has 
fallen  to  2.8  jig/ dL.  However,  since 
the  second  study,  developmental 
and  behavioral  deficits  have  been 
discovered  at  blood  levels  previ- 
ously considered  safe.  The  Centers 
for  Disease  Control  and  Prevention 
(CDC)  has  lowered  the  interven- 
tion level  of  blood  lead  concentra- 
tions three  times  in  the  past  twenty 
years  to  reflect  new  information, 
with  the  most  recent  reduction  in 
1991  from  25  to  10  gg/dL.20  The 
NHANES  III  study  found  that 
8.9%,  or  1.7  million,  of  children  in 
the  age  range  of  one  to  five  years 
have  blood  lead  levels  exceeding 
this  standard,  which  is  a significant 
proportion  of  the  population.  Even 
higher  percentages  were  found 

Continued  on  next  page 
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among  minority,  urban  and  low- 
income  groups  of  children. 

Lead  has  been  identified  as  a 
major  environmental  hazard  in 
Wisconsin,  particularly  due  to  the 
many  high  risk  children  in  the  Mil- 
waukee area.  The  Milwaukee 
Health  Department  (MHD)  has 
been  active  in  the  detection  and 
prevention  of  lead  poisoning.  Last 
year,  7,710  children  were  identi- 
fied in  Milwaukee  of  the  13,130 
children  statewide  with  blood  lead 
levels  greater  than  10  pg/dL.lh  In 
1991,  the  CDC  recommended  lead 
poisoning  screening  for  all  children 
in  the  United  States,  but  the  pre- 
liminary results  of  this  study  indi- 
cate that  efforts  to  reduce 
children's  blood  lead  levels  must 
focus  on  children  living  in  poverty 
and  in  urban  areas.  Any  child  in 
this  country  may  be  lead  poisoned, 
but  in  order  to  implement  cost-ef- 
fective detection,  primary  risk  fac- 
tors must  be  recognized  and  ad- 
dressed. 

There  are  several  factors  which 
account  for  the  strong  decline  in 
the  overall  mean  blood  lead  levels, 
from  12.8  to  2.8  |ig/dL,  and  these 
indicate  why  levels  are  not  likely 
to  decrease  in  years  to  come  with- 
out more  intervention.  Between 
the  years  of  the  two  studies,  there 
were  three  major  sources  of  lead  in 
the  United  States:  gasoline,  sol- 
dered cans,  and  paint.  Environ- 
mental lead  levels  steadily  de- 
creased beginning  in  the  late  1970s 
and  continued  through  the  early 
1980s,  reducing  the  potential  haz- 
ards to  children.  From  1976  to  1990, 
the  amount  of  lead  used  in  gaso- 
line fell  99.8%,  with  this  trend  be- 
ginning in  the  late  1970s.19  Emis- 
sions from  leaded  gasoline  contrib- 
ute to  blood  lead  levels  through 
contamination  of  soil,  which  can  be 
tracked  indoors  and  contribute  to 
household  dust,  and  also  food. 
Therefore,  the  reduction  of  lead  in 
gasoline  is  probably  the  major  fac- 
tor responsible  for  the  decline  in 


average  blood  lead  concentrations. 

Even  though  the  CPSC  dramati- 
cally restricted  the  allowable  levels 
of  lead  in  paints  in  1978,  this  hasn't 
been  a substantial  factor  in  the  de- 
cline of  blood  lead  levels.  For  the 
most  part,  the  lead  paint  that  was 
present  in  homes  in  the  1970's  is 
still  present  today.  Worse  yet,  much 
of  that  paint  is  peeling  and  chip- 
ping in  the  nation's  oldest  housing, 
contributing  to  dust  lead  levels  and 
pica.  As  a result,  population  blood 
lead  levels  are  not  likely  to  continue 
to  decline  unless  paint  abatement 
programs  are  actively  implemented. 

Two  out  of  three  homes  occupied 
by  children  less  than  seven  years  of 
age  contain  lead  paint,  and  the 
Residential  Lead  Based  Paint  Haz- 
ard Reduction  Act  is  attempting  to 
address  this  problem.18  In  1992, 
Congress  passed  the  Act,  or  "Title 
X",  with  the  intent  of  generating  fi- 
nancial support  for  residential 
paint  abatements.  Title  X,  which 
becomes  effective  this  fall,  autho- 
rizes the  Environmental  Protection 
Agency  (EPA)  to  regulate  lead  paint 
abatements  and  gives  states  the 
power  to  institute  them.  The  Act  also 
increases  pressure  on  homeowners 
and  landlords  to  eliminate  lead 
paint  hazards.  Owners  of  homes 
built  before  1978  will  be  required  to 
alert  potential  buyers  and  renters 
of  risks  and  to  provide  pamphlets 
about  lead  hazards  if  they  exist.  In 
addition,  the  federal  government  is 
currently  designing  guidelines  for 
detection  and  abatement,  as  well  as 
training  programs  for  lead  inspec- 
tors. Less  expensive  technologies 
for  testing  and  abatement  are  being 
researched  that  also  minimize  the 
risks  that  often  follow  paint  abate- 
ments that  are  done  incorrectly. 
Although  the  Act  requires  that  in- 
formation about  lead  hazards  be 
distributed,  it  does  not  require  that 
testing  and  abatement  procedures 
be  completed  in  lead  contaminated 
homes. 

Conclusion 

The  CPSC  is  again  considering 


lowering  the  acceptable  level  of 
lead  in  paint  to  0.01%,  but  it  is  clear 
that  the  efforts  of  lead  poisoning 
prevention  must  focus  on  the 
elimination  of  preexisting  lead 
paint  in  homes.15  Approximately 
60.8  million  privately  owned 
homes  in  the  United  States,  and 
65%  overall,  contain  lead-based 
paints,  and  this  environmental 
hazard  will  not  go  away  on  its 
own.19  Although  recent  legislation 
is  a step  in  the  right  direction,  more 
local  abatement  programs  and 
funding  are  needed  for  the  safe  re- 
moval of  leaded  paints,  especially 
in  the  inner  city.  It  is  estimated  that 
it  will  cost  billions  of  dollars  to  re- 
move all  of  the  lead  paint  in  homes 
in  America,  and  as  a result  abate- 
ments have  not  been  a high  prior- 
ity. The  hazards  of  lead  have  finally 
been  fully  recognized,  but  environ- 
mental exposures  have  not  been 
significantly  reduced  because  of 
the  enormous  costs  involved.  In- 
creasingly, we  must  consider  the 
long-term  rather  than  the  short- 
term consequences  of  our  actions. 

There  are  several  ways  that  we 
would  benefit  while  reducing  costs 
in  the  long-run  through  elimina- 
tion of  lead  based  paint  hazards. 
The  first  is  the  sheer  cost  of  the 
medical  treatment  for  lead-poi- 
soned children.  Another  is  that  low 
level  lead  exposure  is  known  to 
cause  IQ  decrements,  and  these  ef- 
fects are  associated  with  monetary 
losses  to  individuals  and  society.21 
Children  with  lower  IQ's  often  re- 
quire extra  schooling  and  experi- 
ence a reduction  in  lifetime  earn- 
ings due  to  lower  intelligence  and 
fewer  years  of  education. 

There  are  many  effects  of  lead 
which  are  difficult  to  assess  in 
terms  of  costs  to  society,  but  are  still 
very  important.  These  include  ag- 
gressiveness, hyperactivity,  atten- 
tion disorders,  and  effects  on  hear- 
ing and  perception.7  Aggression  in 
children  is  known  to  be  a strong 
predictor  of  committing  crimes 
later  in  life,  and  lead  is  associated 
with  delinquent  behavior.22  Our 
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society  must  take  a closer  look  at 
these  subclinical  effects  of  lead  and 
the  potential  harm  to  which  ex- 
posed children  are  susceptible.  If 
we  wish  our  youngest  generation 
to  grow  up  to  be  productive  and 
beneficial  members  of  society  then 
we  owe  it  to  ourselves,  as  well  as 
to  the  children,  to  protect  them 
from  one  of  the  oldest  toxins 
known  to  humankind. 
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A Word  from  WIPRO 
Improving  Use  of  ACE  Inhibitors 
in  Diabetic  Nephropathy 


Jay  A.  Gold,  MD,  JD,  MPH,  Madison 

Within  the  last  few  years, 
there  has  been  mounting 
evidence  that  appropriate  use  of 
ACE  inhibitors  will  slow  signifi- 
cantly the  deterioration  of  renal 
function  in  patients  with  diabetes 
mellitus.  One  study  showed  that 
treatment  with  captopril  was  asso- 
ciated with  a 50%  reduction  in  the 
risk  of  the  combined  end  points  of 
death,  dialysis,  and  transplantation 
for  insulin-dependent  patients.1 
Another  showed  significant  ad- 
vantages in  enalapril  treatment  for 
normotensive  patients  with  Type  II 
diabetes.2 

For  this  reason,  it  has  become 
important  to  identify  diabetic  pa- 
tients whose  kidneys  have  begun 
to  show  impairment,  and  to  pre- 


A Word  from  WIPRO  is  not  reviewed 
by  the  WM)  Editorial  Board.  Dr  Gold 
is  WIPROs  Principal  Clinical  Coordi- 
nator. He  also  serves  as  Assistant  Clini- 
cal Professor  in  Preventive  Medicine 
and  Health  Policy  Institute  at  the  Medi- 
cal College  of  Wisconsin,  and  as  Senior 
Lecturer  in  Preventive  Medicine  at  the 
University  of  Wisconsin,  Madison. 
Reprint  requests  to  Jay  A.  Gold,  MD, 
JD,  MPH,  WIPRO,  2909  Landmark 
Place,  Madison,  WI  53713.  Copyright 
1996  State  Medical  Society  of  Wiscon- 
sin. 


scribe  ACE  inhibitors  in  such  cases. 
WIPRO  has  undertaken  a collabo- 
rative project  to  improve  the  use  of 
urinalysis,  urine  screening,  and 
ACE  inhibitor  use  in  this  popula- 
tion. Our  analysis  indicates  a like- 
lihood that  many  diabetic  patients 
who  should  be  receiving  ACE  in- 
hibitors are  not  getting  them. 

The  project  was  suggested  to  us 
by  a similar  project  of  the  Oregon 
PRO,  which  had  found  significant 
opportunities  for  improvement 
among  Oregon  practitioners. 
WIPRO's  own  data  collection  and 
analysis  indicated  similar  room  for 
improvement  in  Wisconsin. 
WIPRO  looked  at  659  cases  of  in- 
patient care  (304  with  and  355 
without  an  established  diagnosis  of 
diabetic  nephropathy)  that  had 
been  discharged  between  July  1993 
and  June  1994.  We  eliminated  cases 
with  kidney  transplant,  renal  dialy- 
sis, or  end-stage  renal  disease.  Us- 
ing the  recommendations  of  the 
American  Diabetes  Association 
(ADA)3,  we  found  the  following: 

Indicator  1:  Urinalysis 

The  ADA  recommends  that  all 
adults  receive  a yearly  urinalysis. 
While  it  is  true  that  some  of  the 
inpatients  we  looked  at  would 
have  had  UAs  performed  as  out- 


patients, we  thought  it  would  be 
worthwhile  to  look  at  the  UA  rate 
while  hospitalized.  After  excluding 
(1)  patients  with  fistulas  or  cath- 
eters placed  for  dialysis  and  (2)  ter- 
minally ill  patients,  we  found  that 
169  of  594  patients  (28.5%)  had  not 
had  a urinalysis  performed.  The 
rate  was  identical  in  insulin-depen- 
dent  and  non-insulin-dependent 
patients. 

Indicator  2:  Screening 

The  ADA  recommends  that  all 
adults  who  have  carried  a diagno- 
sis of  diabetes  for  at  least  five  years 
have  a timed  urine  collection  done 
yearly.  Again,  some  of  the  cases  we 
examined  would  have  had  this 
procedure  performed  as  outpa- 
tients; however,  again,  we  thought 
it  would  be  worth  looking  at  the 
inpatient  rate.  We  eliminated,  in 
addition  to  those  categories  men- 
tioned above,  patients  with  estab- 
lished nephropathy  or  with  a crea- 
tinine measured  at  1.3mg/dL  or 
less.  This  reduced  our  denomina- 
tor to  68  patients,  of  whom  17 
(25%)  did  not  receive  screening. 
NIDDM  patients  were  somewhat 
less  likely  to  leave  the  hospital 
without  being  screened  (19%)  than 
those  taking  insulin  (35%). 

As  part  of  our  research,  we 
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looked  at  the  yield  of  urine  screen- 
ing. That  is,  of  the  patients  in  our 
sample  without  documented 
nephropathy  who  had  had  a uri- 
nalysis, how  many,  once  screened, 
showed  at  least  trace  protein  and 
a negative  leukocyte  esterase?  We 
found  that  75  of  226  cases  had  such 
positive  results  from  a timed  urine 
collection.  This  is  most  important. 
Given  what  we  now  know  about 
the  value  of  treatment  in  such  pa- 
tients (see  below),  it  means  there 
is  a good  chance  that  failure  to  per- 
form urine  screening  on  a diabetic 
patient  will  be  at  that  patient's 
peril. 

Indicator  3:  ACE  Inhibitors 

The  ADA  points  out  that  treatment 
of  hypertensive  IDDM  patients 
with  microalbuminuria  or  clinical 
albuminuria  with  ACE  inhibitors 
has  been  shown  to  delay  progres- 
sion from  microalbuminuria  to 
clinical  albuminuria  and  to  slow 
the  decline  in  glomerular  filtration 
rate  in  patients  with  clinical  albu- 
minuria. It  also  states  that  normo- 
tensive  patients  with  albuminuria 
may  benefit  from  ACE  inhibitors. 
Similarly,  a 1995  review  article 
points  out  that  ACE  inhibitors  ap- 
pear to  prevent  the  progression  of 


AMA  awards 

The  Wisconsin  physicians 
listed  below  recently  earned 
AMA  Physician's  Recognition 
Awards  for  June,  1996.  They  have 
distinguished  themselves  and  their 
profession  by  their  commitment  to 
continuing  education,  and  the  SMS 
offers  them  its  congratulations.  The 
* indicates  members  of  the  SMS. 
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renal  disease  in  patients  both  with 
IDDM  and  with  NIDDM,  even  in 
the  absence  of  hypertension.4 

We  proceeded  to  look  at  patients 
from  our  sample  who  appeared  to 
be  eligible  for  ACE  inhibitors:  crea- 
tinine between  1 .4  and  3 mg/ dL,  a 
potassium  level  less  than  5 meq/ 
dL  (or  unknown),  and  not  ex- 
cluded for  some  other  reason  (al- 
lergic to  ACE  inhibitors,  terminally 
ill,  rising  potassium  or  BUN,  fistula 
placed  for  dialysis,  patient  refusal). 
Of  146  patients  in  this  category,  80 
(55%)  did  not  receive  ACE  inhibi- 
tors. The  rate  was  not  affected  by 
whether  a patient  was  taking  insu- 
lin. Even  if  some  of  these  patients 
were  prescribed  ACE  inhibitors  on 
office  follow-up,  it  is  clear  that 
there  is  major  room  for  improve- 
ment in  the  use  of  ACE  inhibitors 
for  diabetes. 

Collaboration 

WIPRO  recruited  seven  Wisconsin 
acute  care  hospitals  to  collaborate 
on  a project  to  improve  perfor- 
mance on  the  indicators  discussed 
above.  Cases  from  these  hospitals 
were  collected  and  analyzed.  The 
author  visited  each  hospital,  pre- 
sented the  analysis  both  of  the 
statewide  data  and  of  that 
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hospital's  performance,  and  dis- 
cussed ways  to  improve  care.  Some 
but  not  all  of  the  collaborators  for- 
mulated improvement  plans.  Plans 
included  staff  and  patient  educa- 
tion, as  well  as  the  use  of  protocols. 
Shortly,  new  data  will  be  collected 
and  analyzed  from  collaborators  to 
gauge  the  extent  of  improvement 
and  to  pinpoint  possible  further 
avenues  for  action. 
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Your  Financial  Fitness 

The  Ins  and  Outs  of  Annuities 


Michael  J.  Dolan,  CLU,  ChFC,  Madison 


Do  you  want  to  build  your 
assets  for  the  future?  Can 
you  comfortably  put  some  money 
away  without  receiving  current 
income?  Is  tax  deferral  attractive? 
If  your  answer  to  these  three  ques- 
tions is  "yes,"  an  annuity  may  be 
right  for  you. 

Annuities  are  sold  by  insurance 
companies,  but  they  are  the  oppo- 
site of  life  insurance  in  providing 
benefits  during  your  lifetime  rather 
than  after  your  death.  An  annuity, 
bought  with  a single  lump  sum  or 
periodic  payments,  provides  guar- 
anteed lifetime  income  starting  ei- 
ther immediately  or  at  a later  date. 

Annuities  also  offer  tax  advan- 
tages. Although  the  purchase  is 
made  with  after-tax  dollars,  you 
need  pay  no  income  tax  on  the  ac- 
cumulated interest  until  payouts 
start.  You  can  choose  a guaran- 
teed rate  of  interest  via  a fixed  an- 
nuity. Or  you  can  put  your  princi- 
pal into  an  equity  account  (some 
offer  several  different  investment 
options)  and  accept  a variable  rate 
of  interest.  With  a variable  annu- 
ity, accumulated  value  and 


Dolan  is  president  and  chief  operating 
officer  of  SMS  Insurance  Sendees  and 
a member  of  the  National  Association 
of  Life  Underwriters. 


monthly  benefits  will  vary  accord- 
ing to  portfolio  performance,  but 
there  is  usually  a guaranteed  mini- 
mum return.  Fixed  annuities  are 
often  compared  to  certificates  of 
deposit,  while  variable  annuities 
may  be  more  akin  to  mutual  funds. 
Both  should  be  held,  once  pur- 
chased, for  the  long  term.  Annu- 
ities are  not  good  short-term  in- 
vestments. 

Payout,  when  the  time  comes, 
may  be  in  one  of  several  forms. 
Straight  life  provides  payments  to 
you  for  your  lifetime.  A refund 
annuity  pays  somewhat  less  but 
provides  that  payouts  will  at  least 
equal  the  amount  paid  in  premi- 
ums, regardless  of  when  the  annu- 
itant dies;  any  refund  is  paid  to  the 
beneficiary.  A joint  and  survivor 
annuity  provides  payments  for  as 
long  as  either  you  or  your  desig- 
nated survivor  lives.  And  a certain 
period  annuity  makes  payments 
for  life,  with  a guaranteed  mini- 
mum number  of  years. 

Annuities  are  sold  with  many 
different  features.  Here  are  some 
of  the  things  to  evaluate  before  you 
buy: 

. What  is  the  current  interest  rate, 
and  how  often  does  it  change? 

. What  is  the  minimum  interest 
rate  guaranteed  in  the  contract? 
• Is  there  a "bailout  option"  that 
permits  you  to  cash  in  the 


Michael  J.  Dolan,  CLU,  ChFC 


annuity  without  withdrawal 
penalties  (there  may  be  tax  pen- 
alties), if  the  interest  rate  drops 
below  a specific  figure? 

. What  penalties  are  there  for 
early  liquidation?  Are  there 
graduated  withdrawal  charges 
over  a period  of  years?  How 
much  can  you  withdraw  at  any 
one  time  without  a penalty? 

. Are  there  front-end  load 
charges?  Annual  administrative 
fees?  How  much  are  they,  and 
how  will  they  affect  your  re- 
turn? ❖ 
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Physician  briefs 

indicates  member  of  SMS 

William  Scott  Dougherty,  MD,* 

joined  Charles  W.  Troup,  MD,  on 
July  15,  1996  in  the  practice  of  pe- 
diatric and  adult  urology.  Dr 
Dougherty  earned  his  undergradu- 
ate degree  at  Benedictine  College 
in  Atchison,  Kan  and  is  a graduate 
of  the  University  of  Kansas  Medi- 
cal Center.  He  completed  two  years 
of  general  surgery  residency  at 
Loyola  University  Medical  Center 
and  has  just  completed  his  four 
year  urology  residency  at  Loyola 
University  Medical  Center,  Chi- 
cago, 111. 

Gary  J.  Grunow,  MD,*  a family 
practitioner,  joined  the  medical 
staff  of  the  Mineral  Point  Medical 


WEST  SHORE  HOSPITAL 
MANISTEE,  MICHIGAN 

Excellent  opportunities  available  for 
BC/BE  physicians  in  the  following 
specialties  to  practice  in  this  beau- 
tiful Michigan  Gold  Coast  commu- 
nity: 

Family  Practice  Pediatrics 
Internal  Medicine 
Obstetrics/Gynecology 

Practice  includes: 

• State-of-the-art  technology  at 
95-bed  West  Shore  Hospital 

• Competitive  salary  with 
comprehensive  benefits 

• Highly  supportive  physicians  & 
patient  base 

• 27,195  person  draw  area 

Manistee,  MI,  offers  an  excellent 
quality  of  life  with  its  peaceful  sur- 
roundings, renown  cultural  events 
and  high-quality  schools.  The  his- 
torically renovated  downtown  and 
gorgeous  lake  front  create  a unique 
atmosphere  in  which  to  live  and 
work.  For  more  information: 


Call  Marie  Noeth  at  800-438-3745  or 
fax  your  CV  to  309-685-2574. 


Center.  He  earned  his  medical  de- 
gree from  UW-Madison  Medical 
School,  graduating  in  1993.  Dr 
Grunow  completed  his  internship 
at  the  University  of  Wisconsin  De- 
partment of  Family  Medicine,  St 
Marys  Hospital  and  Medical  Cen- 
ter, and  the  University  of  Wiscon- 
sin Hospital  and  Medical  Center 
from  1993-1994.  He  completed  his 
residency  from  1994-1996  at  the 
same  locations. 

James  J.  Jacks,  MD,  a family  prac- 
tice physician,  joined  Group 
Health  Cooperative's  occupational 
health  services  program  at  High- 
land Clinic.  He  earned  his  medical 
degree  from  the  University  of  Cali- 
fornia at  Los  Angeles  Medical 
School  in  1971.  He  completed  his 
residency  in  1974  at  the  University 
of  Utah.  Dr  Jacks  is  board  certified 
with  the  American  Board  of  Fam- 
ily Practice. 

Michael  Kryda,  MD,*  a pulmo- 
nary specialist,  recently  joined  Sis- 
ters of  the  Sorrowful  Mother  Min- 
istry Corporation  as  Vice  Presi- 
dent-Medical Affairs.  He  will  be 
responsible  for  building  physician 
relationships  in  accordance  with 
SSM-MC's  strategic  plan.  Dr. 
Kryda  received  his  undergraduate 
education  at  the  University  of  Day- 
ton,  Ohio  and  his  medical  training 
at  the  University  of  Illinois  College 
of  Medicine. 

William  Marculis,  DO,  a general 
surgeon,  has  recently  joined  the 
department  of  surgery  of  Hess 
Memorial  Hospital.  He  earned  his 
doctor  of  osteopathy  degree  from 
Kirksville  (MO)  College  of  Osteo- 
pathic Medicine  in  1987.  He  com- 
pleted his  internship  from  1987  to 
1988  at  Metropolitan  Hospital  in 
Grand  Rapids,  Mich.,  and  his  gen- 
eral surgery  residency  at  Garden 


City,  Mich,  in  1991.  A second  gen- 
eral surgery  residency  was  com- 
pleted in  1991-1993  at  Pontiac  Os- 
teopathic Hospital  in  Pontiac, 
Mich. 

Gurinder  Sandhu,  MD,*  an  inter- 
nist, recently  joined  the  medical 
staff  at  Group  Health 
Cooperative's  occupational  health 
services  program  at  Highland 
Clinic.  He  received  his  medical 
degree  from  the  Government 
Medical  College  and  Hospital  in 
Patiala,  India.  He  completed  his 
residency  in  internal  medicine  at 
Prince  George's  Hospital  Center  in 
Maryland.  Dr  Sandhu  is  a member 
of  the  American  Medical  Associa- 
tion and  is  licensed  to  practice  in 
Wisconsin  and  Maryland. 

Rupinder  Singh,  MD,*  an  inter- 
nist, recently  joined  the  Krohn 
Clinic.  He  earned  his  medical  de- 
gree from  the  Government  Medi- 
cal College  and  Hospital  in  Patiala, 
India.  He  completed  his  residency 
in  internal  medicine  at  Prince 
George's  Hospital  Center  in  Mary- 
land. He  was  a clinical  fellow  in 
oncology  at  Georgetown  Univer- 
sity medical  Center  in  Washington, 
DC.  Dr  Singh  is  a member  of  the 
American  College  of  Physicians. 
He  is  licensed  in  Maryland,  Cali- 
fornia and  Wisconsin. 

Thomas  Stoa,  MD,  *an  emergency 
medicine  physician,  recently  joined 
the  Franciscan  Skemp  Healthcare. 
He  received  his  undergraduate 
degree  from  Winona  State  Univer- 
sity, Winona,  Minn.  He  earned  his 
medical  degree  from  Baylor  Col- 
lege of  Medicine,  Houston,  Tex, 
and  completed  his  residency  in 
emergency  medicine  at  the 
Geisinger  Medical  Center, 
Danville,  Pa.  Dr  Stoa  is  board  cer- 
tified in  emergency  medicine. ❖ 
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County  society  news 


Milwaukee.  The  following  physi- 
cians have  been  elected  to  member- 
ship in  the  Medical  Society  of  Mil- 
waukee County:  Jonathan  H. 
Berkoff,  MD;  Paul  F.  Bostrom,  MD; 
Richard  A.  Frank,  MD;  Jeffrey  W. 
Kalenak,  MD;  Rajashri  S.  Manoli, 
MD;  William  V.  Miller,  MD;  Hillard 
S.  Moffic,  MD;  Glenn  F.  Ragalie, 
MD;  Jae  Yong  Shim,  MD;  Lyndon 
K.  Steinhaus,  MD;  Jonathan  S. 
Treisman,  MD;  Deborah  A.  Turner, 
MD;  Harris  R.  Baig,  MD;  Walter  A. 


Fuhr,  MD;  Theodore  J.  Hubley,  MD; 
Fernando  T.  Itable,  MD;  Marjorie 
C.  Otto,  MD;  Daniel  R.  Parker,  MD; 
James  B.  Stowell,  MD;  Gregg  E. 
Tetting,  MD;  Jose  O.  Toledo,  MD; 
and  William  J.  Wirostko,  MD. 

Manitowoc.  Mark  Hendricks,  MD, 
has  been  elected  to  membership  in 
the  Manitowoc  County  Medical 
Society. 

Oneida-Vilas.  The  following 


physicians  have  been  elected  to 
membership  in  the  Oneida-Vilas 
County  Medical  Society:  Laura 
Hammel,  MD;  Michael  R.  Rudolph, 
DO;  and  Joanna  Goral,  MD. 

Outagamie.  The  following  physi- 
cians have  been  elected  to  member- 
ship in  the  Outagamie  County 
Medical  Society:  John  A. 

Shillinglaw,  MD;  Michael  G. 
Ginder,  MD;  and  Ronald  G.  Rubin, 
MD.  ❖ 


EVERYTHING  MUST  GO! 

OVER  1600  LOTS  FOR  SALE 

TWO  DAYS  ONLY! 

MIDWEST'S  BIGGEST  MEDICAL  EQUIPMENT 

LIQUIDATION  SALE 

HOSPITAL,  TWO  MEDICAL  CENTERS  WITH 
SURGERY  ROOMS,  AND  TWO  CLINICS 

Operating  tables,  O R.  lights,  Anesthesia  machines, 
Electrosurgery  machines,  Instruments, 
Endoscopy  equipment,  X-Ray  Rooms  with  acc., 
Portable  X-Rays,  C-Arm,  Ultrasound, 

EKG,  Stress  test,  Surgical  Microscope, 

OB/GYN,  Eye,  Dialysis,  Urology,  Exam  tables, 
Otoscopes,  Lab,  Rehab,  Sterilizers, 

Furniture,  Stretchers, 

and  MUCH  MUCH  MORE! 

Date:  Fri  & Sat  Sept.  6 & 7,  1996  from  9am-5pnt 
For  detailed  brocure  call: 
BETTHAUSERS'  AUCTION  SERVICE , INC. 
Ph:  1-800-229-7376  (414)  383-8180 
Fax:  (414)  383-8453 


Physician  Leadership 
Opportunities 
Available! 


Medical  Director  Opportunities 
in  Emergency  Medicine 
exist  nationwide! 

Variable  volumes  and  compensation 
packages  offered  plus  malpractice 
insurance  and  a full  benefits 
package  including  401K. 

For  more  information  on  these  and 
other  opportunities,  contact: 

Jill  Stevens,  800-325-2716  or  FAX 
your  CV  to  314-919-8920. 

SPECTRUM* 

EMERGENCY  CARE 

A Spectrum®  Healthcare  Services  Company 
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Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  SMS  Foundation  offers  physicians  a 
unique  opportunity  to  provide  a living  memorial  to  a loved  one  or 
friend  through  a gift  to  the  Foundation.  A memorial  contribution 
can  provide  financial  aid  to  a needy  medical  student,  help  stimulate 
research  on  behalf  of  the  public  health  or  aid  in  the  preservation  of 
Wisconsin's  medical  history.  When  a memorial  gift  is  made  to  the 
Foundation,  the  deceased  person's  family  receives  a special  card 
with  the  name  of  the  donor.  For  more  information,  contact  the  Foun- 
dation staff  at  the  SMS.*> 


Ansfield,  Fred  J.,  MD,  age  85,  of 

Milwaukee,  died  May  2,  1996.  He 
was  a retired  physician  and  Emeri- 
tus Professor  of  Human  Oncology 
at  the  University  of  Wisconsin 
Medical  School  in  Madison.  He 
earned  his  medical  degree  from  the 
University  of  Wisconsin  in  1933, 
and  completed  his  residency  in 
Milwaukee.  He  went  to  the 
Glidden  area  to  become  a surgeon 
for  the  Civilian  Conservation 
Corps  and  also  set  up  a practice 
there.  He  served  in  the  US  Army 
Medical  Corp  as  a Battalion  Sur- 
geon of  the  11  th  Airborne  Division. 
He  was  awarded  the  Bronze  Star, 
Purple  Heart  and  Silver  Star.  He 
left  the  military  in  1946  as  a major. 
Dr  Ansfield  was  co-founder  of  the 
American  Society  of  Clinical  On- 
cology and  in  1966  authored  the 
books  Chemotherapy  of  Disseminated 
Solid  Tumors  and  Chemotherapy  of 
Malignant  Neoplasms.  He  was  a 
member  of  the  State  Medical  Soci- 
ety, Dane  County  Medical  Society, 
AMA,  American  Association  for 
Cancer  Research,  was  past  presi- 
dent of  the  American  Society  of 
Clinical  Oncology,  American  Soci- 
ety of  Surgical  Oncology,  and 
American  Society  for  Cancer  Edu- 
cation. He  is  survived  by  his  wife 
Ruth;  two  children,  Val  J.  Ansfield, 
Ph.D.  of  Vermillion,  SD,  and  Toby 
A.  Olson  of  Bayside. 

Connell,  Thomas  R.,MD,  age  44, 

a radiologist  at  St.  Nicholas  Hos- 
pital in  Sheboygan  died  June  25, 
1996.  He  earned  his  medical  degree 
from  the  University  of  Wisconsin. 
He  completed  his  residency  in  di- 
agnostic radiology  at  the  Mayo 
Clinic  in  Rochester,  Minn.  He  was 
certified  by  the  American  Board  of 
Radiology,  and  was  a member  of 
the  State  Medical  Society  and  the 
Sheboygan  County  Medical  Soci- 
ety. Dr  Connell  is  survived  by  his 
wife,  Wendy;  and  a daughter. 


Rowe,  Richard,  MD,  79,  a derma- 
tologist at  the  Marshfield  Clinic 
died  on  May  6, 1996.  He  earned  his 
medical  degree  from  the  Univer- 
sity of  Wisconsin,  Madison  and 
completed  his  residency  in  derma- 
tology at  the  University  of  Michi- 
gan in  1950.  He  is  a veteran  of 
World  War  II  and  was  a captain 
with  the  Army  Medical  Corps.  He 
was  a member  of  the  50  Year  Club 
of  the  State  Medical  Society  of  Wis- 
consin, the  American  Medical  As- 
sociation, Minnesota  Dermatologi- 


cal Society,  Wisconsin  Dermato- 
logical Society,  the  Canadian  Der- 
matological Association,  Academy 
of  Dermatology,  the  University  of 
Wisconsin  Medical  Alumni  Asso- 
ciation, and  the  University  of 
Michigan  Medical  Alumni  Asso- 
ciation. He  is  survived  by  his  wife, 
Jean  of  Marshfield  and  four  chil- 
dren: Ann  Backman  of  Issaquah, 
Wash,  Robert  Rowe,  MD  of  New 
York,  NY,  Ben  Rowe  of  Pinckney, 
Mich,  Tim  Rowe  of  Portland,  Ore; 
and  seven  grandchildren. ❖ 
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Wisconsin  Medical  Journal 
instructions  to  authors 


Authorship 

Manuscripts  are  considered  with 
the  understanding  that  they  have 
not  been  published  previously  and 
are  not  under  consideration  by  an- 
other publication. 

Each  scientific  and  socioeco- 
nomic manuscript  must  be  accom- 
panied by  a cover  letter  containing 
the  following  sentence:  "In  consid- 
eration of  the  Wisconsin  Medical 
Journal's  taking  action  in  reviewing 
and  editing  this  submission,  the 
author(s)  hereby  transfer(s), 
assign(s),  or  otherwise  convey(s) 
all  copyright  ownership  to  the 
WMJ  in  the  event  that  this  work  is 
published  in  the  WMJ."  All  co-au- 
thors must  sign  the  letter. 

The  cover  letter  must  also  des- 
ignate one  author  as  correspondent 
and  provide  a complete  address 
and  telephone  and  fax  numbers. 
All  coauthors  should  have  contrib- 
uted to  the  study  and  manuscript 
preparation.  They  should  be  thor- 
oughly familiar  with  the  substance 
of  the  final  manuscript  and  be  able 
to  defend  its  conclusions.  Brief  bio- 
graphical information  is  needed  for 
each  author. 

The  Journal  expects  authors  to 
disclose  any  commercial  associa- 
tions that  might  pose  a conflict  of 
interest  in  connection  with  the  sub- 
mitted article.  All  funding  sources 
supporting  the  work  should  be 
routinely  acknowledged  on  the 
title  pages,  as  should  all  institu- 
tional or  corporate  affiliations  of 
the  authors. 

Editing 

All  manuscripts  will  be  edited  by 
the  Journal  staff  for  clarity,  organi- 
zation, grammar,  spelling,  and 
punctuation,  and  in  accordance 
with  AMA  style  (AMA  Manual  of 
Style,  8th  ed,  and  AMA  Manual  for 
Authors  and  Editors).  Suggestions 
for  titles  are  welcome,  but  are  sub- 


ject to  the  constraints  of  clarity, 
space,  grammar  and  style. 

The  author  will  be  asked  to  re- 
view a galley  proof  prior  to  publi- 
cation to  verify  statements  of  fact. 
Galley  proofs  are  for  correcting 
minor  and  typographical  errors 
only.  Revisions  in  the  paper  are  not 
possible  at  this  stage  and  should 
have  been  made  prior  to  final  ac- 
ceptance of  the  paper.  The  authors 
are  responsible  for  all  statements 
made  in  their  work,  including  any 
changes  made  by  the  editors  and 
authorized  by  the  corresponding 
author. 

Preparation  of 
scientific  manuscripts 

• Submit  papers  to:  Wisconsin 
Medical  Journal,  PO  Box  1109, 
Madison,  WI 53701;  Ph:  608-257- 
6781  or  1-800-362-9080;  FAX: 
608-283-5401;  or  E-Mail: 
LynneB@SMSWI.ORG. 

• Computer-generated  or  typed 
manuscripts  must  be  submitted 
in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side 
only  of  standard-sized  white 
bond  paper,  using  1-inch  mar- 
gins. Double-space  throughout. 
Electronic  submissions  are  also 
possible.  A printed  copy  must 
accompany  all  disk  and  elec- 
tronic submissions. 

• Organization  for  scientific  pa- 
pers. The  following  outline  is 
recommended: 

Abstracts — 150  words  or  less, 
stating  the  problem  considered, 
methods,  results  and  conclu- 
sions. Cite  no  references. 

Methods — Describe  the  selec- 
tion of  observational  or  experi- 
mental subjects,  including  con- 
trols. Identify  the  methods,  pro- 
cedures and  equipment  well 
enough  to  allow  replication. 

Results — Provide  results  in 
the  test,  tables  or  illustrations.  If 


tables  or  illustrations  are  used, 
emphasize  or  summarize  only 
the  most  important  observa- 
tions in  the  text. 

Discussioti — Discuss  the  con- 
clusions that  follow  from  the  re- 
sults, as  well  as  their  limitations 
and  relations  to  other  studies. 
Show  how  the  conclusions  re- 
late to  the  purpose  of  the  study. 
Recommendations,  when  ap- 
propriate, may  be  included. 

References — Limit  to  20.  Au- 
thors are  responsible  for  the  ac- 
curacy and  completeness  of  ref- 
erences. References  must  follow 
AMA  style  and  abbreviations  of 
journal  names  must  follow 
those  in  Index  Medicus.  Consult 
the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations 
and  tables  taken  from  other  pub- 
lications, and  submit  written 
permission  to  reprint  from  the 
copyright  holders. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their 
use  in  the  text.  Acceptable  ab- 
breviations of  clinical,  technical 
and  general  terms  can  be  found 
in  the  AMA  Manual  for  Authors 
and  Editors  and  AMA  Manual  of 
Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  par- 
ticular to  conversations  among 
medical  personnel  are  inappro- 
priate in  scientific  writing.  (Ex- 
amples: For  "presented  with" 
use  "had;"  for  "experienced  a 
weight  loss"  use  "lost  weight.") 

• Supply  the  full  and  correct 
names  of  drugs.  Use  generic 
names  of  drugs,  unless  the  spe- 
cific trade  name  of  a drug  is  di- 
rectly relevant  to  the  discussion. 
If  the  author  so  desires,  brand 
names  may  be  inserted  in 
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parentheses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  In- 
ternational System  units  (SI)  in 
parentheses. 

• Provide  each  author's  full  name 
and  highest  academic  degree  in 
the  byline.  If  an  author  holds 
two  doctoral  degrees  (eg,  MD 
and  PhD,  or  MD  and  DDS),  ei- 
ther or  both  may  be  used,  ac- 
cording to  the  author's  prefer- 
ence. Honorary  American  des- 
ignations (eg  FACP  or  FACS)  are 
omitted.  If  the  author  holds  a 
doctorate,  master's  and 
bachelor's  degrees  are  omitted. 
Courtesy  titles  (eg,  Mr,  Mrs,  Ms) 
are  omitted  from  bylines  and 
text. 

Illustrations 

Authors  are  encouraged  to  submit 
photos,  graphs  and  charts  when 
such  illustrations  will  aid  in  the 
readers'  understanding  of  the  ar- 
ticle. If  color  illustrations,  suitable 
for  use  on  the  WMJ  cover  are  avail- 
able, the  author  should  notify  the 
WMJ  office  when  the  paper  is  sub- 
mitted. Use  of  art  submitted  as 
cover  illustrations  is  not  guaran- 
teed. 

Revisions 

It  is  rare  that  a paper  is  ever  ac- 
cepted without  revision  as  sug- 
gested by  the  scientific  editorial 
board  or  WMJ  editor.  When  you 
make  revisions  to  your  article. 


please  send  2 hard  copies  along 
with  an  electronic  version  on  an 
IBM-compatible  disk  so  we  will  be 
able  to  move  forward  with  publi- 
cation in  a timely  manner. 

Review  process 

Each  scientific  manuscript  is  re- 
viewed by  the  medical  editor  and 
the  members  of  the  editorial  board. 
The  opinions  of  outside  consult- 
ants may  be  sought  at  the  medical 
editor's  discretion.  The  medical 
editor  has  the  final  decision  as  to 
whether  a scientific  paper  will  be 
published. 

Socioeconomic  manuscripts  are 
reviewed  by  the  SMS  senior  staff 
and  legal  counsel.  The  SMS  execu- 
tive vice  president  has  the  final  de- 
cision as  to  whether  a socioeco- 
nomic paper  is  published. 

Editorials,  letters,  and  sound- 
ings are  reviewed  by  the  medical 
editor,  SMS  senior  staff,  and  legal 
counsel.  Authorship  of  editorials  is 
reserved  for  members  of  the  WMJ 
editorial  board,  editorial  associ- 
ates, and  SMS  elected  officials.  Edi- 
torials are  signed  by  the  authors, 
are  the  authors'  opinions,  and  do 
not  necessarily  reflect  the  policies 
of  the  SMS.  Letters  are  signed  by 
the  authors,  are  the  authors'  opin- 
ions, and  do  not  necessarily  reflect 
the  policies  of  the  SMS.  Authorship 
of  letters  is  open  to  the  public,  but 
letters  are  limited  to  500  words  and 
subject  to  editing  for  length,  clar- 
ity and  style. 


Conference  Reports 

The  Editorial  Board  will  be  pleased 
to  consider  publication  of  brief  con- 
ference reports.  The  following 
ground  rules  will  apply: 

1 . Only  reports  of  single-topic  con- 
ferences held  in  Wisconsin  will 
be  considered. 

2.  The  topic  of  the  conference 
should  have  interest  for  a wide 
group  of  Wisconsin  physicians 
who  would  have  liked  to  attend, 
but  the  priority  was  not  high 
enough,  e.g.,  Alzheimer's  Dis- 
ease, AIDS. 

3.  The  author  should  be  the  con- 
ference chair  (or  designee). 

4.  The  report  should  focus  prima- 
rily on  what  is  "new  and  impor- 
tant" that  can  and  should  be 
used  by  the  reader. 

5.  BRIEF  is  defined  as  six  pages, 
double-spaced  typing.  In  addi- 
tion, the  author  may  provide  a 
one-page,  double-spaced  back- 
ground statement  as  to  why  the 
content  of  the  report  is  impor- 
tant for  Wisconsin  physicians. 

6.  The  conference  brochure  should 
accompany  the  report.  It  will  not 
be  published. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or 
in  whole,  without  permission  from 
the  Journal.  Abstracts  may  be  repro- 
duced without  specific  permission, 
provided  that  acknowledgement 
of  the  source  is  made.  ❖ 
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Classified  ads 


WISCONSIN:  Democratic,  indepen- 
dent fee-for-service  group  serving 
southeastern  Wisconsin  community 
hospital;  seeing  10,600  patients  per 
year,  seeking  Medical  Director.  Full 
partnership  with  no  buy-in!  Attractive 
compensation  package  includes:  mal- 
practice, health  and  dental  insurance, 
medical  society  dues,  CME.  Total  pack- 
age in  excess  of  $21  OK.  Contact  ERG  at 
414-332-6228.  8/96 

Our  stable  democratic  group  is  seek- 
ing to  add  a fifth  full  time  emergency 
physician.  Expect  flexible  scheduling, 
short  partnership  track,  and  equality 
in  decision  making.  Our  group  is  well 
respected  and  has  departmental  status 
within  the  hospital.  We  offer  competi- 
tive salary,  malpractice  and  benefits 
plan.  Enjoy  raising  your  family  in  a safe 
environment  in  a scenic  city  on  the 
lakeshore.  Contact  Steve  Chillinski, 
MD,  FACEP,  Holy  Family  Memorial 
Medical  Center,  2300  Western  Ave., 
Manitowoc,  WI  54220,  phone  414-683- 
9253,  fax  414-683-0251.  8/96 

FOX  CITIES  - With  a combined  medi- 
cal staff  of  over  400  and  a service  area 
of  300,000,  the  leading  health  care  pro- 
vider in  the  Fox  Cities  is  seeking  addi- 
tions to  its  Family  Practice  staff.  Pro- 
vide quality  care  with  other  Board  Cer- 
tified Family  Physicians  in  fully 
equipped  clinics,  within  close  proxim- 


RATES:  70  cents  per  word,  with 
a minimum  charge  of  $30  per  ad. 

BOXED  AD  RATES:  $40  per  col- 
umn inch.  All  ads  must  be  pre- 
paid. 

DEADLINE:  Copy  must  be  re- 
ceived by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401 . 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or 
toll-free  1-800-362-9080. 


ity  to  top  area  medical  facilities.  Call 
coverage  at  least  one  in  four,  depend- 
ing upon  location.  The  Fox  Cities  has 
recently  been  rated  as  one  of  the  ten 
best  small  cities  in  terms  of  economic 
growth  and  desirability  to  live  and 
work;  it  offers  a progressive  business 
environment,  modem  educational  and 
health  care  services,  metropolitan  con- 
venience and  a small  city  spirit.  Year 
round  spectacular  outdoor  recreational 
opportunities  abound.  Competitive 
salary  and  benefit  package.  For  more 
information  call  Jackie  Laske  at 
(800)243-4353.  8/96 

Consider  a practice  opportunity  in  a 
growing,  vibrant  Wisconsin  Lakeshore 
community,  between  Chicago  and  Mil- 
waukee. 85  physicians  are  currently 
affiliated  with  this  integrated  health 
system.  The  Family  Practice  Depart- 
ment is  seeking  an  eighth  experienced 
member.  Excellent  call  coverage,  ob- 
stetrics optional,  and  an  attractive  in- 
come benefit  package  offered.  For  ad- 
ditional information  contact  Jackie 
Laske  at  Strelcheck  & Associates: 
(800)243-4353  or  fax  your  CV  to 
(414)241-5559.  ' 8/96 

OCCUPATIONAL  MEDICINE,  MIL- 
WAUKEE AREA.  Our  business  is 
growing!  Work  Injury  Care  Center  is 
an  Occupational  Medicine  program 
seeking  a board  eligible /board  certi- 
fied Occupational  Medicine  physician 
to  join  our  team.  Work  hours  are  8:00 


Family  Practice  Opportunity  on 
North  Shore-Lake  Superior 

Primary  Care  Clinic 

Focus:  Wholeness,  prevention  and  education 

Contact: 

Jon  Ward,  218  226-4431. 

Bay  Area  Health  Center 
50  Outer  Drive,  Silver  Bay,  MN  55614 


APPS  for  PSP2* 

* Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

PO.  Box  791  • Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


AM  - 5:00  PM,  Monday-Friday.  Strong 
communication  skills  required,  and 
marketing  experience  is  a plus.  This 
position  would  include  all  aspects  of 
Occupational  Medicine.  Please  contact 
either  Dr.  Andrew  Seter,  or  John 
Lerand,  Work  Injury  Care  Center,  1720 
W.  Florist  Avenue,  Glendale,  Wiscon- 
sin, 53209,  or  call  414-352-9800.  8/96 

EMERGENCY  MEDICINE:  PART- 
NERSHIPS. Be  a partner  in  your  own 
democratic  partnership  in  family  ori- 
ented communities  close  to  Milwau- 
kee. Low  volume  ED's.  Medical  Direc- 
tor, full-time  and  part-time  positions 
available.  Call  414-332-6228  or  send  CV 
to  the  Emergency  Resources  Group, 
509  West  Montclaire  Avenue,  Milwau- 
kee, Wisconsin,  53217.  7-8/96 

EMERGENCY  ROOM  PHYSICIAN: 

A rural  hospital  located  just  30  minutes 
from  a Big  10  university  is  seeking  a 
full-time  emergency  room  physician  to 


South-Central  Wisconsin 
Primary  Care 
Opportunities 


Physicians  Plus  Medical  Group,  a 
multi-specialty  group  of  245+  phy- 
sicians seeks  additional  Primary 
Care  Physicians  for  its  regional 
sites.  Established  and  new  loca- 
tions. Large  call  groups.  Full  lab 
and  x-ray.  Guaranteed  salary  plus 
incentives  with  a full  benefits 
package.  Send  CV  or  call  collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)  252-8580 
FAX:  (608)282-8288 

Physicians 

$Phis 

An  Equal  Opportunity  Employer 
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join  two  full  time  ER  physicians  in  ex- 
panding services.  Must  be  BC/BE  in 
family  practice  or  other  primary  field. 
Certification  in  ACLS/ ATLS/PALS  is 
required.  Our  candidate  must  also  be 
interested  in  teaching,  community  in- 
volvement and  be  willing  to  make  a 
commitment  in  a beautiful  geographi- 
cal area  that  offers  year  around  recre- 
ation plus  numerous  opportunities  for 
professional,  educational  and  cultural 
growth  and  involvement.  Excellent 
salary  and  benefit  package  with  a fi- 
nancially strong  and  visionary  36  bed 
hospital  with  an  expanding  primary 
care  and  specialty  medical  staff.  For 
confidential  consideration,  please  send 
resume  to:  Sauk  Prairie  Hospital,  Attn: 
Human  Resources,  80  First  Street,  Prai- 
rie du  Sac,  WI  53578.  Phone  (608)643- 
7174,  Fax  (608)643-7151.  7-9/96 

ESCAPE  FROM  THE  ORDINARY! 

Needed!  General  Surgeon  to  work  in 
our  thriving  rural  family  practice  of  12 
physicians.  Candidate  should  have 
skills  in  C-Section,  Gyn  and 
laparoscopic  surgery.  Excellent  income 
potential.  8 weeks  vacation/CME. 
Only  group  in  county  with  3 referral 
centers  within  1 hour.  We  are  uniquely 
situated  on  1-94  half  way  between 
Madison  and  Twin  Cities.  Excellent  50 
bed  hospital  across  street  from  clinic. 
Great  schools  and  scenic  landscape  - 
including  state  forest.  Recreation  in- 
cludes water  sports,  skiing,  hunting, 
and  fishing.  Cohesive  group  of  caring 
physicians!  Contact  or  send  CV  to  Dr. 
James  Dickman,  Krohn  Clinic,  Ltd.,  610 
West  Adams  St.,  Black  River  Falls,  WI 
54615.  Phone  (715)284-4311.  7-8/96 

MINNEAPOLIS.  BC/BE  OCCUPA- 
TIONAL MEDICINE  PHYSICIAN 

needed  to  join  the  14  member  Occupa- 
tional Medicine  Department  of  a 400 
physician  multispecialty  clinic  in  de- 
sirable Twin  Cities  area.  We  serve  over 
2,000  different  client  companies  in  the 
Metro  area.  For  additional  information 
contact  Patrick  Moylan  at  (612)993- 
5986  or  send  CV  and  letter  of  inquiry 
to  Professional  Practice  Resources, 
Park  Nicollet  Clinic  HealthSystem 
Minnesota,  6500  Excelsior  Blvd.,  St. 
Louis  Park,  MN  55426;  or  FAX 
(612)993-6490.  7-8/96 


UNIQUE  OPPORTUNITY  FOR  ONE 
ADDITIONAL  EMERGENCY 
MEDICINE  PHYSICIAN  to  join  our 
eight  Board  Certified  Emergency  Phy- 
sician group.  We  are  a lifestyle  oriented 
group  that  staffs  two  lower  volume 
emergency  departments  (10-14,000)  in 
Oconomowoc  and  Watertown,  Wiscon- 
sin. Both  hospitals  are  located  30  min- 
utes west  of  Milwaukee,  in  the  lake 
country  area  known  for  its  abundance 
of  recreational  activities.  We  are  a pro- 
gressive group  that  has  an  observation 
unit  and  an  occupational  medicine 
clinic  within  our  practice.  We  currently 
have  two  physicians  that  by  choice 
work  full-time  nights,  allowing  our 
other  physicians  to  work  minimal 
night  shifts.  We  offer  a comprehensive 
benefit  package  and  competitive  salary, 
total  compensation  in  excess  of 
$160,000  for  the  first  year.  Partnership 
is  available  on  an  equitable  basis  to  a 
qualified  individual.  If  you  are  inter- 
ested in  this  kind  of  a practice  contact 
LCEP,  Lake  Country  Emergency  Phy- 
sicians, at  (414)569-0251  or  write  to 
LCEP,  791  E.  Summit  Ave., 
Oconomowoc,  WI  53066.  7-8/96 

FORT  ATKINSON,  WISCONSIN. 

BC/BE  family  physician  needed  for  a 
mature  growing  practice.  Ideally  lo- 
cated in  a mid-size  family  oriented 
community,  40  minutes  from  Madison 
and  1 hour  from  Milwaukee.  Guaran- 
teed salary,  full  benefits  package,  new 
state-of-art  clinic,  excellent  referral  net- 
work, easily  accessible  community  and 
tertiary  hospital  facilities.  Send  CV  to: 
Beth  B.  Degler,  Physicians  Plus  Medi- 
cal Group,  Dept,  of  Regional  Affairs, 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary 
assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

TFN/95 


1010  Mound  Street,  Madison,  WI  53715 
or  call  (608)267-5606.  7-9/96 

MINNEAPOLIS  - BC/BE  OBSTETRI- 
CIAN/GYNECOLOGIST needed  to 
join  the  28  physician  Department  of 
Obstetrics  and  Gynecology  of  a 400 
physician  multispecialty  clinic  in  de- 
sirable Twin  Cities  area.  Currently,  we 
have  a position  available  at  our 
Burnsville  office.  For  additional  infor- 
mation contact  Patrick  Moylan  at 
(612)993-5986  or  send  CV  and  letters 
of  inquiry  to  Professional  Practice  Re- 
sources, Park  Nicollet  Clinic 
HealthSystem  Minnesota,  6500  Excel- 
sior Boulevard,  St.  Louis  Park,  MN, 
55426,  or  Fax  (612)993-6490.  7-8/96 

WISCONSIN  LAKE  COUNTRY: 

Seeking  primary  care  physicians  - re- 
spected multispecialty  group  has  im- 
mediate full-time  openings  for  seventh 
internist  and  sixth  pediatrician.  Fine 
clinic  facilities,  minimum  managed 
care.  Safe,  affordable  community  with 
Continued  on  next  page 


THIS  LISTING  is  compiled  by  the 
State  Medical  Society  of  Wisconsin 
in  cooperation  with  others  who  wish 
to  maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  list- 
ing service.  There  is  a nominal  charge 
for  listing  of  Continuing  Medical 
Education  courses  at  the  following 
rates:  70  cents  per  word,  with  a mini- 
mum charge  of  $30.00  per  listing.  All 
listings  must  be  prepaid. 

BOXED  LISTINGS:  $40.00  per  col- 
umn inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the  dis- 
cretion of  the  editors. 

COPY  DEADLINE  for  listings  is  1st 
of  the  month  preceding  the  month 
of  publication:  eg,  copy  for  the  Au- 
gust issue  is  due  by  July  1.  Address 
communications  to:  Wisconsin  Medi- 
cal Journal,  Box  1109,  Madison,  WI 
53701;  or  phone  608-257-6781;  or  toll- 
free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue 
of  each  month  of  the  Journal  of  the 
American  Medical  Association. 
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Continued  from  previous  page 

excellent  schools  near  Milwaukee, 
Madison  and  Chicago.  Not  a J-l  visa 
site.  Respond  to  Patrick  Schmidt  (IM) 
or  Rebecca  Turley  (Pediatrics)  800-338- 
7107;  FAX  414-785-0895;  or  E-Mail: 
flra@execpc.com.  6-8/96 

WISCONSIN,  LA  CROSSE. 

Franciscan  Skemp  FFealthcare,  Mayo 
Health  System,  seeks  residency- 
trained,  primary  care  physicians  to  join 
established,  seven  member  urgent  care 
department  at  large  multispecialty 
clinic/hospital-part  of  an  integrated 
delivery  system.  Emergency  medical 
and  trauma  department  adjacent  to 
clinic.  Exceptional  specialty  support. 
Scheduled  hours.  No  call.  No  hospital 
responsibility.  Location  does  not 
qualify  for  J-l  visa  status.  La  Crosse  has 
metropolitan  population  of  100,000 
and  is  well-served  medically. 
Healthcare  and  education  are  largest 
employers  in  area  along  with  light/ 
precision  manufacturing,  agriculture, 
tourism.  Public  and  private  schools 
send  well  over  50%  of  graduates  on  to 
post  secondary  education.  Mississippi 
River  bluff  country  provides  wide  va- 
riety of  recreation.  Contact  Bonnie  Nulf 
or  Tim  Skinner,  Franciscan  Skemp 
Healthcare,  Mayo  Health  System,  700 
West  Avenue  South,  La  Crosse,  WI 
54601-4796, (800)269-1986,  (608)791- 
9844;  Fax  (608)791-9898.  6-8/96 

WISCONSIN,  Milwaukee:  Excellent 
opportunity  for  board-certified /board- 
prepared  emergency  or  otherwise 
qualified  physician  to  join  a stable, 
well-established,  board-certified  9 
member  fee-for-service  ED  group  staff- 
ing a 567  bed  tertiary-care  flagship 
hospital  for  a major  metropolitan 
health  care  system  (with  4 member 
hospitals.)  A teaching  affiliate  of  the 
Medical  College  of  Wisconsin.  40,000 
visits  annually  with  fast  track  and  phy- 
sician assistants.  Comprehensive  spe- 
cialty backup  includes  in-house  resi- 
dents in  internal  medicine,  surgery, 
ob/gyn  and  radiology.  Exceptional 
compensation  and  benefit  package.  Eq- 
uitable partnership.  Send  CV  to  I. 
Gailans,  MD,  FACEP,  5000  West  Cham- 
bers St.,  Milwaukee,  WI  53210;  or  call 
414-447-2171.  7-8/96 


NOT  JUST  ANOTHER  RECRUIT- 
MENT AD.  Opportunities  at  North 
Memorial  owned  and  affiliated  clinics 
will  give  you  a shot  of  adrenaline  be- 
cause we  practice  in  a care  manage- 
ment environment  that  FPs,  IMs  and 
OB/GYNs  thrive  on.  Guide  your  pa- 
tients through  their  entire  care  process 
at  one  of  our  25  clinics  in  urban  or  semi- 
rural  Minneapolis  locations.  Interested 
BC/BE  MDs,  call:  (800)275-4790  or  fax 
CV  to  (612)520-1564.  2,4,6,8,10,12 

FAMILY  PR  ACTICE/OB-GYN  to  join 
progressive  14-physician  group  prac- 
tice. Rural  college  town  30  miles  from 
St.  Paul,  MN.  New  clinic  and  new  hos- 
pital. Contact  Robert  B.  Johnson,  MD, 
River  Falls,  WI  54022,  (715)425-6701. 

TFN 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 350  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville,  Milton  and  Delavan, 
Wisconsin.  Janesville,  population 
55,000,  is  a safe,  beautiful,  family  ori- 
ented community  with  excellent 
schools  and  abundant  recreational  ac- 
tivities. Excellent  compensation  and 
benefits  are  provided  with  employ- 
ment leading  to  shareholder  status. 
Send  CV  to  Stan  Gruhn,  MD, 
Riverview  Clinic,  P.O.  Box  551, 
Janesville,  WI  53547,  or  call  (608)755- 
3500.  ll-12/95;l-10/96 


MEDICAL  MEETINGS 


Issues  in  Primary  Care:  Friday  and 
Saturday,  September  20-21, 1996,  Land- 
mark Inn  Resort  and  Conference  Cen- 
ter, Egg  Harbor,  Wisconsin.  Contact: 
Marshfield  Clinic,  Office  of  Medical 
Education,  1000  North  Oak  Avenue, 
Marshfield,  WI  54449.  1-800-541-2895, 
ext.  #1.  8/96 

19th  Annual  British  Virgin  Islands 
Medical  Conference,  January  27-31, 
1997.  Prospect  Reef  Resort,  Road  Town, 
Tortola.  For  more  information  call  or 
write  Julie  S.  Lucas,  Butterworth  Hos- 
pital, Grand  Rapids,  Michigan  49503. 
Telephone  (616)391-2666.  8/96 


SEEKING  EMPLOYMENT 


ASAM-CERTIFIED  ADDICTION- 

IST  looking  for  position(s)  of  clinical 
care/administration  in  Southeastern 
Wisconsin.  Has  host  of  experience  with 
complicated  substance  dependency, 
Dual-Diagnoses  and  brain  disorders. 
History  of  general  internal  medicine, 
medical  school  faculty,  sleep  societies 
and  correctional  medical  care.  Call 
(414)355-7100.  7-8/96 

FOR  SALE 


Retiring  OB-GYN.  Office  furniture  and 
equipment.  (414)476-8925  or  (414)546- 
1050.  8/96 


FOR  RENT 


Office  space  in  Cedarburg,  WI  just 
north  of  Milwaukee.  1250-2500  square 
feet,  one  story,  wheel  chair  accessible 
professional  building.  Other  half  occu- 
pied by  established  orthodontist  and 
oral  surgeon.  Peaceful  setting  in  close 
proximity  to  intersecting  town  high- 
ways. Call  414-377-8556.  8-9/96 

ADVERTISERS 


Aid  Association  for 

Lutherans 550 

Associations  Advance 

America 564 

Blue  Cross  and  Blue  Shield 

of  Nebraska 580 

Brainerd  Medical  Center 550 

Fairmont  Clinic,  Mayo 

Health  System 563 

Franciscan  Physician  Placement, 

West  Shore  Hospital 591 

Franciscan  Skemp  Healthcare 556 

Global  Medical  Resources, 

Inc 592 

Medical  Protective  Company 574 

PIC-Wisconsin BC 

Proservices 582 

Spectrum  Emergency  Care 592 

SMS  Insurance  Services, 

Inc IBC,530,587 

U.S.  Army 540 

Wealth  Management,  Inc IFC 


598 


Wisconsin  Medical  Journal  • August  1996 


Professional 

Liability 

Directors  and  Officers 
Medical  Professional  Liability 

vT*r 

General  Liability 
Corporate  Professional  Liability 

v u 

Hospital  Liability 

11 


Personal  Insurance 


Wisconsin  based  - 

physician  owned  - 


committed  to  serving  yoi 


Business  Insurance 

Workers’  Compensation 
Business  Overhead 
Property  Coverage 
Liability 

Umbrella  Coverage 


Employee  Benefits 


Self  Funded  Options 


Dental 


Voluntary  Benefits 


Coverage 
is  everything. 


\T!  X SHOULD 
PichlXD  PIC 


< 

* 

8 

Iff 

| I 

1 

(■%$ 

ft 

You  buy  an  insurance  policy  for  security.  Protection. 
Coverage.  And  the  security  you'll  get  with  a PIC  policy 
is  the  best  money  can  buy.  Our  coverage  simply  cannot 
be  compromised.  Period. 

So  why  take  chances?  When  other  insurance  carriers 
cut  their  rates,  sooner  or  later  they'll  cut  services  too. 
Maybe  you  don’t  think  it  matters.  It  doesn’t. ..at  least  not 
until  you  get  hit  with  a suit.  Then  you'll  notice  the  dif- 
ference. Oh  hoy,  will  you  notice.  (Statistics  show  that  one  of 
seven  physicians  will  be  named  in  a medical  malpractice  claim  during 
their  career.) 


Call  PIC  today  for  more  information  about  our  com- 
petitive rates,  uncompromised  coverage  and  unparalleled 
service.  That  really  is  the  bottom  line.  And  that's  why 
we're  the  only  professional  liability  insurance  company 
endorsed  by  the  State  Medical  Society  of  Wisconsin. 
Rated  A-  Excellent  by  A.M.  Best. 

Tomorrow's  Insurance  Solutions  Today 

Insurance  Products  • Risk  Financing  • Consulting 

(800)  279-8331  • E-mail:  info@picwis.com 


© 1996  PIC  Wisconsin 


LIBRARY  OF  THE 

OLLEGE  OF  PHYSICIANS 

OF  PHIL  ADELPHIA 

SEP  2 3 1996 


T 

State  Rep.  Spencer  Black: 

■k-k-k-k-k-kii-k-k-k-k'k^l  XLD  ADC 

Wisconsin  Must  Act  on  Compulsive  Gambling 

608 

SERIALS  LIBRARY 

COLLEGE  OF  PAYS. 

OF  PHIL.  1.74 

19  SOUTH  22ND  STI 

?EET  4 

V 

Gambling  Away  the  Golden  Years 

618 

PHILADELPHIA  PA 

19103-3001 

▼ 

Medical  Approaches  to  Gambling  Issues 

623 

(lll(((l(lllll((l(lliu(lll 

((i((iii((iiiiit((iiil(li(iiii(i(( 

Reload 


Print 


Visit  us  today 


com 


The  site  has  been  developed  with 
ease  of  use  and  affordability  in  mind. 
Whether  or  not  you  are  currently 
on-line,  accessing  the  SMS  web  site 
(WISMED.COM)  will  provide  members 
the  most  comprehensive  medical 
site  possible  - for  the  lowest  possible 
access  cost.  (For  information  on 
internet  access,  call  the  SMS  at 
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to  provide  members  with  instant 
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look  for  a special  brochure  being 
mailed  with  the  September  11,  1996 
Medigram,  or  call  the  SMS  at  ext.  350. 


SMS  makes  World  Wide  Web  debut 

ed  I 


edical  Society 
onsin 


oc£> 

& 

Back 

For  o' ard 

Home 

Netscape:  tuismed:  State  Medical  Society  of  Wisconsin 


Images 


LocaF 

Wi ! jhttp :/  /www  .srismed.com/ 

Vhat 

's  New?  I Vhat's  Cool?  | Handbook 

Net  Search  j Net  Directory  J Software  J 

? 0 ■<*  if  c -4  J 

I s New  Who  We  Are  Insurance  Benefits  m 

# k 


What  s New  Who  We  Are  Insurance  Benefits  Membership  Seminars  Legal  Special  Projects 


Healthcare  Publications/  Government  Calendar  of  Technology  Foundation  wtsmed 


Thank  you  for  visiting  the  State  Medical  Society  of  Wisconsin's  Home  Page  on  the 
World  Wide  Web!  In  developing  this  page,  we  aim  to  provide  our  physician  members 
and  the  Wisconsin  healthcare  community  with  a comprehensive  and  truly  useful  resource 
of  news,  information,  and  feedback. 

To  do  this,  we  need  your  comments!  Please  feel  free  to  e-mail  us  at  blp@smswi.org, 
call  us  at  (800)  362-9080.  or  FAX  us  at  (608)  283-5401.  Or  easiest  of  all,  there  is 
a "talkback"  icon  on  every  page  of  this  site  (see  below)  — click  on  it  for  your  feedback 
in  an  instant. 

(What’s  New]  (Who  We  Are]  [Insurance  Benefits]  [Membership]  [Seminars]  |Legal] 
[Special  Projects]  [Healthcare  Links]  [Publications/Communications] 
[Government  Affairs]  [Calendar  of  Events]  [Technology]  [Foundation]  [Home] 


1996  State  Medical  Society  of  Wisconsin 


Web  f by 

Tlif  fit*  if  bcft  viewed 


will  Hef  KmptorLO 


Wisconsin  Medical  Journal 

The  Wisconsin  Medical  Journal  (ISSN  0043-6542)  is  the  official  publication  of  the  State  Medical  Society  of  Wisconsin  and  is  devoted  to  the 
interests  of  the  medical  profession  and  health  care  in  Wisconsin.  The  communications  director  and  managing  editor  are  responsible  for 
overseeing  the  production,  business  operation  and  contents  of  the  Journal.  The  editorial  board,  chaired  by  the  medical  editor,  solicits  and 
peer  reviews  all  scientific  articles;  it  does  not  screen  public  health,  socioeconomic  or  organizational  articles.  Although  letters  to  the  editor  are 
reviewed  by  the  medical  editor,  all  signed  expressions  of  opinion  belong  to  the  author(s)  for  which  neither  the  WMJ  nor  the  SMS  take 
responsibility.  The  WMJ  is  indexed  in  Index  Medicus,  Hospital  Literature  Index  and  Cambridge  Scientific  Abstracts. 


Thomas  C.  Meyer,  MD,  Madison 
Medical  Editor 

Editorial  Board 

Thomas  C.  Meyer,  MD,  Madison 
Chair 

John  D.  Adolphson,  MD,  Colby 
Susan  F.  Behrens,  MD,  Beloit 
Charles  C.  Canver,  MD,  Madison 
Kesavan  Kutty,  MD,  Milwaukee 
Jeffrey  H.  Lamont,  MD,  Wausau 
Charles  W.  Schauberger,  MD,  La  Crosse 
Donald  S.  Schuster,  MD,  Madison 
Benjamin  C.  Wedro,  MD,  La  Crosse 
Victor  S.  Falk,  MD,  Edgerton 
Medical  Editor  Emeritus 

Editorial  Associates 

Russell  F.  Lewis,  MD,  Madison 
John  R Mullooly,  MD,  Milwaukee 
Kenneth  I.  Gold,  MD,  Beloit 
John  D.  Wegenke,  MD,  Madison 
Maxwell  H.  Weingarten,  MD,  Milwaukee 


Staff 

B-L  Pellicore,  Madison 
Director,  Communications 
Judith  D.  Burke,  Madison 
Managing  Editor 
Cheryl  McCollum,  Madison 
Contributing  Editor 
Vicki  L.  Meyer,  Madison 
Art  Director/Desktop  Publisher 
Lynne  Bjorgo,  Madison 
Production  Coordinator 
Lynne  Thomas 
Communications  Assistant 
Jennifer  L.  Fessler,  Madison 
Communications  Intern 

Telephone 

608-257-6781  or  toll-free  1-800-362-9080 

Advertising 

Advertising  information  appears  in  the  clas- 
sified section  at  the  back  of  the  Journal.  For 
a rate  card  or  sample  issue,  please  call  1- 
800-362-9080. 


Subscription  rates 

Members,  $12.50  per  year  (included  in 
membership  dues);  non-members,  $35.  Cur- 
rent year  single  copies,  $3  each.  Previous 
years  single  copies,  when  available,  $4  each. 
Foreign  subscriptions,  $40  per  year. 

Second  class  postage  paid  at  Madison,  Wise. 

Published  monthly 

Acceptance  for  mailing  at  special  rate  of 
postage  provided  for  inSectionll03,Actof 
October  3, 1917.  Authorized  August  7, 1918. 
Address  all  correspondence  to  the  Wiscon- 
sin Medical  Journal,  PO  Box  1109,  Madison, 
WI  53701.  Street  address:  330  E.  Lakeside. 

Postmaster 

Send  address  changes  to:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison,  WI  53701. 

ISSN  0043-6542 
Established  1903 

Copyright  1996 

State  Medical  Society  of  Wisconsin 


Created  by  the  Territorial  Legislature  in  1841  and  now  representing  nearly  8,500  member  physicians,  the  Society's  purpose  is  to  "advance 
the  science  and  art  of  medicine  and  the  health  of  the  people  of  Wisconsin;  ensure  that  physicians  are  equipped  to  deal  effectively  with  the 
economic  and  political  aspects  of  practice;  and  serve  as  the  patient  and  physician  advocate  to  government  and  other  relevant  publics."  The 
major  activities  of  the  Society  concern  medical  education,  peer  review,  legislation,  community  health  education,  scientific  affairs, 
socioeconomics,  health  planning,  service  to  physicians,  operation  of  the  Charitable,  Educational  and  Scientific  Foundation,  and  publication 
of  the  Wisconsin  Medical  Journal. 


Officials  of  the  Society 

Richard  H.  Ulmer,  MD,  Marshfield 
President 

Sandra  L.  Osborn,  MD,  Verona 
President  Elect 

Marcia  J.S.  Richards,  MD,  Milwaukee 
Past  President 

James  E.  Paxton,  CAE,  Madison 
Interim  Executive  Vice  President 

Harry  J.  Zemel,  MD,  Fond  du  Lac 
Treasurer 

Michael  C.  Reineck,  MD,  West  Bend 
Speaker 

Kevin  T.  Flaherty,  MD,  Wausau 
Vice  Speaker 

Board  of  Directors 

Raymond  C.  Zastrow,  MD,  Milwaukee 
Chair 

Mark  H.  Andrew,  MD,  Viroqua 
Vice  Chair 


District  1 

Clarence  P.  Chou,  MD,  Mequon 
Gerald  G.  Govin,  MD,  Milwaukee 
Charles  E.  Holmburg,  MD,  Menomonee  Falls 
David  J.  Matteucci,  MD,  Kenosha 
Timothy  G.  McAvoy,  MD,  Waukesha 
Marvin  G.  Parker,  MD,  Racine 
Robert  F.  Purtell,  Jr,  MD,  Milwaukee 
George  R.  Schneider,  MD,  West  Allis 
Frank  H.  Urban,  MD,  Brookfield 
Cassandra  P.  Welch,  MD,  Milwaukee 
Raymond  C.  Zastrow,  MD,  Milwaukee 

District  2 

John  W.  Beasley,  MD,  Madison 
Cyril  M.  Hetsko,  MD,  Madison 
Jerry  M.  Ingalls,  MD,  Monroe 
Bradley  L.  Manning,  MD,  Madison 
Ayaz  M.  Samadani,  MD,  Beaver  Dam 
Paul  A.  Wertsch,  MD,  Madison 

District  3 

Mark  H.  Andrew,  MD,  Viroqua 
Jack  M.  Lockhart,  MD,  La  Crosse 


District  4 

Robert  J.  Jaeger,  MD,  Stevens  Point 
James  R.  Keuer,  MD,  Minocqua 
Robert  E.  Phillips,  MD,  Marshfield 

District  5 

Terry  L.  Hankey,  MD,  Waupaca 
Kevin  F.  Quinn,  MD,  Neenah 
Harry  J.  Zemel,  MD,  Fond  du  Lac 

District  6 

David  J.  Deubler,  MD,  Kiel 
Stephen  D.  Hathway,  MD,  Green  Bay 
Anthony  R.  Mars,  MD,  Marinette 

District  7 

Douglas  M.  DeLong,  MD,  Ladysmith 
Charles  V.  Ihle,  MD,  Eau  Claire 

District  8 

Mark  K.  Belknap,  MD,  Ashland 


Contents 


September  1996  Vol.  95  No.  9 

Opinions 

603  President's  Page 

Thoughts  on  Passage  of  Kennedy-Kassebaum  Bill 
by  Richard  H.  Ulmer,  MD,  Marshfield 

605  "What's  New"  From  Your  Editorial  Board 
by  Thomas  C.  Meyer,  MD,  Medical  Editor 

606  Book  Review 

Seeking  to  Serve  by  Earl  Thayer 

A Fresh  Look  at  One  of  the  State's  Oldest  County  Medical  Societies 
by  Norman  H.  Engbring,  MD,  Elm  Grove 

608  Guest  Editorial 

Wisconsin  Must  Act  on  Compulsive  Gambling 
by  Spencer  Black,  State  Representative 


Focus  on  Gambling  Addiction 

611  Problem  Gambling  Flits  Home 
by  Judith  D.  Burke,  managing  editor 

614  Winning  Isn't  Easy. . . . 

by  Cheryl  McCollum,  contributing  editor 

618  Gambling  Away  the  Golden  Years 

by  Jennifer  L.  Fessler,  SMS  communications  intern 

619  Physician's  Health:  Getting  the  Help  You  May  Need 
by  Jennifer  L.  Fessler,  SMS  communications  intern 


Scientific 


623  Medical  Approaches  to  Gambling  Issues— I: 
The  Medical  Condition 
by  Michael  M.  Miller,  MD,  Madison 


Medical  Approaches  to  Gambling  Issues— II: 
The  Medical  Response 
by  Michael  M.  Miller,  MD,  Madison 


643  The  Burden  of  Diabetes  in  Wisconsin: 

Diabetes-Related  Amputations,  1994 

by  Elizabeth  J.  Ford,  Patrick  L.  Remington,  MD,  MPH,  Gabriele  E.  Sonnenberg,  MD 


Contents 


645  What's  New  In... 

Clinical  Pharmacology  and  Therapeutics 

by  Mahendr  S.  Kochar,  MD,  MS  and  William  B.  Campbell,  PhD 

647  What’s  New  In... 

Obstetrics  and  Gynecology 
by  Thomas  R.  Wigton,  MD 


Focus  on  Technology 

649  SMS  Web  Site  Now  a Virtual  Reality 

by  B-L  Pellicore,  director  SMS  Communications 

650  Connecting  to  the  Internet 

by  Doug  Turecek,  director  SMS  Management  Information  Systems 

Organizational 

653  Your  Financial  Fitness 
Umbrella  Liability  Insurance 

by  Michael  J.  Dolan,  CLU,  ChFC,  Madison 

654  Physician  Briefs 

657  CESF  Changes  Name,  Elects  New  President 

657  AMA  Awards 

658  Obituaries 

658  County  Society  News 
660  Instructions  to  authors 
663  Classified  ads 


On  our  cover:  This  month,  the  WMJ  takes  a close  look  at  the  problems  generated  by  legalized  gambling  through- 
out Wisconsin.  As  more  people  are  exposed  to  gambling,  more  people  are  becoming  problem  gamblers,  and 
more  problem  gamblers  are  becoming  pathological  gamblers.  The  disease  and  consequences  associated  with  it 
are  complex,  often  difficult  to  recognize  and  worthy  of  medical  attention.  Related  stories  begin  on  page  611  and 
are  noted  in  the  Table  of  Contents  with  the  following  symbol: 


Personal  Insurance 


Professional 

Liability 

Directors  and  Officers 
Medical  PRorfestioNAL  Ll\bility 
General  Liability 
Corporate  Professional  Liability 

\ V 

Hospital  Liability 

ll', 


Wisconsin  based  - 

physician  owned  - 


INSURANCE  SERVICES,  INC. 


P.O.  Box  1109  330  E.  Lakeside  Street  Madison,  WI  53701 
800-545-0631  608-283-5483 


committed  to  serving  you. 


Business  Insurance 


Workers’  Compensation 


Business  Overhead 


Property  Coverage 


Liability 


Umbrella  Coverage 


Employee  Benefits 


Group  Health 


I Group 

I 

Pension  Planning 

Self  Funded  Options 


Dental 


Voluntary  Benefits 


Opinions 


President's  Page 

Thoughts  on  Passage  of  Kennedy-Kassebaum  Bill 


In  the  Wisconsin  Patient  Bill  of 
Health  Care  Rights  that  I out- 
lined as  my  presidential  platform 
at  our  House  of  Delegates  Annual 
Meeting  in  April  and  in  the  May 
1996  WMJ,  I made  the  point  that 
health  care  insurance  would  be 
more  widely  available  to  US  citi- 
zens if  a bill  could  be  passed  estab- 
lishing portability  of  health  care  in- 
surance when  a person  left  a job. 

I was  pleased,  therefore,  to  see  last 
month  that  our  federal  govern- 
ment has  taken  the  appropriate  ac- 
tion to  make  health  care  insurance 
much  more  widely  available  to 
U.S.  citizens. 

As  I stated  in  my  inaugural  ad- 
dress, I strongly  believe  that  every- 
one who  needs  health  care  should 
be  able  to  receive  it.  This  recent  ac- 
tion by  the  Clinton  administration 
and  Congress  to  agree  on  a health 
reform  bill  that  will  provide  much- 
needed  insurance  portability  to 
millions  of  Americans  --  and  cur- 
tail exclusions  based  on  existing 
medical  conditions  — is  what  has 
been  needed  in  our  country  for 
many  years. 

The  Health  Insurance  Portabil- 
ity and  Accountability  Act  of  1996 
is  the  name  of  the  well-known  bill 
sponsored  by  Sens.  Nancy 
Kassebaum  (R-Kan)  and  Edward 
M.  Kennedy  (D-Mass).  It  guaran- 
tees workers  that  they  can  carry 
their  health  insurance  from  job  to 


job  and  also  makes  it  more  difficult 
for  insurers  to  refuse  coverage  to 
people  with  existing  medical  con- 
ditions. Under  the  bill,  insurers  will 
be  prohibited  from  denying  any- 
one coverage  because  of  health 
problems  that  had  existed  for  more 
than  12  months.  If  someone  had  in- 
surance for  that  long  or  longer,  he 
or  she  will  have  to  be  accepted  by 
the  new  employer's  insurer,  or 
with  an  individual  policy. 

The  legislation  also  will  increase 
tax  deductibility  for  the  self-em- 
ployed who  purchase  health  insur- 
ance, and  offer  tax  breaks  for  long- 
term care  insurance  premiums.  The 
terminally  ill  can  use  their  life  in- 


"77ns  reform  will 
set  the  stage  for  an 
improved  health 
delivery  system 
in  the  future." 


surance  policies. 

I am  proud  of  our  SMS  leader- 
ship who,  representing  all  Wiscon- 
sin physicians  and  our  patients, 
lobbied  long  and  hard  in  Washing- 
ton for  insurance  reforms  like 
these.  This  reform  will  set  the  stage 
for  an  improved  health  delivery 
system  in  the  future. 


Richard  H.  Ulmer,  MD 


We  do  have  further  to  go,  how- 
ever. For  one,  while  the  legislation 
also  authorizes  the  creation  of  tax- 
sheltered  medical  savings  ac- 
counts, as  a compromise  measure 
a limit  of  750,000  MSAs  nationwide 
was  set,  and  after  four  years.  Con- 
gress will  decide  whether  to  ex- 
pand that  program.  The  relatively 
low  limit  of  750,000  MSAs  was  es- 
tablished as  an  experimental  pro- 
gram to  gain  experience  with 
MSAs  and  to  see  if  they  had  an 
impact  on  standard  health  care 
policies  by  siphoning  off  the 

Continued  on  next  page 
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healthy  and  the  wealthy  (who 
would  not  need  to  utilize  standard 
health  care  policies  and/or  could 
afford  to  pay  the  high  deductibles 
of  a catastrophic  policy.)  Unfortu- 
nately, the  experiment  as  designed 
by  Congress  is  very  poorly  de- 
signed, in  that  it  lacks  controls  and 
is  unlikely  to  provide  any  mean- 
ingful data  but  will  provide  of  lots 
of  anecdotal  material  to  be  used  by 
proponents  of  both  standard  insur- 
ance policies  and  the  MSA.  It  will 
be  necessary  in  evaluating  this  in- 


formation to  remind  ourselves  that 
the  plural  of  "anecdote"  is  not 
"data." 

The  State  Medical  Society 
strongly  supports  the  development 
of  MSAs,  as  one  of  the  means  of 
achieving  universal  health  care 
coverage  and  ensuring  that  people 
have  choices  in  health  care. 

It  is  also  a disappointment  to  see 
that  mental  health  parity  was  not 
included  in  the  final  package.  Un- 
fortunately, as  part  of  the  llth-hour 
negotiations  just  prior  to  a month- 
long congressional  recess,  House- 
Senate  negotiators  dropped  from 


the  bill  a requirement  that  insurers 
cover  mental  health  problems  the 
same  as  physical  ailments.  The 
provision's  key  sponsor.  Sen.  Pete 
Domenici  (R-NM),  vowed  to  rein- 
troduce the  measure.  In  Wisconsin, 
we  physicians  can  take  the  lead  in 
this  as  well. 

Kennedy-Kassebaum  will  not 
resolve  all  problems  with  health 
care  insurance.  It  is  a welcome 
first  step  in  the  long  journey  to 
make  health  care  insurance  avail- 
able to  the  many  who  have  been 
denied  it  because  of  pre-existing 
conditions.  ❖ 


The  University  of  Wisconsin  presents 

WINNING  WITH  MANAGED  CARE 

A Substantive  Two-Day  Conference  for 
Physicians  in  Managed  Care  or  Those 
Contemplating  an  Affiliation  with 
a Managed  Care  Organization 

October  22-23, 1996 
The  Concourse  Hotel 
Madison,  Wisconsin 

This  conference  will  provide  physicians  and  other 
clinicians  practicing  in  a managed  care  environ- 
ment with  the  knowledge  and  tools  to  fully  un- 
derstand the  managed  care  system,  practice  suc- 
cessfully from  a quality  and  cost-effective  orienta- 
tion, and  to  "win"  in  such  a practice  by  learning 
the  new  rules  of  the  new  practice  paradigm.  This 
conference  will  also  provide  participants  with  a 
context  from  which  to  determine  their  future  in- 
volvement in  managed  care  organizations. 

For  further  information  please  call 
Cathy  Means,  University  of  Wisconsin, 
Continuing  Medical  Education,  608-263-6637, 
or  E-Mail:  cjmeans@facstaff.wisc.edu 


NEUROLOGIST... 

There  is  an  immediate  opening  at  Brainerd 
Medical  Center  for  a Neurologist. 

Brainerd  Medical  Center,  PA 

• 35  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local 
hospital,  St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Located  in  central  Minnesota  less  than  2-1/2  hours 
from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Call  collect  to  Administrator: 

Curt  Nielsen 

(218)  828-7105  or  (218)  829-4901 
2024  South  6th  Street 
Brainerd,  MN  56401 
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"What's  New"  From  Your  Editorial  Board 


Thomas  C.  Meyer,  MD,  Medical  Editor 


In  November  last  year,  the  Edi- 
torial Board  and  publications 
staff  met  and  meditated  about  the 
directions  the  WMJ  could  and 
should  go.  This  followed  one  of  the 
more  interesting  "Delphi  Probes" 
during  which  we  communicated 
and  considered  our  respective 
thoughts,  ideas  and  biases  by  mail 
without  any  one  of  us  being  able 
to  identify  the  origin  of  any  of  the 
thoughts  - or  ideas  - or  biases.  Each 
was  considered  for  its  intrinsic 
merit  and  rank-ordered. 

Our  meeting  was  as  productive 
as  any  that  several  of  us  had  at- 
tended in  that  as  staff  and  medical 
editor  we  captured  the  collective 
thoughts  of  the  group  and  had  a 
blue-print  of  where  we  should  try 
to  go,  some  directions  as  to  how  to 
get  there  and  a few  "wouldn't  it  be 
fun  if..."  ideas. 

Perhaps  you  have  seen  and  ap- 
proved/disapproved of  some  of 
the  outcomes  of  that  meeting  as 
they  have  appeared  over  the  last 
few  months.  Maybe  you  haven't 
noticed!  Let  me  remind  you  of 
some  of  them. 

. Theme  issues: 

Medical  Outcomes  --  February 
Amish  — March 
Psychiatry  and  Managed 
Care  --  April 
Injuries  --  May 
Sports  Medicine  --  June 
Volunteerism  — August 
Gambling  in  this  issue 


. Conference  reports: 

Alzheimer's  Disease  -- 
October,  1995 
Radiology  — August,  1996 

• Abstracts  from  residents' 
papers 

We  will  be  asking  for  your  views 
on  these  and  other  recent  changes 
in  the  near  future. 

♦ ♦ ♦ ♦ ♦ 

Our  latest  addition,  the  "What's 
New  In..."  series  starts  this  month 
with  Pharmaceutical  Therapeutics 
and  OB/GYN  (see  pages  645  and 
647).  Designed  to  provide  brief  in- 
formation regarding  advances  in 
various  specialties  from  an  expert 
in  the  particular  field,  that  practic- 
ing physicians  should  be  aware  of 
and  note.  We  plan  to  publish  the 
series  monthly. 

"What's  New  In. ..Physiology 
and  Rehabilitative  Medicine"  is 
scheduled  for  the  October  issue 
and  "What's  New  In. ..Medicine"  is 
scheduled  for  November. 

The  authors  are  members  of  de- 
partments of  the  Medical  College 
of  Wisconsin  or  the  UW  Medical 
School.  We  wrote  to  each  depart- 
ment chair  asking  him/her  to  sug- 
gest a possible  author  or  authors. 
We  told  them  we  had  written  a 
similar  request  to  the  other  school. 
The  response  was  encouraging  and 


Thomas  C.  Meyer,  MD 


there  was  surprising  little  overlap 
in  departments  that  volunteered. 
One  of  the  articles  will  come  as  a 
cooperative  effort  of  the  depart- 
ments at  both  schools.  We  solicited 
from  the  basic  science  departments 
and  will  be  publishing  their  reports 
of  what  is  new  in  their  particular 
fields  as  well. 

We  are  interested  in  your  reac- 
tions to  this  initiative  as  well  as  any 
thoughts,  ideas  and  biases  you  care 
to  share  with  the  Editorial  Board. 
The  addresses  to  ensure  delivery 
are:  Judith  Burke,  Managing  Edi- 
tor, Wisconsin  Medical  Journal,  P.O. 
Box  1109,  Madison,  WI  53701; 
FAX:  608-283-5401;  E-Mail: 

JudithB@SMSWI.ORG.  ❖ 
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Book  Review 

Seeking  to  Serve  by  Earl  Thayer: 

A Fresh  Look  at  One  of  the 

State's  Oldest  County  Medical  Societies 

by  Norman  H.  Engbring,  MD,  Elm  Grove 


Pioneer  Physicians 

Seeking  to  Serve  was  written  by  Earl 
Thayer  to  help  mark  the  sesquicen- 
tennial  year  of  the  Medical  Society 
of  Milwaukee  County. 

I found  it  to  be  an  absorbing  ac- 
count of  Milwaukee's  medical  his- 
tory, beginning  in  the  1830s  and 
extending  to  the  present.  Thayer 
takes  material  from  many  sources 
and  presents  it  in  a very  readable 
fashion,  combining  anecdotes, 
brief  biographical  sketches  and 
personal  comments  to  develop  the 
story. 

His  personal  involvement  in 
many  of  the  events  of  the  past  sev- 
eral decades  brings  a perspective 
to  the  story  that  few,  if  any,  others 
might  bring.  His  observations  and 
perceptions  of  events  reflect  a per- 
sonal view  of  that  history,  not  nec- 
essarily shared  by  others,  but  that 
is  the  prerogative  of  the  historian. 

The  early  history,  as  described 
in  the  first  chapter,  is  enhanced  by 
a detailed  account  of  the  trials  of 
the  immigrant  and  pioneer  Wis- 
consin physician,  Thomas  Steel, 
derived  mainly  from  unpublished 
sources.  The  young  physician  of 
today  might  take  considerable 
comfort  in  comparing  his  lot  with 
the  hardships  encountered  by 
Steel.  Granted,  today's  physician 
faces  challenges  of  an  entirely  dif- 
ferent nature,  which,  although  of- 
ten frustrating,  are  seldom  also 
physically  challenging. 

The  efforts  of  some  of  the  early 
Milwaukee  physicians  to  establish 
a viable  medical  society  are  well 
described  in  the  next  chapter.  The 
diverse  backgrounds  and  systems 
of  medicine  represented  by  those 


practitioners  presented  natural  ob- 
stacles to  collegial  organization. 
Also,  the  independent  nature  of  the 
early  physician,  not  much  different 
from  the  physician  of  today,  made 
such  organization  difficult.  Of 
those  medical  societies  that  were 
founded  in  the  1800s,  few  remain 
viable,  the  Medical  Society  of  Mil- 
waukee County  being  one  of  them. 

The  successful  physician  of  that 
time  had  to  be  skilled  in  the  art  of 
medicine  since  medical  science 
was  still  in  its  primitive  stages.  Ad- 
vances in  treatment  were  acceler- 
ated during  the  Civil  War,  as  was 
true  for  later  wars  in  which  this 
country  has  been  involved.  Several 
Milwaukee  physicians  were  quick 
to  adopt  the  lessons  of  wartime 
therapy  in  their  practices. 

The  interests  of  the  physicians 
of  southeast  Wisconsin,  particu- 
larly urban  Milwaukee,  and  those 
of  the  rest  of  the  state  were  not  al- 
ways congruent,  sometimes  result- 
ing in  conflicts.  The  long,  drawn- 
out  conflicts  between  the  Milwau- 
kee County  and  the  state  medical 
societies  were  enhanced  by  the  per- 
sonal antipathies  between  the  ex- 
ecutive leaders  of  those  societies. 
Thayer  notes  that  "Such  funda- 
mental disagreements,  especially 
when  driven  by  determined  and 
articulate  personalities  such  as  the 
Crownharts  and  Kelley,  launched 
the  SMS  and  MSMC  on  a course  of 
almost  endless  confrontation  and 
often  vindictive  dispute."  Thayer's 
personal  biases  are  apparent  in  his 
discussions  of  some  of  these  con- 
flicts; nonetheless,  his  report  illus- 
trates the  frank  discussion  which 
characterizes  his  writing. 


Politics  Plays  a Role 

The  sixth  chapter  details  the  devel- 
opment of  the  medical  insurance 
plans  which  were  the  source  of 
much  of  the  conflict  between  the 
county  and  state  societies.  The 
amount  of  space  devoted  to  this 
issue,  eveii  though  the  issue  was  a 
major  one  that  extended  over 
many  years,  seems  excessive,  and 
the  casual  reader  may  find  this  sec- 
tion tedious. 

Among  the  more  enjoyable  sec- 
tions of  the  book  are  those  chap- 
ters dealing  with  the  founding  and 
evolution  of  Milwaukee's  hospi- 
tals. As  in  the  other  sections, 
Thayer  includes  delightful  vi- 
gnettes of  personalities  who  were 
key  figures  in  promoting  good 
medical  care  for  Milwaukee's  citi- 
zens. There  is  probably  no  compa- 
rable summary  of  this  aspect  of 
Milwaukee's  medical  history 
which  describes  the  development 
and  eventual  merger  of  a number 
of  those  health  care  institutions. 

Throughout  the  book  Thayer 
recounts  examples  of  medical  poli- 
tics, a natural  tendency  for  one 
who  was  a master  in  that  arena.  His 
description  of  the  efforts  of  some 
members  of  the  Kenosha  County 
Medical  Society  to  deny  member- 
ship to  a qualified  family  practitio- 
ner and  his  reaction  to  those  efforts 
(p.  221)  serve  as  an  insightful  ex- 
ample of  his  style. 

Many  Reasons 

to  Read  Thayer's  Account 

Despite  the  many  positive  aspects 
of  the  book,  there  are  a few  nega- 
tive ones.  The  reader  will  be  dis- 
mayed by  the  miniature  pictures. 
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which  seem  particularly  incongru- 
ous in  a history  book.  Granted  that 
photos  require  a great  deal  of  space 
and  space  was  limited,  there  might 
have  been  a sacrifice  of  some  of  the 
text  to  allow  more  adequate  dis- 
play of  the  pictures. 

There  are  the  usual  minor  typo- 
graphical and  spelling  errors, 
which  do  not  detract  significantly 
from  the  book's  message.  There  are 
also  a few  factual  errors:  Louis 
Jermain  is  cited  as  chairing  a medi- 
cal society  committee  in  1942,  but 
he  had  died  some  years  earlier; 
perhaps  it  was  his  son,  William, 
who  chaired  that  committee  (p. 
244).  Walter  Woloschek  is  de- 
scribed as  an  internist  in  cardiol- 
ogy, but  was  actually  a surgeon  (p. 
260).  In  recalling  John  R.  Petersen's 
career,  Thayer  notes  that  he  stayed 
on  when  Engstrom  became  assis- 


tant to  Dean  Kerrigan;  but  it  was 
Petersen  who  became  Assistant 
Dean,  not  Engstrom  (p.  275).  There 
is  a somewhat  puzzling  connection 
between  the  expanded  role  of  the 
Milwaukee  Medical  Society  in  the 
1880s  and  Nicholas  Geimer,  an  on- 
cologist practicing  a century  later 
(p.  225). 

Some  of  the  chapters  seem  to 
have  been  written  without  ad- 
equate regard  to  what  had  been 
written  earlier,  so  that  parts  are  rep- 
etitious. This  is  a common  problem 
for  historians  who  deal  with  over- 
lapping themes  that  are  developed 
over  several  periods  of  history.  A 
failure  to  reiterate  might  leave  the 
reader  confused  when  the  theme 
is  picked  up  again  at  a later  time. 
Still,  with  space  so  limited  some  of 
this  repetition  might  have  been 
eliminated  without  sacrificing  clar- 


ity. An  editor  might  have  discov- 
ered and  eliminated  many  of  the 
errors  such  as  those  described 
above;  unfortunately,  editing  ap- 
parently was  limited  to  spelling 
corrections. 

As  a comprehensive  history  of 
Milwaukee  medicine,  Thayer's 
book  can  be  wholeheartedly  rec- 
ommended to  a broad  medical,  as 
well  as  non-medical,  audience. 
Although  bits  and  pieces  of  the 
story  may  be  found  in  other  places, 
Thayer  brings  those  pieces  to- 
gether in  a coherent  and  engaging 
manner.  For  some  readers  the  sto- 
ries may  be  new;  for  some  the  sto- 
ries may  be  vaguely  familiar;  for 
others  the  stories  may  present  a 
fresh  look  at  events  in  which  they 
participated.  Many  readers  will 
find  the  revelations  to  be  enlight- 
ening if  not  fascinating.  ❖ 


/ * / ranciscan  Skemp  Healthcare  has  a 

/T*  112-year  commitment  to  providing 

V S patient-focused  and  family-centered 

care.  Now  affiliated  with  Mayo,  we  con- 
tinue to  provide  quality  care  combined 
with  streamlined  access  to  renowned, 
complex  specialty  care.  We  are  an 
integrated  delivery  network  serving  a 
population  base  of  350,000  and  including 
three  hospitals  and  11  dimes  with  158  active 
medical  providers. 


Franciscan  Skemp  Healthcare  has  a variety  of 
primary  care  and  other  specialty  opportuni- 
ties available  in  Wisconsin,  Minnesota  and 
Iowa.  The  practices  are  available  in  ideal, 
family-oriented  environments  with 
outstanding  recreational  and  cultural 
activities.  Excellent  public  and  private 
schools.  Call  Tim  Skinner  or  Bonme  Nulf 
at  800/269-1986. 

^anciscan/£mp  Franciscan  Skemp 
V ^ . K y A 


Healthcare 


MAYO  HEALTH  SYSTEM 


Healthcare 

700  West  Avenue  South 
La  Crosse,  WI  54601 
608/791-9844 
FAX  608/791-9898 
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Guest  Editorial 

Wisconsin  Must  Act  on  Compulsive  Gambling 


by  Spencer  Black,  State  Representative 


Gambling  Addiction 
Imprisons  Grandmother 

Not  long  ago,  1 received  a call  from 
a distraught  woman  who  was  on 
her  way  to  a year  in  jail.  In  the  few 
hours  before  she  was  to  report  to 
prison,  she  wanted  to  let  me  know 
about  her  situation. 

She  is  a grandmother  and  has 
been  a loyal  employee  of  a local 
business  for  almost  30  years.  How- 
ever, she  was  also  a compulsive 
gambler  who  had  embezzled  tens 
of  thousands  of  dollars  to  subsidize 
her  addiction  to  gambling. 

Her  addiction  started  with  play- 
ing the  state  lottery  and  progressed 
to  patronizing  nearby  casinos.  Her 
plea  to  me  was  to  do  what  I could 
to  prevent  her  fate  from  befalling 
others. 

Legislation  Leads 
to  Increased  Gambling 

Unfortunately,  her  situation  is  not 
unique.  Addiction  to  gambling  is 
becoming  far  more  common  in 
Wisconsin.  Studies  show  a signifi- 
cant number  of  prisoners  are  incar- 
cerated because  of  crimes  related 
to  compulsive  gambling.  Since 
Governor  Thompson  signed  legis- 
lation to  legalize  gambling  in  1987, 
reports  of  compulsive  gambling 
have  increased  dramatically.  Yet, 
Wisconsin  has  done  almost  noth- 
ing to  deal  with  the  consequences 


Spencer  Black,  State  Representative, 
has  served  the  77th  Assembly  District 
in  Dane  County  for  12  years.  He  is  au- 
thor of  numerous  laws  regarding  edu- 
cation, the  environment,  and  long-term 
health  care.  Prior  to  serving  in  the  Leg- 
islature, Representative  Black  was  a 
high  school  teacher  and  coach,  and 
Curator  of  Education  for  the  State  His- 
torical Society  of  Wisconsin. 


of  the  decision  to  allow  legal  gam- 
bling in  our  state. 

I voted  against  the  gambling 
bills  in  1987.  However,  I believe 
that  if  the  state  wishes  to  have  le- 
gal gambling,  then  it  must  be  will- 
ing to  face  up  to  the  negative  as- 
pects of  gambling.  For  that  reason, 
I have  introduced  legislation  to  at- 
tempt to  treat  compulsive  gam- 
blers and  to  educate  the  public 
about  the  addiction. 

My  bill  would  provide  $400,000 
a year  for  grants  to  underwrite  the 
costs  of  treatment  of  compulsive 
gambling.  Many  insurance  policies 
do  not  cover  the  cost  of  treatment 
for  this  disorder.  Since  compulsive 
gamblers  generally  do  not  seek 
treatment  (or  even  admit  to  a prob- 
lem) until  they  are  desperate  and 
deeply  in  debt,  they  are  unlikely  to 
have  the  financial  resources  to  pay 
for  their  treatment.  This  means  that 
many  pathological  gamblers  who 
seek  treatment  cannot  obtain  it. 

My  bill  would  also  provide 
$300,000  a year  to  the  Department 
of  Corrections  to  treat  prisoners  for 
compulsive  gambling  in  state  pris- 
ons. In  addition,  the  bill  would  cre- 
ate a Council  on  Compulsive  Gam- 
bling to  educate  the  public  about 
the  potential  problems  of  gambling 
with  a special  emphasis  on  reach- 
ing young  people.  Studies  indicate 
that  those  in  younger  age  groups 
comprise  a disproportionate  share 
of  pathological  gamblers. 

Obviously,  compulsive  gam- 
bling predates  the  legalization  of 
gambling  in  Wisconsin.  Some  were 
addicted  to  gambling  that  was  ei- 
ther illegal  or  took  place  in  other 
states.  However,  legalization 
makes  gambling  both  legitimate 
and  far  more  pervasive.  Research 
indicates  that  there  is  a link  be- 
tween high  rates  of  pathological 


Spencer  Black 


gambling  and  the  greater  availabil- 
ity of  wagering  opportunities. 

Wisconsin's  record  on  compul- 
sive gambling  is  not  a proud  one. 
Originally,  funding  for  treatment 
and  education  was  a part  of  a bill 
that  legalized  track  betting.  But 
funds  set  aside  for  compulsive 
gambling  treatment  were  bud- 
geted for  other  purposes  once  the 
gambling  operations  were  in  place. 
Lobbying  by  the  gambling  indus- 
try has  helped  defeat  the  legislation 
that  was  passed. 

Going  forward 

I am  somewhat  more  optimistic 
about  the  potential  for  passage  of 
my  bill  next  year.  Legislators  and 
the  public  are  becoming  more 
aware  of  the  social  price  of  legal 
gambling.  The  newspapers  fre- 
quently carry  reports  of  crimes 
committed  by  compulsive  gam- 
blers. A well-publicized  report  re- 
leased in  July  of  this  year  estimated 
that  there  are  more  than  32,000  se- 
rious problem  gamblers  in  the 
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state.  The  report  estimates  that  the 
cost  to  society  in  terms  of  lost  em- 
ployment, bad  debts,  court  and  jail 
expenses,  and  welfare,  exceeds 
$300  million  a year. 

When  I introduced  this  bill,  I 
was  joined  at  a press  conference  by 


the  families  of  compulsive  gam- 
blers. One  spouse  said,  "Gambling 
has  destroyed  our  long-term  mar- 
riage, left  my  ex-husband  unem- 
ployed because  of  gambling,  led  to 
embezzlement  and  now  he  faces 
possible  imprisonment. ..gambling 


has  destroyed  our  family." 

Hopefully,  action  by  the  legisla- 
ture to  prevent  and  treat  compul- 
sive gambling  can  decrease,  if  not 
eliminate,  the  number  of  times  this 
type  of  tragedy  is  repeated  in  Wis- 
consin. ❖ 


WE'LL  HELP  YOU 
PAY  OFF  $20,000  OF  YOUR 
MEDICAL  SCHOOL  LOANS. 


If  you’re  certified  in  one  of  the  following 
specialties: 

■ anesthesiology  ■ peripheral-vascular  ■ general 
surgery  ■ orthopedic  surgery  ■ neurosurgery 

■ cardiothoracic  surgery  ■ colon-rectal  surgery  you 
could  take  part  in  the  Army  Reserve’s  Health 
Professionals’  Loan  Repayment  Program  that  pays  off 
as  much  as  $20,000  in  medical  school  loans. 

As  a member  of  the  Army  Reserve,  you  could 
be  serving  your  country  near  home  at  times  convenient 
to  you.  You’ll  also  enjoy  all  the  prestige  and  privileges  that  accompany  being  an  officer. 

To  find  out  more  about  the  Health  Professionals’  Loan  Repayment  Program  and  all  the  other  advantages 
of  the  Army  Reserve,  contact  one  of  our  experienced  Army  Reserve  Medical  Counselors.  They  can  arrange 
for  you  to  talk  to  an  Army  Reserve  physician  and  visit  a Reserve  Center  or  medical  facility. 

612-854-8489 

BE  ALL  YOU  CAN  BE! 

ARMY  RESERVE 
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professional  Protection  Exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 


Focus  on  Gambling  Addiction 


Problem  Gambling  Hits  Home 


Judith  D.  Burke,  managing  editor 

Addictions.  With  so  many 
people  affected  by  so  many 
different  addictions,  you  might 
think  that  our  society  would  have 
a terrific  grasp  on  the  issue.  Sadly, 
this  statement  could  not  be  further 
from  the  truth:  many  addiction 
theories  and  policies  are  dreadfully 
outdated.  Even  our  definitions  of 
addiction  are  changing.  New  re- 
search in  neuroscience,  molecular 
biology,  pharmacology,  psychol- 
ogy, and  genetics,  shows  that  it's 
largely  our  complex  biology  that 
makes  it  possible  for  any  of  us  to 
become  addicts.  Of  course,  engag- 
ing in  addictive  behaviors  itself  is 
often  enough  to  create  an  addic- 
tion. 

Millions  of  Americans  are 
hooked  on  everything  from  illegal 
drugs  such  as  cocaine,  to  pre- 
scribed tranquilizers,  to  caffeine, 
work,  theft,  gambling,  exercise, 
and  even  sex.  Despite  every  kind 
of  addiction  and  every  type  of 
treatment  from  psychotherapy  to 
hypnosis,  medication,  education, 
and  tough  love,  we  are  still  an  ad- 
dicted culture. 

According  to  a recent  story  in 
Psychology  Today,  scientists  have 
learned  that  every  animal,  from 
ancient  fish  to  reptiles,  rodents,  and 
humans,  shares  the  same  basic 
pleasure  and  reward  circuits-in  the 
brain.  Circuits  that  all  respond  to 
pleasurable  and  addictive  stimuli. 
"Everyone  engages  in  addictive 
behaviors  to  some  extent  because 
such  things  as  eating,  drinking  and 


sex  are  essential  to  survival  and 
highly  reinforcing,"  says  G.  Alan 
Marlatt,  Ph.D.,  director  of  the  Ad- 
dictive Behaviors  Research  Center 
at  the  University  of  Washington. 
"We  get  immediate  gratification 
from  them  and  find  them  very  hard 


"Gott  wiirfelt  nicht." 

God  does  not  play  dice. 

— Einstein 


to  give  up  indeed.  That's  a pretty 
good  definition  of  addiction." 

So  what  we  now  call  addictions 
are  the  result  of  very  natural,  basic 
survival  instincts. 

Government-encouraged 

gambling 

There  is  no  lack  of  stories  about 
gambling  "encounters"  once  you 
ask.  People  will  freely  tell  you  how 
they  budget  a certain  amount  of 
money  every  week  to  play  the  lot- 
tery, or  go  to  a bingo  game  or  visit 
a casino.  They  put  the  money  aside, 
mostly  believing  that  it  will  be  lost, 
but  always  hoping  for  that  big  win. 
The  one  to  make  it  all  worthwhile. 
The  one  where  they  can  go  to  work 
and  clean  out  their  desks  with  the 
certainty  they'll  never  have  an- 
other desk  to  clean  out.  That's  why 
all  types  of  ordinary  people  regu- 
larly engage  in  games  of  chance. 
Are  these  pathological  gamblers? 
No.  According  to  Dr  Michael 
Miller,  Medical  Director  of  Meriter 


Hospital's  NewStart  addiction 
treatment  program,  the  majority  of 
people  playing  lotto  or  bingo  don't 
have  a gambling  disease  per  se. 
But,  over  52%  of  the  40,000  calls 
that  went  to  the  Council  on  Com- 
pulsive Gambling's  national 
hotline  last  year  were  from  lottery 
players.  As  one  lottery  player  says, 
"It  can  empty  your  wallet.  It's  eat- 
ing people's  paychecks.  Can't  the 
politicians  find  some  other  way  to 
raise  money?" 

Seduced  by  the  prospects  of  bil- 
lions of  dollars  in  "voluntary"  rev- 
enues, state  governments  from 
New  York  to  California  rushed 
headlong  into  the  legalization  of 
gambling.  As  Jeanne  Russell  of 
Newsday  reported  last  year,  "...[the 
states]  are  mining  their  own  citi- 
zens with  an  ever-escalating  roster 
of  temptations  to  bet:  instant 
scratch-off  games,  video  lottery, 
hundreds  of  new  casinos." 

Wisconsin  does  not  differ  from 
other  states.  Surrounded  by  Min- 
nesota, with  more  casinos  than  any 
other  state,  and  Iowa,  which  takes 
in  more  money  in  gambling  than 
their  entire  state  budget,  Wiscon- 
sin, in  addition  to  17  casinos  on 
Native  American  reservations,  of- 
fers 38  different  scratch-off  games 
and  five  types  of  on-line  lottery 
games. 


Continued  on  next  page 
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Creating  problems, 
not  solving  them 

The  government-sponsored  inun- 
dation of  gambling  has  not  come 
without  casualties.  With  an  increas- 
ing population  becoming  addicted 
to  the  adrenaline  rush,  loss  of  con- 
trol over  the  ability  to  bet  and  the 
ability  to  withhold  from  betting 
does  not  lag  far  behind.  "The  com- 
pulsive gambler  used  to  be  a 45-  to 
50-year  old  white  male  who  had 
enough  money  to  go  to  Las  Vegas 
or  spend  a lot  of  time  at  the  track/' 
says  Valerie  Lorenz,  head  of  the 
National  Compulsive  Gambling 
Center  in  Baltimore,  Md.  "Now  we 
see  senior  citizens,  teenagers,  wel- 
fare recipients,  people  from  all 
socio-economic  groups." 

"Lotteries  and  casinos  like  to 
portray  gambling  as  harmless  en- 
tertainment, and  addiction  as  an 
aberration,"  said  University  of  Illi- 
nois economist  Earl  Grinols.  "But 
the  fact  is,  both  lotteries  and  casi- 
nos are  very  dependent  on  psycho- 
logically sick  people  for  their  rev- 
enues." 

And  the  costs  to  society  keep  in- 
creasing. Studies  show  that  the  rev- 
enues raised  by  legalized  gambling 
are  largely,  if  not  entirely,  offset  by 
the  costs  created  by  problem  gam- 
bling: unemployment,  insurance 
fraud,  embezzlement,  and  jail 
terms.  Studies  have  estimated  that 
each  pathological  gambler  costs 
society  from  $13,000  up  to  $52,000. 

Problem  gambling  in  Wisconsin 

The  facts  surrounding  the  negative 
affects  of  state-sponsored  gam- 
bling are  often  muddled  by  the 
confusing  nature  of  this  particular 
disease.  As  previously  mentioned, 
it  is  difficult  to  diagnose,  is  a so- 
cially-acceptable  "pastime"  and  is 
encouraged  by  the  government. 
But  with  growing  concern  comes 
new  research  and  the  facts  as  we 
know  them,  largely  based  on  a new 
report  from  the  Wisconsin  Policy 
Research  Institute's  July  1996  re- 


port: The  Social  Costs  of  Gambling 
in  Wisconsin,  are  these: 

• Wisconsin  has  an  estimated 
32,400  gamblers  with  serious 
problems  — these  people  have 
experienced  lifetime  losses  of 
nearly  $100,000  each,  with  debts 
at  the  time  of  treatment  averag- 
ing $38,644. 

• Twenty-one  percent  of  these 
gamblers  lost  or  quit  their  jobs 
because  of  their  gambling  prob- 
lems; and  more  than  60%  lost 
time  from  work  on  a regular 
basis  directly  because  of  gam- 
bling. 

• One-third  of  this  group  stole  an 
average  of  $5,738  to  support 
their  gambling  habit. 

• Eighty  percent  "wished"  to  die; 
70%  thought  seriously  about 
suicide  as  the  only  alternative; 
55%  planned  their  suicides;  and 
23%  attempted  to  commit 
suicide. 

• The  average  cost  to  Wisconsin 
society  for  these  problem  gam- 
blers is  $10,113  each. 

• Seventy  percent  of  those  who  are 
separated  or  divorced  said  that 
it  was  a direct  result  of  their 
gambling  addictions  that  led  to 
the  breakup  of  their  families. 

While  the  lottery  is  the  most 
popular  form  of  gambling 
throughout  the  state,  it  is  clearly 
not  the  major  cause  of  concern  for 
most  people.  The  lottery  is  the  easi- 
est game  to  play;  just  by  stopping 
at  a convenience  store  or  gas  sta- 
tion, a person  has  a direct  oppor- 
tunity to  purchase  a lottery  ticket 
several  times  in  a week.  Lottery  ads 
dominate  Wisconsin's  gambling 
advertisements,  and  the  lottery  can 
be  played  alone. 

Casinos  cause  greatest  concerns 

But  a survey  of  Gamblers  Anony- 
mous (GA)  group  leaders  through- 
out the  state  revealed  that  the  in- 


crease in  the  number  of  casinos 
around  the  state  had  a direct  im- 
pact on  the  number  of  problem 
gamblers  they  see  in  their  groups. 
A new  Wisconsin  gambling  hotline 
was  launched  in  January  of  this 
year.  In  the  first  three  months,  96 
of  129  callers  identified  the  location 
of  their  gambling.  Of  these,  61 
identified  casinos  as  the  place 
where  they  gamble;  18  said  lotter- 
ies; 11  bet  on  sporting  events  and 
dog  and  horse  races;  and  six  iden- 
tified games  in  taverns  and  bars  as 
the  source  of  their  gambling. 

Long-term  impact 

The  costs  to  society  have  started  to 
outstrip  the  revenues  generated  by 
legalized  gambling  in  the  state  of 
Wisconsin.  A conservative  estimate 
is  $370  million.  Many  of  the  prob- 
lem gamblers  profiled  in  the  Wis- 
consin Policy  Research  Institute 
study  admitted  that  they  had  re- 
ceived public  assistance  including 
food  stamps  and  Aid  to  Families 
with  Dependent  Children  (AFDC) 
payments  as  a direct  result  of  los- 
ing money  to  their  gambling  addic- 
tion. Some  even  reported  using 
their  Social  Security  benefits  to 
gamble.  Many  had  committed 
crimes  in  order  to  support  their 
addiction. 

The  cost  to  society  can  be  mea- 
sured by  these  costs  (public  assis- 
tance, criminal  justice,  lost  of  pro- 
ductivity), and  there  are  connec- 
tions between  things  like  bank- 
ruptcy debts  that  go  unpaid  and 
increased  fees  to  all  consumers;  but 
there  are  some  costs  that  cannot  be 
calculated.  These  are  the  long-term 
affects  on  the  families  of  addicted 
gamblers.  The  children  in  these 
turmoil-ridden  families  face  life- 
long consequences.  From  the  Wis- 
consin Policy  Research  Institute 
study: 

"Mi/  cousin  took  his  own  life  six 
months  ago,  because  of  gambling.  I 
think  I am  going  down  that  road  now. 
I need  help."  GA  member  who  has  al- 
ready attempted  suicide. 
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Wisconsin  Casinos  and  Health  Care 

While  access  to  casino  gambling  in  Wisconsin  expanded  signifi- 
cantly after  the  1988  Federal  Indian  Gaming  Regulatory  Act, 
access  to  health  care  insurance  also  increased. 

Bradley  Kunze,  clinic  manager  of  the  Dean/St.  Marys  Regional 
Clinic  in  both  the  Wisconsin  Dells  and  Baraboo,  said  the  Ho- 
Chunk  Casino  located  between  the  Wisconsin  Dells  and 
Baraboo,  has  improved  the  health  care  situation  in  the  area. 

Kunze  notes  that  there  was  a segment  of  the  population  that 
formerly  received  medical  assistance  but  that  now  works  at  the 
Ho-Chunk  Casino  and  receives  medical  insurance.  Reimburse- 
ments to  the  clinic  are  better  under  the  private  insurance  plan 
thatthe  casino  provides,  he  said,  than  underthe  state's  medical 
assistance  program.  "In  that  respect,  it  [the  casino]  has 
been  good  news  for  us  and  for  the  people  of  Sauk  County 
who  now  work  there,"  Kunze  said. 

Rachel  Hargerty,  personnel  specialist  at  the  Ho-Chunk  Casino, 
says  the  casino  employs  1,150  employees,  27%  of  those  are 
tribal  members.  She  notes  that  the  health  insurance  and  the 
other  benefits  are  a "big  reason"  people  work  at  the  casino.  "We 
have  good  benefits  and  very  few  of  our  employees  do  not  re- 
ceive health  care  insurance,"  she  said. 

Surrounded  byfourmajorcasinos,the  Duluth,  Minn.,  Superior 
and  northwest  Wisconsin  regions  have  seen  their  share  of  eco- 
nomic changes  related  to  the  casinos. 

Michael  Metcalf,  clinic  manager  of  the  Duluth  Clinic,  notes 
thatthe  opening  of  the  casinos  are  a "catch-22  situation"  for  his 
area.  "Unemployment  opportunities  have  grown  and  they  (the 
casinos)  have  provided  more  people  with  health  care  benefits," 
he  said.  Yet,  he  said,  some  of  dollars  that  previously  were  used 
on  health  care  expenses  are  now  being  used  in  other  ways. 
Metcalf  notes  that  he  has  seen  patients  who  owe  money  to  the 
clinic  gambling  in  the  casinos.  "That's  very  frustrating,"  he  said. 

Several  Native  American  tribes  have  treatment  funds  or 
programs  for  their  members  and  casino  employees.  The 
Oneida  is  the  only  tribe  that  contributes  funds  to  assist  prob- 
lem gamblers  who  are  not  tribal  members. 


“1  am  hopeful  that  the  state  is  truly 
concerned  about  the  seriousness  of  the 
problem.  There  are  a lot  of  people  who 
need  help  and  can't  find  it  or  afford  it. 
The  incredible  destruction  1 have  per- 
sonally witnessed  in  GA  and  my  own 
life  needs  to  be  made  public." 

"I  wish  GA  could  advertise.  More 
people  need  to  know  there  is  help  and 
need  the  help.  More  needs  to  be  done 
to  get  problem  gamblers  to  face  facts 
and  seek  help  — maybe  more  publicity 
— I hope  this  survey  helps." 

“ Stop  casino  gambling  in  Wiscon- 
sin." 

"Taverns  shouldn't  have  slot  ma- 
chines. Drinking  impairs  judgement, 
causes  losses." 

Road  to  recovery 

According  to  some  estimates,  the 
cost  of  formal  treatment  and  reha- 
bilitation for  serious  gambling 
problems  averages  between 
$20,000  and  $28,000,  and  involves 
a program  lasting  from  20  to  30 
days.  Few  of  the  GA  members  in 
the  survey  had  received  such  treat- 
ment. The  costs  of  inpatient  and 
outpatient  care  for  the  survey  re- 
spondents ranged  from  $0-$50 
(lowest  amount  paid)  to  $48,000. 
The  average  cost  was  $2,625.  Most 
reported  paying  for  treatment  "out 
of  their  own  pockets,"  while  some 
reported  having  a certain  amount 
covered  by  insurance  policies. 

Currently,  there  are  fewer  than 
12  inpatient  and  100  outpatient 
treatment  facilities  in  the  entire 
United  States  dedicated  to  gam- 
bling addiction.  By  contrast,  there 
are  13,000  drug  and  alcohol  pro- 
grams available.  In  Wisconsin, 
more  than  15,000  people  receive 
treatment  from  state-funded  drug/ 
alcohol  centers,  that  receive  over 
$100  million  from  the  state. 

With  17  casinos  around  the 
state,  only  four  are  in  counties 
where  there  are  trained  therapists 
to  provide  treatment,  and  only  five 
are  in  counties  that  have  Gamblers 


Anonymous  groups.  Flowever,  Dr 
Miller  said  he  feels  that  "Having 
formal  treatment  centers  is  not  as 
important  as  having  clinicians  rec- 
ognize the  problem." 

The  history  of  legalized  gam- 
bling in  the  United  States  suggests 
a cyclical  nature  to  the  extreme  pro- 
fusion of  gambling  that  we  see 
now.  Some  believe  that,  as  in  the 
past,  gambling  will  soon  be  out- 
lawed, as  we  review  the  ways  of 


raising  revenues  at  the  state  level. 
Gambling  was  banned  for  most  of 
this  century,  until  1963  when  New 
Hampshire  started  a state-run  lot- 
tery. Wisconsin  is  deeply  en- 
trenched in  the  gaming  way  of  life. 
The  state  of  Wisconsin  compacts 
with  the  1 1 Native  American  tribes, 
which  legalized  gambling  as  part 
of  the  1988  Federal  Indian  Gaming 
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Regulatory  Act,  are  scheduled  to 
expire  in  1998.  And  should  gam- 
bling become  outlawed,  our  resi- 
dents will  most  likely  flee  to  Illi- 
nois, Iowa  and  Minnesota  for  their 
gambling  fix.  But  there  are  mea- 
sures the  state  might  take  to  reign 
in  the  negative  impact  of  gambling. 
Raising  public  awareness  about 


gambling  addictions  will  go  a long 
way  to  help  protect  future  gam- 
blers before  they  develop  addiction 
problems. 

Often,  as  gambling  addiction 
progresses,  physical  symptoms 
will  manifest  in  the  patient.  Many 
medical  experts  feel  that  physi- 
cians can  hold  the  key  to  helping 
pathological  gamblers  get  the  help 
they  need,  simply  by  being  able  to 


Winning  Isn't  Easy....  ® 

Cheryl  McCollum,  contributing  editor 


The  year  was  1979.  It  was  Rod 
Radich's  first  time  in  Las 
Vegas,  Nev.  and  he  won  big.  "I  was 
shooting  craps  and  won  $5,000.  It 
was  amazing,"  he  said. 

Radich  immediately  mailed  his 
$5,000  check  home  and  dreamed  of 
winning  more.  "I  figured,  hey,  if  I 
can  win  this  much,  without  even 
understanding  the  game,  what 
could  I win  if  I knew  what  I was 
doing?"  he  said. 

So  Radich  went  to  his  home- 
town library  in  Duluth,  Minn,  and 
studied  how  to  play  craps.  A few 
months  later,  he  returned  to  Ne- 
vada for  his  second  trip  and  won 
$7,000.  He  went  back  home,  stud- 
ied some  more  and  returned  for  his 
third  trip  to  Las  Vegas  and  won 
$3,000. 

"Here  I won  $15,000  tax  free  in 
just  three  trips  to  Vegas,"  Radich 
said.  "It  was  almost  as  much  as  I 
was  making  in  a year  as  a police 
officer." 

When  Radich  went  on  his  first 
Las  Vegas  gambling  spree,  he  was 
a young  29-year  old  in  the  midst 
of  beginning  an  exciting  law  en- 
forcement career.  He  was  happily 
married  and  his  second  child  had 
just  been  born.  Life  was  good  for 
Radich  and  he  said  he  was  ecstatic 
about  the  big  wins. 


"As  I look  back,  that's  when  I 
perceive  the  hook  was  set,"  he  said. 
"After  those  three  trips  to  Vegas,  I 
thought  I couldn't  lose." 

That  "can't  lose"  attitude  even- 
tually cost  Radich  his  job,  his  repu- 
tation and  nearly  his  life. 

How  the  insidious 
disease  took  hold 

Over  the  next  two  years,  Radich 
took  10  more  trips  to  Las  Vegas. 
During  those  trips,  he  lost  the 
$15,000  he  won  in  his  first  three 
trips,  plus  $10,000  more.  "I  was 
crushed.  I thought  this  couldn't 
possibly  be  happening  to  me,"  he 
said.  It  was  in  early  1982,  when  he 
decided  "it  was  crazy"  to  lose  all 
that  money  and  he  vowed  to  never 
go  back  to  Las  Vegas. 

Radich  steered  clear  of  gam- 
bling for  seven  months. 

Yet,  during  those  two  years  of 
gambling  trips  to  Las  Vegas, 
Radich's  focus  turned  from  his  golf 
and  bowling  hobbies  to  gambling. 
"I  lost  touch  with  some  of  my  clos- 
est friends,"  he  said,  adding  that 
his  new  circle  of  friends  were  gam- 
blers. 

Football  season  then  began  and 
Radich  met  a friend  who  placed 
football  bets.  "It  started  out  very 
innocently,"  he  said.  "Just  $10  to 


identify  the  problem  and  offer 
guidance.  As  Dr  Miller  points  out, 
"Any  mental  health  or  general  cli- 
nician can  be  extraordinarily  help- 
ful." 

Please  be  sure  to  see  Medical  Ap- 
proaches to  Gambling,  Parts  I and  II, 
by  Dr  Michael  Miller,  beginning  on 
page  623. ❖ 


$20  a week.  And  then  lo  and  be- 
hold, I won  three  to  four  times." 

Once  again,  Radich  said  he 
knew  little  about  betting  on  foot- 
ball games  and  the  odds  of  win- 
ning, so  he  went  back  to  the  library 
to  study  up  on  the  subject.  Even- 
tually, he  said,  his  betting  got  out 
of  control. 

"The  more  you  bet,  the  more 
you  play,  the  more  you  lose,"  he 
now  says. 

Over  the  next  five  years,  Radich 
began  taking  out  loans.  Eventually 
he  had  a loan  from  just  about  ev- 
ery bank  and  credit  union  in  town. 
"When  you're  a police  officer, 
banks  and  people  trust  you," 
Radich  noted.  "They  (bank  manag- 
ers) always  said,  'Sure,  Rod,  how 
much  do  you  need.'" 

Radich  also  had  five  credit  cards 
"maxed  out"  with  $3,000  to  $5,000 
limits.  "My  credit  was  ruined,"  he 
said. 

Finally  to  catch  up  on  his  debts, 
Radich  borrowed  money  from  the 
police  union  account  where  he 
served  as  secretary-treasurer.  "I  al- 
ways told  myself  I would  return  it 
as  soon  as  I won,"  he  said. 

Radich  was  able  to  return  the 
money  the  first  few  times.  "Every 
time  I took  some  money  and  won, 
I immediately  put  it  back  and 
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swore  up  and  down  that  I would 
never  do  it  again,"  he  said.  "But 
eventually  you  lose,  I went  right 
back  for  more." 

Radich  said  the  guilt  from  tak- 
ing the  money  was  enormous.  It 
was  during  this  time  that  he  said 
he  started  getting  "excruciating 
headaches."  Radich  went  to  the 
Duluth  Clinic  and  the  Mayo  Clinic 
and  was  diagnosed  with  cluster 
headaches.  But  none  of  the  medi- 
cation the  physicians  prescribed 
worked  for  Radich. 

"The  more  I gambled  the  more 
the  headaches  would  persist,"  he 
said.  "I  had  the  doctors  baffled  be- 
cause no  one  knew  I was  gam- 
bling." 

Eventually,  he  went  to  the  Dia- 
mond Head  Pain  Clinic  in  Chicago. 
Radich  was  there  for  30  days  of 
treatment  and  "felt  wonderful."  Yet 
as  soon  as  Radich  got  home  the 
headaches  returned.  "I  started 
gambling  almost  immediately 


when  I got  back  home,"  he  said. 
"The  headaches  went  away,  be- 
cause I was  locked  up  and  away 
from  gambling  for  30  days." 

Getting  Caught, 

Losing  Everything 

It  was  1987,  a year  after  Radich's 
treatment  in  Chicago,  when  an 
auditor  walked  into  the  police  de- 
partment to  audit  the  police  union 
accounts.  The  auditor  found 
$38,000  was  missing. 

"It  was  the  day  when  the  house 
of  cards  came  crumbling  down  for 
me,"  he  said. 

After  the  auditor's  first  day, 
Radich  said,  the  police  chief  called 
me  in  and  said  my  bookkeeping 
was  pretty  sloppy  and  in  the  future 
I should  keep  things  neater.  It  was 
the  second  day  of  the  audit  that  the 
chief  called  Radich  in  and  asked 
what  happened  with  the  money. 

When  Radich  told  the  chief  that 
he  had  gambled  the  money  away. 


"he  nearly  fell  out  of  his  chair," 
Radich  recalls.  This  was  before  the 
casinos  came  to  the  Midwest  and 
people  just  didn't  believe  that 
pathological  gamblers  lived  in 
northern  Minnesota,  "much  less  a 
gambling  police  officer,"  he  said. 

It  didn't  take  long  for  Radich  to 
be  fired  from  his  job  and  for  the 
news  of  his  theft  to  make  state  and 
national  news.  "I  even  made  USA 
Today,"  he  said.  "The  story  was 
picked  up  by  the  Chicago  Tribune 
and  the  wire  service.  It  was  every- 
where." 

Radich  says  it's  difficult  to  de- 
scribe his  mind  set  when  his  addic- 
tion was  discovered.  "The  depres- 
sion and  humiliation  and  all  the 
emotions  were  horrible,"  he  said. 
"The  news  media  was  tracking  me 
and  my  family.  I was  thinking  sui- 
cide." 

Yet,  Radich  still  gambled. 

Continued  on  next  page 
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Symptoms  of  a gambler 


Chronic  headaches,  back  pains,  depression,  and  diarrhea  are  all  symptoms  that  pathological  gamblers 
suffer  from  that  physicians  should  be  aware  of  when  treating  the  addiction. 

During  his  gambling  days,  reformed  gambler  Rod  Radich  said  he  suffered  excruciatingly  painful 
cluster  headaches.  Radich,  now  a certified  counselor  forthe  Gambler  Assessment  Service  in  Duluth, 
Minn.,  said  his  headaches  had  physicians  baffled  because  traditional  headache  pain  medication  was 
not  helping. 

Research  shows  that  1%  of  the  adult  population  suffers  from  pathological  gambling  (see  related 
story  on  page  623).  Many,  if  not  all,  he  said,  suffer  from  one  or  more  of  these  physical  symptoms;  back 
pains  and  headaches  are  the  two  primary  complaints.  The  pathological  gambler  is  also  the  most 
vulnerable  to  suicide.  "Many,  many  suicides  are  related  to  gambling,"  Radich  noted. 

An  additional  3%  of  the  population  experience  some  short-term  financial  problems  with  gambling, 
and  are  known  as  problem  gamblers. 

Radich  has  found  that  it's  generally  the  pathological  gamblers  that  go  through  at  least  a year  of 
therapy  and  medication  before  the  direct  cause  of  their  illness,  pathological  gambling,  is  discovered. 

Elderly,  women  new  casino  targets 

Radich  says  physicians  are  becoming  better  at  diagnosing  this  illness,  but  he  said  he  believes 
physicians  definitely  "need  more  and  more  training"  on  recognizing  the  signs  of  pathological  and 
problem  gamblers.  He  notes  that  geriatricians  are  the  physicians  who  will  be  faced  with  this  problem 
more  and  more  and  will  need  to  look  out  for  signs  of  the  addiction  in  their  patients. 

"This  [gambling]  is  a major  pastime  for  many  of  the  elderly,"  he  said.  The  casinos  target  their 
advertising  to  the  elderly  "mainly  because  the  elderly  have  access  to  money  and  have  the  time,"  he 
said.  (See  related  story,  Gambling  Away  the  Golden  Years,  page  618.) 

Radich  added  that  some  may  be  surprised  to  hear  that  women  are  the  second  target  for  the  casino's 
dollar.  Because  more  and  more  women  are  in  the  work  force  today  and  they  are  now  able  to  get  their 
own  credit  cards  and  loans,  the  casinos  see  them  as  a good  target  for  future  growth,  he  noted. 

"Casinos  pamperthe  women  with  ladies  night  and  free  roses"  he  said.  It  is  also  not  a coincidence 
that  casinos  are  now  putting  "fantastic"  day  care  centers  in  theirfacilities,  he  said.  In  the  past,  dad  has 
gone  to  the  casino  but  mom  has  had  to  stay  home  with  the  kids,  he  said.  "By  putting  day  care  centers 
in  the  casinos,  they  now  get  mom  in  there,"  Radich  said. 

"Studies  have  shown  that  the  difference  between  a male  gambler  and  woman  gambler  is  that  it 
takes  15  to  20  years  for  a man  to  become  a pathological  gambler,  but  for  women  it  only  three  to  four 
years,"  he  said. 

Reasons  behind  this,  Radich  said,  are  because  men  have  been  indoctrinated  with  gambling  activities 
their  whole  lives,  from  Friday  night  card  games  to  learning  about  odds  when  betting  on  sporting 
events.  Whereas,  he  added,  women  have  not  grown  up  with  these  activities.  "The  feeling  of  winning 
a big  jackpot  is  a new  and  very  appealing  feeling  to  women,"  he  said. 

Radich  says  he  understands  that  gambling  is  "fun  for  many,  many  people."  Although,  it's  good  for 
physicians  and  the  general  public  to  be  aware  that  a very  small  population  will  become  addicted  to 
gambling.  "Forthe  pathological  gambler,  there  are  some  horrendous  side  effects  to  gambling,"  he  said. 

Radich  encourages  state  legislators  to  take  an  active  role  in  educating  the  public  about  the  potential 
hazards  of  gambling.  He  credits  State  Representative  Spencer  Black  with  having  a "good  understand- 
ing" of  the  problem  (see  Guest  Editorial  on  page  608).  Unfortunately,  he  said,  Wisconsin  is  taking  a 
"wait  and  see"  attitude  about  the  issue.  "But  the  problem  will  only  get  worse,  not  better." 


Continued  from  previous  page 

"After  I lost  my  job,  I was  in 
such  denial.  I would  still  get  up  in 
the  morning  and  get  ready  for  the 
day.  I was  pretending  to  be  going 


to  work,  but  I really  went  gam- 
bling," he  said.  Radich  had  $500 
left  and  he  still  had  dreams  he 
could  win  that  $38,000  back.  "I  was 
convinced  I didn't  have  a gambling 
problem,  I just  had  bad  luck." 


Lucky  to  get  treatment  coverage 

After  losing  his  last  $500,  Radich 
finally  hit  rock  bottom  and  went  to 
a treatment  facility  in  Baltimore. 
His  family  and  friends  collected 
money  to  fly  him  there  to  get  help. 
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Insurance  covered  the  30-day  treat- 
ment stay,  but  Radich  said  it's  only 
because  the  company  did  not  have 
anything  in  their  policy  that  said  it 
wouldn't  cover  gambling  addic- 
tion treatment.  "It  cost  $15,000  for 
the  treatment,"  he  said.  "It  (the 
treatment)  helped  tremendously." 

Today,  he  said,  "insurance  com- 
panies do  not  cover  gambling  ad- 
diction treatment  because  to  them 
the  treatment  modes  are  not 
proven  yet."  The  insurance  compa- 
nies, he  added,  will  cover  the  cost 
of  treating  the  depression  that  goes 
along  with  gambling  addiction,  but 
"that's  about  it." 

Addiction  affects  everyone 

Looking  back  he  says  it  was  very 
tough  on  his  children  and  family. 
His  daughter  was  nine  and  his  son 
was  11  when  news  hit  of  his  steal- 


ing from  the  police  union.  "These 
are  tough  ages  for  kids  anyway 
and  then  they  had  to  deal  with 
this,"  he  said. 

But  what  saved  Radich  from 
killing  himself  was  his  family. 
"They  all  stood  right  in  there  for 
me,"  he  said.  "If  I didn't  have  their 
support,  I wouldn't  be  here  today.' 

Radich  ties  his  fall  into  gambling 
to  the  stress  brought  along  with  his 
12  years  of  working  undercover  in 
narcotics  in  Wisconsin  and  Minne- 
sota and  the  diagnosis  of  Post- 
Traumatic  Stress  Disorder  from 
serving  in  Vietnam. 

He  says  his  wife  now  recognizes 
Radich's  subtle  signs  of  gambling. 
Every  night  at  ten  minutes  to  six 
he  would  leave  the  house  on  the 
pretense  of  going  to  the  store  to 
"pick  up  milk  or  whatever... what  I 
would  really  be  doing  was  calling 


in  my  bets  before  six  o'clock." 

Radich  said  he  did  everything 
he  could  to  hide  his  problem  and 
absolutely  no  one  but  his  bookie 
knew  what  he  was  doing.  "It  was 
very  stressful,"  he  said.  "It  takes  a 
lot  of  energy  to  be  so  deceitful." 

Today,  Radich  is  free  from  his 
addiction  and  works  as  a certified 
counselor  for  Gamblers  Assess- 
ment Service  in  Duluth,  Minn.,  a 
firm  he  currently  is  reorganizing  to 
become  not-for-profit.  Radich  dis- 
cusses his  experience  openly  and 
educates  the  medical  community 
about  how  to  diagnose  the  disease 
by  traveling  the  country  and 
speaking  to  various  groups.  Re- 
cently, he  talked  to  the  Ashland- 
Bayfield-Iron  County  Medical  So- 
ciety, and  stressed  the  importance 
of  physician  intervention. ❖ 


The  physicians  of  the 
University  of  Chicago  Medical 
Center  invite  you  to  put  us 
on  your  medical  team. 

Teamwork  that  works ! 

In  recent  years,  specialists  here  have  learned  a great  deal  about 
teamwork  with  referring  physicians.  Today,  were  better  ready 
to  back  you  up  than  ever  before  in  our  history. 

Just  call  us  whenever  you  need  us.  You  can  obtain 
information  and  assistance  with  admitting,  consults, 
transfer,  and  transport — 24  hours  a day,  seven  days 
a week — with  a single  phone  call. 


1-800-UCH-2282 
Physicians’  Access  Services 
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Gambling  Away  the  Golden  Years  ® 

Jennifer  L.  Fessler,  SMS  communications  intern 


Anyone  who  has  frequented 
casinos  or  even  waited  at  a 
local  convenience  store  for  a lottery 
ticket  might  be  amazed  to  find  that 
there  is  very  little  research  discuss- 
ing the  elderly  as  a population 
group  and  gambling.  Although  not 
represented  on  paper,  considerable 
numbers  of  elderly  join  the  ranks 
of  those  at  the  slot  machines,  and 
can  be  found  in  casinos  all  over  the 
country  at  all  hours  of  the  day  and 
night.  Finding  information  about 
senior  problem  gamblers,  however, 
is  much  like  chasing  after  shadows. 

To  date,  no  national  study  has 
been  done  to  document  the  appar- 
ently rising  problem  of  the  elderly 
and  gambling,  but  the  strong  an- 
ecdotal, if  not  empirical,  evidence 
asserts  that  this  is  an  issue  that 
must  be  reckoned  with.  Judy 
Schaff,  a psychotherapist  from 
West  Bend,  conceded  that  the  num- 
ber of  elderly  problem  gamblers  is 
"probably  much  higher  than  what 
people  think.  This  is  such  a new 
area  that  the  literature  and  studies 
are  not  yet  reflecting  the  problem." 
Sparse  regional  studies  which  have 
been  done  report  percentages  of 
older  problem  gamblers  at  any- 
where from  5 to  10%.  Florida  had 
the  highest  figures,  reporting 
16.8%. 

Elusive  Problem 

Earlier  and  even  recently-pub- 
lished studies  indicate  that  prob- 
lem gamblers  are  mainly  middle- 
age.  Gail  Price,  a therapist  at  the 
McBride  Counseling  Center  in 
Madison,  stated:  "Traditional 
knowledge  of  gambling  studies 
has  to  do  with  the  middle  age  male, 
usually  with  a type  A personality. 
But  recently  we  are  getting  a dif- 
ferent picture  of  the  addict,  espe- 
cially among  women  and  the  eld- 
erly." The  Wisconsin  Addictions 


Board  has  targeted  the  elderly  as 
being  among  the  fastest  growing 
population  of  gamblers. 

Most  studies,  however,  are  not 
very  effective  in  revealing  gam- 
bling trends  among  the  elderly. 
Often  researchers  determine  demo- 
graphics by  distributing  question- 
naires to  members  of  Gamblers 
Anonymous.  Thus,  those  not  at- 
tending GA  meetings  are  missed  in 
the  counts.  Published  in  July,  the 
recent  study  "The  Social  Costs  of 
Gambling  in  Wisconsin,"  deter- 
mined the  overall  number  of  prob- 
lem gamblers  in  Wisconsin  by  plac- 
ing 1000  random  phone  calls,  but 
not  the  percentage  of  elderly  prob- 
lem gamblers  from  that  same  ran- 
dom sample.  Researchers  turned  to 
questionnaires  of  GA  members  for 
these  demographics. 

Price  assented:  "You  wouldn't 
find  a good  representation  of  gam- 
blers in  GA."  And  why  not?  Price 
explained  that,  for  the  elderly,  it  is 
difficult  to  attend  GA  meetings. 
Many  seniors  have  very  limited 
means  of  transportation.  There  are 
also  few  GA  meetings.  "In  Madi- 
son, there  might  be  100  AA  meet- 
ings per  week,  but  only  2 GA  meet- 
ings, and  only  one  of  those  during 
the  day  when  the  elderly  prefer  to 
travel." 

Elderly  especially  may  be  ill- 
represented  in  such  studies  be- 
cause they  are  more  likely  to  be  iso- 
lated. Dr  Ron  Pavalko,  a sociolo- 
gist at  the  University  of  Wisconsin- 
Platteville  suggested  that  older 
people  are  better  able  to  conceal 
problems  because,  for  them,  the 
likelihood  of  discovery  is  less.  Eld- 
erly, due  to  their  retired  status  or 
isolation  from  family  members,  are 
accountable  to  fewer  people,  and 
therefore  receive  less  encourage- 
ment from  others  to  get  help. 

Elderly,  however,  are  not  as  iso- 


lated from  local  convenience  stores 
and  especially  casinos,  which  are 
increasing  their  accessibility 
through  multiple  locations  and  bus 
services.  Deals  are  published  in 
magazines  like  Mature  Lifestyles,  a 
shopper's  guide  geared  toward  the 
elderly.  "You  pick  up  a copy  and  a 
huge,  brightly-colored  sheet  adver- 
tising casinos  falls  onto  the  floor.  It 
is  an  advertising  ploy,"  explained 
Price.  Often  casinos  provide  free 
bus  rides  and  "free"  casino  dollars 
to  spend.  Some  have  specific 
events  for  seniors  to  get  together 
and  gamble,  appealing  to  their 
need  to  increase  social  contact  or 
alleviate  boredom. 

A Vulnerable  Population 

Often,  older  adults  are  lonely  and 
inactive.  The  high  excitement  as- 
sociated with  casinos,  and  the  non- 
stop frenzy  of  activity  are  attractive 
to  seniors  at  a time  when  they  may 
not  have  much  else  they  are  able 
or  willing  to  do.  Seniors  may  also 
feel  that  they  are  entitled  to  enjoy 
themselves  and  spend  some  of 
their  hard-earned  money  in  their 
retirement  years,  yet  may  not  be 
prepared  for  the  consequences  be- 
cause they  have  begun  gambling 
so  late  in  life. 

According  to  information  from 
the  Addictions  Foundation  of 
Manitoba,  in  addition  to  social  iso- 
lation, the  elderly  are  more  vulner- 
able to  becoming  problem  gam- 
blers because  of  other  disruptive 
and  esteem-damaging  events  that 
can  occur.  Older  people  often  suf- 
fer from  low  self  image  resulting 
from  post-retirement  inactivity  and 
feelings  of  uselessness.  Changes 
such  as  moving  from  an  old  home 
to  a new  smaller  apartment,  or 
new  health  problems  raise  anxiety, 
causing  seniors  to  look  for  some- 
thing to  fill  the  void.  Schaff  also 
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identified  these  factors,  adding  that 
there  is  usually  not  only  one  issue 
involved  in  a person  turning  to 
gambling.  "Rather,  there  is  gener- 
ally a long  history  of  problems," 
she  said.  Depression,  anxiety,  mari- 
tal and  relationship  troubles,  and 
chemical  dependency  make  some 
more  prone  to  becoming  gambling 
addicts.  For  the  elderly,  an  event 
such  as  the  loss  of  a spouse  can  trig- 
ger one  to  turn  to  gambling. 

Older  people  may  also  become 
concerned  for  their  financial  secu- 
rity. Many  older  gamblers  living  on 
a fixed  income  are  hoping  to  "win 
big."  Unfortunately,  when  they 
lose,  it  is  more  difficult  to  recoup, 
because  they  no  longer  have  any 
earning  capacity. 

Schaff  has  treated  elderly  ad- 
dicts who  have  lost  their  entire  life 
savings,  IRAs,  CDs,  and  must 
move  in  with  their  adult  children. 


It  is  then,  usually,  when  the  prob- 
lem is  discovered  and  the  elderly 
are  encouraged  to  seek  treatment. 

Symptoms  Difficult  to  Detect  in 
Seniors 

A person  who  is  gambling  ad- 
dicted will  gamble  until  something 
is  exhausted.  This  may  include 
their  access  to  money,  or  even  their 
physical  ability  to  continue.  At  this 
point,  elderly  problem  gamblers 
may  see  their  physician  with  gam- 
bling-related physical  complaints. 
Because  of  this,  health  profession- 
als are  usually  the  first  line  of  de- 
fense. Unfortunately,  many  symp- 
toms of  gambling  addiction  slip  by 
physicians.  Problems  caused  by 
gambling  addiction  in  the  elderly 
can  be  mistaken  for  signs  of  dete- 
riorating health  such  as  depression, 
anxiety,  distractibility,  increased 


isolation,  sleep  disturbances,  and 
weight  loss.  Price  suggested:  "Phy- 
sicians should  screen  for  addiction 
whenever  someone  comes  in  with 
a physical  complaint." 

A Growing  Need  for  Clarity 

By  the  year  2000,  best  estimates 
place  the  elderly  population  in  the 
US  at  about  35  million,  or  13%  of 
the  population.  New  accurate  re- 
search targeting  hidden  popula- 
tions of  gamblers  is  becoming  a 
necessity,  for  effective  treatment 
and  as  a guide  for  legislation. 
Studies  targeting  areas  where  an- 
ecdotal proof  is  found,  such  as  in 
the  casinos,  may  yield  more  effec- 
tive results.  The  number  of  elderly 
is  growing,  increasing  the  need  for 
this  issue  to  be  addressed  accu- 
rately without  resorting  to  pieced- 
together  speculation. 


Physician's  Health:  Getting  the  Help  You  May  Need 

Jennifer  L.  Fessler,  SMS  communications  intern 


People  from  all  walks  of  life  are 
developing  problems  with 
various  types  of  gambling,  accord- 
ing to  recent  research  from  the  Wis- 
consin Policy  Research  Institute 
(WPRI).  Physicians,  therefore,  can 
not  expect  to  be  immune. 

Currently,  there  is  a lack  of  pro- 
fessionals being  treated  for  gam- 
bling addiction  in  the  State  Medi- 
cal Society's  Statewide  Physician 
Health  Program(SPHP),  according 
to  SMS's  John  LaBissoniere,  direc- 
tor of  the  program.  David  G. 
Benzer,  DO,  Medical  Director  of 
SPHP,  explained  that  physicians' 
fears  of  harming  their  credibility  or 
that  of  their  colleagues,  lack  of  rec- 
ognition of  symptoms  and  other 


barriers  to  discovery  and  treatment 
all  contribute  to  the  lack  of  physi- 
cians in  the  treatment  program. 

Physicians  are  more  often 
treated  for  conditions  such  as 
chemical  dependency  (which  is  the 
leading  cause  of  physician  impair- 
ment), psychiatric  illness,  senility, 
behavioral  disorders,  and  physical 
impairment.  According  to  Judy 
Schaff,  a therapist  from  West  Bend, 
these  kinds  of  problems  are  often 
associated  with  gambling  addic- 
tion. 

Gambling  addiction,  in  particu- 
lar, is  emerging  as  a significant 
problem  requiring  much  attention 
because  of  the  massive  impact  it 
has  on  both  the  afflicted  individual. 


and  all  those  touched  in  that 
person's  life.  WPRI  research  deter- 
mined that  a high  percentage  of 
problem  gamblers  become  so  emo- 
tionally unbalanced  because  of 
their  addiction  that  they  consider 
or  attempt  suicide. 

Dr  Benzer  stated  that  the  work- 
place is  often  the  last  place  symp- 
toms will  manifest.  Therefore, 
physicians  may  be  suffering  se- 
verely by  the  time  any  impairment 
is  noted  by  colleagues  or  patients. 
Gambling  addiction,  and  any  other 
condition  having  the  ability  to  im- 
pair, is  often  so  destructive  at  this 
point  that  intervention  becomes 

Continued  on  next  page 
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necessary.  Colleagues  and  staff, 
often  unwilling  to  believe  a physi- 
cian may  be  impaired,  can  compro- 
mise both  the  health  of  the  im- 
paired doctor  and  their  patients. 
Because  the  medical  community  is 
largely  self-policing,  signs  of  im- 
pairment must  be  taken  seriously 
and  not  rationalized  away.  Dr 
Benzer  cautioned  that  often  serious 
symptoms  are  incorrectly  attrib- 
uted to  fatigue  because  of  denial  of 
health  professionals  and  staff,  or 
because  physicians  have  not  been 
trained  to  recognize  addiction. 

The  responsibility  to  recognize 
symptoms  of  impairment,  identify 
physician  impairment,  and  receive 
the  compliance  of  the  afflicted  phy- 
sician rests  on  the  shoulders  of  all 
in  the  medical  community. 

The  key  to  the  success  of  pro- 
grams like  the  SMS's  SPHP  lies  in 
understanding  that  the  program  is 
not  based  on  punitive  measures, 
according  to  LaBissoniere.  Rather, 
the  Managing  Committee  of  SPHP 
and  its  activities,  as  a subcommit- 
tee of  the  Commission  on  Media- 
tion and  Peer  Review,  are  protected 
by  way  of  confidentiality  and  im- 
munity by  state  and  federal  law.  A 
punitive  or  coercive  approach  is 
never  considered  unless  all  other 
measures  have  been  exhausted. 
Physicians  urging  impaired  col- 
leagues to  seek  treatment  may  not 
only  be  protecting  that  colleague's 
patients,  but  also  their  health,  ca- 
reers, and  future  credibility  which 
may  be  lost  through  more  punitive 
measures  resulting  from  not  enter- 
ing SPHP.  Articles  such  as  "Doc- 
tors not  immune  from  drug  abuse" 
published  in  July  by  the  Milwaukee 
Journal-Sentinel  detailed  health  pro- 
fessionals, both  current  and  in  the 
recent  past,  who  have  been  disci- 
plined by  the  Department  of  Regu- 
lation and  Licensing  for  addictions 
they  could  no  longer  control. 

SPHP  works  on  multiple  levels, 
ranging  from  prevention,  through 
re-entry  into  practice,  and  includes 


measures  considering  possible  re- 
lapse. 

Education  and  Prevention 

The  program  for  physicians,  hos- 
pital personnel,  pharmacists,  and 
nurses  stresses  education  to  learn 
symptoms  of  addiction  and  tech- 
niques to  aid  early  identification. 
Information  is  also  provided  on 
available  resources  for  interven- 
tion, assessment,  treatment,  and 
other  problems  associated  with 
impairment.  Interested  physicians 
may  become  part  of  the  SMS-SPHP 
intervention  teams  after  receiving 
training. 

Intervention,  Evaluation,  and 
Treatment 

Successful,  positive  intervention  is 
necessary  to  start  the  impaired 
physician  on  the  road  to  recovery. 
The  SPHP  Medical  Director  or 
other  trained  physicians  are  avail- 
able to  meet  with  and  urge  im- 
paired colleagues  to  enter  suitable 
treatment  facilities.  Suitable  facili- 
ties are  those  complying  with 
SPHP-set  requirements  and  de- 
pend upon  the  impairment  treated. 

For  physicians  suffering  from 
chemical  dependency,  intensive 
treatment  in  facilities  that  espouse 
the  medical  model  of  therapy 
achieves  the  most  satisfactory  re- 
covery status.  The  medical  model 
requires  the  afflicted  individual  to 
be  seen  by  a physician  addiction 
specialist  on  a frequent,  if  not  daily, 
basis. 

Sufferers  of  emotional  illness, 
stress,  or  senility  uncomplicated  by 
chemical  dependency  are  encour- 
aged to  seek  evaluation  and  pos- 
sible treatment  through  Statewide 
Physician  Health  Program-ap- 
proved facilities  or  practitioners. 

After  evaluation  and  comple- 
tion of  treatment,  recovering  phy- 
sicians are  monitored  during  a 
two-year  recovery  period.  Moni- 
toring the  physician  serves  to 
document  the  recovery  which 
makes  problems  with  medical  li- 
censure, hospital  privileges,  and 


malpractice  insurance  coverage 
easier  to  solve. 

Physicians  Benevolent  Assistance 
Fund 

Problems  resulting  from  impair- 
ment, especially  those  arising  from 
gambling  or  substance  abuse,  may 
leave  some  physicians  financially 
drained  and  without  sufficient  re- 
sources to  provide  for  treatment. 
Best  estimates  by  SPHP  suggest 
that  this  is  the  case  for  approxi- 
mately 10%  of  impaired  physi- 
cians. Finding  affordable  treatment 
can  be  a serious  issue;  60%  of 
chemically-dependent  physicians 
require  residence  in  treatment  and 
recovery  homes  for  an  average  of 
three  months. 

In  response  to  this  need,  SPHP 
has  established  the  Physicians  Be- 
nevolent Assistance  Fund,  a low- 
interest  loan  that  provides  in-pa- 
tient and  out-patient  services.  The 
loan  is  repayable  upon  the 
physician's  return  to  medical  prac- 
tice. 

Protecting  the  Public 

SPHP  is  formally  linked  to  the 
Medical  Examining  Board  (MEB) 
through  the  Coordinating  Council 
on  Physician  Impairment.  The 
Council,  consisting  of  three  SMS 
members  and  three  MEB  members 
can  take  action  in  the  event  a phy- 
sician fails  to  respond  to  treatment 
or  refuses  to  enter  rehabilitation.  In 
the  rare  instance  where  the  health 
of  the  public  may  be  jeopardized 
the  council  can,  by  majority  vote, 
refer  the  physician  to  the  MEB. 

Making  Progress 

Since  its  inception  in  1977,  more 
than  160  physicians  have  received 
services  from  SPHP.  Currently, 
about  45  physicians  are  receiving 
treatment.  The  recovery  rate  is  well 
over  90%,  and  according  to 
LaBissoniere,  "a  very  encouraging 
and  gratifying  percentage"  demon- 
strating the  success  of  the  program 
for  those  who  do  get  help.  As  a 
result,  it  is  the  rare  case  that  must 
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be  referred  through  the  Coordinat- 
ing Council  to  the  Medical  Exam- 
ining Board. 

Dr  Benzer  believes  that  inter- 
vening in  the  case  of  an  impaired 
physician,  however  difficult,  is  a 
necessary  measure.  Although 
many  barriers  remain,  he  is  hope- 
ful. Improvements  in  discovering 
and  treating  impaired  physicians 
are  making  re-entry  of  treated  phy- 


sicians into  medical  practice  a story 
of  success  in  Wisconsin.  Dr  Benzer 
stressed  that  it  is  vital,  however,  for 
more  colleagues  of  impaired  physi- 
cians to  understand  that  intervening 
is  necessary,  not  to  expose  that  phy- 
sician and  jeopardize  their  credibil- 
ity, but  as  a necessary  measure  to 
save  their  careers. 

Any  impaired  physicians,  con- 
cerned colleagues,  hospitals,  clinics. 


patients,  and  other  responsible 
citizens  may  call  the  State  Medi- 
cal Society  at  (608)  257-6781  or  1- 
800-362-9080  and  ask  for  the 
Statewide  Physicians  Health  Pro- 
gram. The  program  is  com- 
pletely confidential  and  strives  to 
help  physicians  through  all 
phases  of  an  impairment. 
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Scientific 


Medical  Approaches  to  Gambling  Issues — I: 
The  Medical  Condition 


Michael  M.  Miller,  MD,  Madison 

Abstract 

Gambling  is  a common  human  be- 
havior. People  who  gamble  en- 
counter physicians.  At  times,  gam- 
bling can  produce  adverse  conse- 
quences for  the  player.  Persistence 
of  gambling  despite  adverse  con- 
sequences can  be  called  problem 
gambling.  Roughly  1%  of  adults 
and  3%  of  adolescents  exhibit  signs 
of  a medical  disorder  defined  as 
pathological  gambling.  In  many 
areas,  including  Wisconsin,  gam- 
bling is  increasing  in  legality,  avail- 
ability, and  prevalence,  and  with  it, 
pathological  gambling  is  increas- 
ing in  prevalence.  This  paper  pro- 
vides a descriptive  review  of  gam- 
bling behaviors  and  the  condition 
of  pathological  gambling,  in  the 
hope  of  increasing  the  awareness 
of  practicing  physicians,  medical 
educators  and  researchers,  and 
public  policy  makers,  about  what 
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is  known  about  these  behaviors 
and  the  features  of  gambling  illness 
that  may  present  in  a clinical  set- 
ting. A companion  paper  focuses 
on  the  opportunities  for  construc- 
tive clinical  activity  by  physicians 
regarding  gambling  problems. 


Overview 

Gambling  can  be  viewed  as  plac- 
ing at  risk  something  of  value  with 
the  expectation  that  a behavior  one 
chooses  will  produce  a return  of 
something  of  greater  value.  Gam- 
bling differs  from  investing  to  the 
extent  that  chance  events  actually 
Continued  on  next  page 


Demographics  of  a gambler 

80%  of  adults  gamble 
80%  of  adolescents  gamble 

most  male  pathological  gamblers  have  onset  in  adolescence 
most  female  pathological  gamblers  have  onset  in  adulthood 
latency  of  onset  is  roughly  10  years  in  males,  less  in  females 
1%  of  adults  are  problem  gamblers 
3%  of  adolescents  are  problem  gamblers 
1%  of  adults  are  pathological  gamblers 
3%  of  adolescents  are  pathological  gamblers 
prevalence  is  a function  of  availability 
prevalence  is  a function  of  duration  of  availability 
11%  of  alcoholics  are  pathological  gamblers 
33%  of  prisoners  are  pathological  gamblers 
20%  of  patients  in  in-patient  addiction  treatment  are  pathological 
gamblers 

7%  of  patients  in  in-patient  psychiatric  treatment  are  pathological 
gamblers 

20%  of  pathological  gamblers  have  attempted  suicide 

75%  of  pathological  gamblers  are  male 

65%  of  pathological  gamblers  are  white 

90%  of  patients  in  IP  gambling  treatment  are  male 

90%  of  patients  in  IP  gambling  treatment  are  white 
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Fig.  1 Diagnostic  Criteria  for  312.31  Pathological  Gambling 

A.  Persistent  and  recurrent  maladaptive  gambling  behavior  as 
indicated  by  five  (or  more)  of  the  following: 

1.  is  preoccupied  with  gambling  (e.g.,  preoccupied  with  re- 
living past  gambling  experiences,  handicapping  or  plan- 
ning the  next  venture,  or  thinking  of  ways  to  get  money 
with  which  to  gamble); 

2.  needs  to  gamble  with  increasing  amounts  of  money  in  or- 
der to  achieve  the  desired  excitement; 

3.  has  repeated  unsuccessful  efforts  to  control,  cut  back,  or 
stop  gambling; 

4.  is  restless  or  irritable  when  attempting  to  cut  down  or  stop 
gambling; 

5.  gambles  as  a way  of  escaping  from  problems  or  of  reliev- 
ing a dysphoric  mood  (e.g.,  feelings  of  helplessness,  guilt, 
anxiety,  depression); 

6.  after  losing  money  gambling,  often  returns  another  day  to 
get  even  ("chasing"  one's  losses); 

7.  lies  to  family  members,  therapists,  or  others  to  conceal  the 
extent  of  involvement  with  gambling; 

8.  has  committed  illegal  acts  such  as  forgery,  fraud,  theft,  or 
embezzlement  to  finance  gambling; 

9.  has  jeopardized  or  lost  a significant  relationship,  job,  or  edu- 
cational or  career  opportunity  because  of  gambling; 

10.  relies  on  others  to  provide  money  to  relieve  a desperate 
financial  situation  caused  by  gambling. 

B.  The  gambling  behavior  is  not  better  accounted  for  by  a Manic 
Episode. 


Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  Fourth  Edition 
(DSM-IV)  (1994).  Washington, DC:  American  Psychiatric  Association  p.  618 
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determine  the  outcome  of  a gam- 
bling process,  and  it  is  not  the  skill 
of  the  party  making  the  stake  (plac- 
ing the  bet)  that  determines  the 
outcome  of  the  event  in  question. 

Human  psychology  enters  the 
equation — repeatedly  and  predict- 
ably— in  that  the  gambler  has  the 
belief  that  his  or  her  skill  has  more 
of  an  influence  on  the  outcome  of 
the  event  than  is  actually  the  case. 
People  gamble  on  events  that  are 
completely  random  (chance) 


events,  such  as  the  outcome  of  a 
flip  of  a coin,  and  on  events  in 
which  their  skill  does  indeed  have 
some  influence  on  the  outcome  of 
a bet,  such  as  the  outcome  of  a 
game  of  billiards  in  which  the  bet- 
tor is  the  billiard  player.  But  regard- 
less of  the  amount  of  randomness 
inherent  in  the  event  gambled  on, 
the  bettor  perceives  that  there  is 
less  randomness  present  than  is 
actually  the  case. 

Gambling  can  be  an  enjoyable 
social  event,  and  for  the  vast  ma- 
jority of  bettors,  it  is  just  such. 


Gambling  becomes  problematic 
when  gambling  persists  despite 
adverse  consequences,  e.g.,  gam- 
bling with  monies  that  have  been 
budgeted  for  rent  or  food,  gam- 
bling when  one  should  be  engaged 
in  other  behaviors,  gambling  de- 
spite family  discord  related  to  gam- 
bling. Gambling  can  become  so 
pathological  that  it  meets  diagnos- 
tic criteria  for  a disease  state  (e.g., 
the  disorder  of  Pathological  Gam- 
bling as  described  by  the  Diagnos- 
tic and  Statistical  Manual  of  the 
American  Psychiatric  Association; 
see  also  Figure  1). 

Pathological  gambling  is  con- 
sidered by  some  to  be  an  addictive 
disease  akin  to  cocaine  addiction. 
It  has  been  described  as  having  a 
progression  (see  Figure  2)  that  is 
similar  to  the  progression  of  alco- 
hol addiction.  In  some  cases,  gam- 
bling addiction  can  be  so  progres- 
sive and  advanced  that  it  is  fatal, 
usually  via  a successful  suicide  at- 
tempt by  a gambler  who  has  be- 
come completely  hopeless  and  has 
given  up.  The  focus  of  this  paper 
and  its  companion  piece1  is  not 
solely  on  whether,  or  in  what  ways, 
gambling  is  an  addictive  disease; 
it  is  on  what  physicians  could  and 
should  do  for  persons  under  their 
care  who  have  been  affected  di- 
rectly or  indirectly  by  gambling  is- 
sues. 

The  Stakes 

The  bettor  places  at  risk  something 
of  value.  Usually,  this  is  money.  The 
expectation,  of  course,  is  that  the 
bettor  will  win  the  bet,  and  thus  re- 
ceive in  return  more  than  what  was 
staked.  A win  is  experienced  as  a 
positive  reinforcement. 

But  critical  to  the  addictive 
power  of  gambling,  is  the  pattern 
of  reinforcement  that  is  intrinsic  to 
gambling  games2.  Wins  do  not 
come  at  a fixed  interval,  e.g.,  every 
third  bet  or  every  fifth  bet.  The  ra- 
tio of  wins  per  bets  is  variable. 
Thus,  sometimes,  the  payoff  comes 
with  every  tenth  bet.  At  other 
times,  it  comes  with  every  other 
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The  Players 

Not  everyone  who  bets  can  be  considered  to  be  pathological. 
Gamblers  have  been  described  as  falling  into  various  classes. 

Men  are  more  likely  to  pursue  games  that  involve  an  element 
of  skill,  such  as  blackjack  or  parimutuel  betting. 

Women  are  more  likely  to  pursue  games  of  chance,  such  as 
slot  machines  or  bingo,  which  they  pursue  as  a means  of  social 
entertainment. 

The  Social  Gambler:  plays  games  of  chance  for  enjoyment, 
experiences  no  loss  of  control  over  amounts  bet  or  frequency  of 
betting. 

The  Problem  Gambler:  evidences  increasing  size  of  bets, 
frequency  of  bets,  and  time  spent  in  betting  environments;  may 
gamble  more  because  of  the  pain  of  life  problems  (Cusack  et 
al.,  1993);  may  experience  negative  consequences  from  gam- 
bling, but  may  also  exhibit  a problematic  pattern  of  betting  that 
is  called  "relief"  betting  or  "escape"  betting,  to  find  relief  from 
negative  feelings  such  as  anxiety,  depression,  anger,  boredom, 
loneliness,  or  worthlessness. 

The  Pathological  Gambler:  meets  the  diagnostic  criteria  for 
the  illness  so  named,  and  exhibits  unique  cognitive,  behavioral, 
biological,  and  other  diagnostic  features,  including  forms  of 
magical  thinking.  The  patterns  of  betting  are  unique  and 
responses  to  betting  are  characteristic.  Pathological  gamblers 
bet  without  defined  goals,  do  not  exhibit  control  over  amounts 
staked,  do  not  feel  satiated  and  thus  have  defective  mecha- 
nisms to  tell  them  that  they  have  "had  enough."  In  response  to 
losses,  they  increase  their  betting-they  "chase"  their  losses. 

The  Professional  Gambler:  is  highly  skilled;  pursues  gam- 
bling as  a way  too  make  a living  in  lieu  of  alternate  career 
choices;  bets  more  often  in  games  of  skill  than  games  of 
chance.  Such  individuals  are  rare,  and  many  Pathological  Gam- 
blers kid  themselves  into  believing  that  they  are  Professional 
Gamblers. 

The  Criminal  Gambler:  (Rosenthal  & Lorenz,  1992)  Only  one 
in  seven  pathological  gamblers  meets  criteria  for  antisocial  per- 
sonality disorder  (Blaszczynski,  et  al.,  1989).  However,  those 
who  are  from  the  criminal  subculture  and  who  are  also  patho- 
logical gamblers,  exhibit  a pattern  of  criminal  behavior  more 
akin  to  sociopaths  than  to  pathological  gamblers  without  antiso- 
cial personality.  Thus,  white-collar  offenses  are  notthe  rule  with 
criminal  gamblers;  they  may  have  a pattern  of  more  aggressive 
offenses.  Whereas  few  pathological  gamblers  exhibit  autono- 
mous criminality,  many  criminals  meet  criteria  for  pathological 
gambling. 


bet.  There  can  even  be  a series  of 
consecutive  wins.  The  bettor  can- 
not be  certain  just  when  the  next 
win  will  occur.  Studies  of  operant 
conditioning  demonstrate  that  the 
power  of  a reinforcer  is  intensified 
under  such  variable  intervals  of 
reinforcement.  Moreover,  the  mag- 
nitude of  reinforcement  is  variable: 
some  wins  are  little  wins,  some 
wins  are  big  wins.  This  phenom- 
enon is  referred  to  as  reward  via  a 
partial  reinforcement  schedule3. 
Again,  the  bettor  cannot  be  certain 
what  will  come  next;  hence,  the  at- 
traction to  "try  again,"  to  discover 
if  the  payoff  will  come,  and  how 
big  it  will  be. 

The  different  reward  schedules 
of  various  gambling  games  con- 
tribute to  their  reinforcing  poten- 
tial, and  even  to  their  addictive  po- 
tential. Horse  races  involve  placing 
a stake  every  20  to  40  minutes;  dog 
races  have  a shorter  cycle  time; 
hands  of  bridge  can  take  20  min- 
utes; hands  of  blackjack  take  20  to 
60  seconds. 

Further,  the  reinforcing  power 
of  the  game  for  the  gambler,  is  in- 
tensified as  the  interval  between 
payoffs  is  shortened.  There  are 
analogies  between  this  phenom- 
enon and  the  patterns  and  pro- 
cesses of  drug  addiction:  pharma- 
cologic agents  with  a relatively 
long  latency  between  consumption 
and  physiologic  effect  (oral  agents) 
can  be  reinforcing  and  addicting, 
but  when  intravenous  routes  of 
administration  are  used,  the  inter- 
val between  drug  use  and  drug- 
induced  euphoria  can  be  shortened 
from  15-30  minutes  to  a matter  of 
seconds.  The  most  powerfully  re- 
inforcing route  of  administration  is 
the  nasal  or  pulmonary  route, 
which  delivers  drug  to  the  brain  of 
the  user  in  seven  seconds  or  less, 
bypassing  the  systemic  circulation 
and  going  from  the  pulmonary  cir- 
culation directly  to  the  brain.  The 
"cycle  time"  of  reinforcement  is 
certainly  shorter  for  inhaled  doses 
of  nicotine  than  it  is  for  swallowed 
doses  of  ethanol.  Nicotine  and  co- 


caine may  well  seem  to  have  a 
stronger  addictive  potential,  be- 
cause they  are  usually  adminis- 


tered via  the  respiratory  route; 
swallowed  cocaine,  tetrahydrocan- 
Continued  on  next  page 


Wisconsin  Medical  Journal  • September  1996 


625 


Continued  from  previous  page 

nabinol,  and  nicotine,  are  clearly 
less  addictive  than  smoked  deliv- 
ery of  the  same  agents.  And  short- 
acting sedatives  clearly  have  a 
stronger  addictive  power  than  do 
longer-acting  agents  of  the  same 
class. 

In  parallel,  some  of  the  most 
powerfully  reinforcing  forms  of 
gambling  are  those  with  short 
"cycle  times"  between  the  action 
and  the  reward.  Such  games  in- 
clude blackjack,  video  poker  or 
video  blackjack,  slot  machines,  and 
also  off-track  betting  parlors  (in 
which  televised  images  of 
parimutuel  races  from  locations 
around  the  country  are  satellite-fed 
to  a single  location,  and  played  re- 
petitively and  constantly  without 
the  intervals  between  races  expe- 
rienced at  "live"  racetracks).  The 
stakes,  and  the  choice  of  the  behav- 


ior to  place  the  stake,  are  thus 
closely  tied  to  the  schedules  of  re- 
inforcement intrinsic  to  the  game 
to  be  played. 

The  Beliefs 

The  pathological  gambler  has 

unique  beliefs.  Unlike  the  social 
gambler  who  accepts  that  the  like- 
lihood of  winning  is  low,  that  be- 
ing a "big  winner"  is  a random 
event;  and  unlike  the  problem 
gambler  who  may  accept  that  there 
are  negative  aspects  of  gambling 
(financial  losses,  or  family  disap- 
proval in  the  face  of  losses),  but  be- 
lieves that  the  positive  outcomes  of 
gambling  outweigh  the  negative 
ones,  the  pathological  gambler  be- 
lieves that  random  events  are  ac- 
tually not  random,  but  occur  be- 
cause of  decisions  made  by  the 
gambler.  He  believes  that  his  own 
skill  has  a major  role  in  the  out- 
come of  the  game  of  chance4.  He 


may  even  believe  that  a game  of 
chance  is  not  a game  of  chance,  but 
only  a game  of  skill.  This  belief, 
most  prominent  in  male  gamblers, 
may  derive  from  early  success — 
the  experience  of  winning,  and 
feedback  from  others  that  one's 
memory  or  facility  with  numbers 
has  contributed  to  early  wins5. 

Studies  of  pathological  gam- 
blers, such  as  the  Rotter  Locus  of 
Control  Test  which  can  assess  the 
degree  of  internal  control  that  gam- 
blers believe  they  exert  over  exter- 
nal events6,  show  that  pathologi- 
cal gamblers  do  tend  to  believe  that 
they,  and  their  choices,  effect  the 
outcome  of  events  such  as  betting 
situations.  As  the  disorder  pro- 
gresses, irrational  beliefs  broaden. 

Always,  the  gambler  tells  him- 
self that  what  he  is  doing  is  "OK", 
even  if  behaviors  include  lying  to 
one's  spouse  or  spending  inordi- 
nate amounts  of  time  gambling  in- 
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The  Consequences 

Whether  or  not  one  accepts  the  evidence  that  pathological 
gambling  is  a disease  with  a clear  pathogenesis,  symptom 
complex,  associated  belief  systems,  biological  markers,  and  di- 
agnostic specificity,  it  is  incontrovertible  that  pathological  pat- 
terns of  gambling  produce  many  negative  consequences  forthe 
individual  and  their  immediate  social  network. 

Problems  can  include: 

. Disrupted  family  relationships,  default  on  financial  responsi- 
bilities, financially  motivated  illegal  activities,  and  impaired 
physical  health  (Burke,  1993;  Rosenthal  & Lorenz,  1992).  Ly- 
ing, stealing,  and  other  violations  of  one's  usual  moral  stan- 
dards of  conduct,  seep  into  the  lifestyle  of  the  pathological 
gambler.  Though  the  vast  majority  of  pathological  gamblers 
are  not  sociopaths,  they  can  exhibit  adult  antisocial  behavior. 

. Suicide.  It  has  been  determined  that  around  20%  of  patho- 
logical gamblers,  either  located  in  Gamblers  Anonymous  (GA) 
member  surveys  orfound  by  structured  diagnostic  interview 
in  hospital  populations,  have  had  suicide  attempts  (Lesieur  & 
Blume,  1990). 

. Illegal  Acts.  Studies  in  the  United  Kingdom  suggest  four  out 
of  five  pathological  gamblers  have  a history  of  illegal  behav- 
ior as  a consequence  (or,  more  accurately,  a component)  of 
their  disease  (Rosenthal  & Lorenz,  1992).  Furthermore,  writ- 
ing bad  checks,  embezzlement,  hustling  at  games  of  skill, 
bookmaking,  ortax  evasion  has  been  reported  in  two-thirds 
of  GA  members. 

. The  potential  of  the  emotional  distress  and  chaos  of  patho- 
logical gambling  to  destabilize  the  serenity  of  a recovering 
alcoholic  or  other  drug  addict,  and  result  in  relapse  in  a 
previously  stable  addictive  disease  process. 


stead  of  more  conventional,  more 
productive  family,  social,  or  work 
activities.  If  he  is  losing,  the  bettor 
tells  himself  that  he  is  "just  on  a los- 
ing streak,"  and  that  luck  will 
change  at  any  minute7.  The  bettor 
who  is  "chasing  losses"  (see  section 
below  on  the  illness)  believes  that 
they  are  "one  bet  away"  from  a big 
win  or  a winning  streak,  to  reverse 
all  losses. 

In  advanced  phases  of  the  dis- 
ease, if  diversion  of  funds  (e.g.,  em- 
bezzlement from  an  employer)  oc- 
curs, the  belief  is  that  this  is  not 
stealing,  but  is  just  short-term  bor- 
rowing. There  is  the  conviction  that 


he  or  she  will  repay  this  "loan," 
when  winning  — which  is  believed 
to  be  inevitable  — occurs.  They 
may  also  come  to  believe  that  a 
"geographic  cure"  will  be  effective 
— that  they  can  relocate  to  another 
part  of  the  country,  maybe  with  a 
new  identity,  and  that  this  will  ex- 
tricate them  from  their  problems8. 

Another  feature  of  pathological 
gamblers  is  superstitious  beliefs9. 
Many  gamblers  believe  that  lucky 
charms,  lucky  colors  or  clothes, 
lucky  chairs  or  doorways  into  a 
betting  parlor  or  casino,  or  lucky 
or  unlucky  "signs",  play  a role  in 
the  outcome  of  what  are  essentially 


chance  games  with  structurally 
random  outcomes. 

The  Rewards 

In  a global  sense,  there  are  certainly 
payoffs  for  society  at  large  that  are 
derived  from  gambling.  The  rev- 
enues derived  by  governments 
have  led  to  a wider  array  of  gam- 
bling activities  being  approved  in 
an  increasingly  large  number  of 
states.  States  that  formerly  only  al- 
lowed charitable  gaming  to  be  con- 
ducted legally,  may  now  sponsor 
state  lotteries  and  authorize  race- 
track and  casino  gaming.  More- 
over, for  Native  American  commu- 
nities, gambling  has  provided  sub- 
stantial revenues.  As  pointed  out 
by  one  Minnesota  author,  "The 
benefits  of  gambling  include  rev- 
enue generation  for  social  needs  as 
varied  as  the  environment,  food 
shelves,  homeless  programs,  and 
firefighters.  The  growth  of  Indian 
gaming  has  redistributed  wealth 
toward  some  of  our  state's  poorest 
people,  creating  thousands  of  jobs 
and  moving  hundreds  of  people  off 
AFDC."10 

In  an  individual  sense,  the  pay- 
offs are  also  definable.  The  average 
social  gambler  receives  his  or  her 
primary  reinforcement  from  gam- 
bling in  the  form  of  social  interac- 
tion and  entertainment.  Since  the 
social  gambler  does  not  expect  to 
win,  he  receives  his  primary  rein- 
forcement not  from  financial  re- 
wards, but  from  social  and  emo- 
tional rewards. 

A different  kind  of  pay-off  is  de- 
rived from  gambling  by  individu- 
als referred  to  as  problem  gam- 
blers. These  individuals  receive  a 
secondary  gain  from  gambling,  in 
that  it  may  serve  as  a form  of  avoid- 
ance of  social  or  emotional  prob- 
lems, as  a diversion  from  other 
problems  one  may  be  facing.  In  in- 
dividuals predisposed  to  gambling 
addiction,  increased  engagement 
in  gambling  behaviors  can  lead  to 
loss  of  control12.  This  "endless 

Continued  on  page  629 
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The  Stages 

The  disorder  of  pathological  gambling  not  only  has  distinguishing  clinical  features;  it  also  has  a typical 
pattern  of  pathogenesis.  The  age  of  onset  for  male  pathological  gamblers  is  typically  in  childhood 
or  early  adolescence.  The  progression  through  the  stages  of  the  illness  is  insidious;  it  is  rare  to  be 
"hooked"  with  the  first  bet  (Rosenthal  & Lorenz,  1992). 

I.  The  Winning  Phase  involves  excitement  and  buoyant  optimism,  as  the  pre-pathological  gambler 
experiences  winning  as  extremely  reinforcing,  and  as  a major  contribution  to  his  self-esteem  (the  male 
pronoun  is  specifically  relevant  here,  because  this  intensified  positive  response  is  seen  more  in  males 
than  females).  Winning  leads  to  fascination  with  the  games  played  and  their  internal  structure,  as  the 
gambler  attempts  to  improve  his  skill  while  convincing  himself  that  skill  is  the  key  variable  in  the 
games. 

Social  and  financial  rewards  feed  the  ego  directly.  Money  takes  on  special  symbolic  importance. 
And  grandiosity  grows  with  each  win.  During  this  phase,  the  pathological  gambler  experiences  his 
first  "big  win" — an  amount  that  is  significant  in  proportion  to  his  annual  salary.  This  is  often  a pivotal 
event  in  the  progression  of  the  disease,  for  it  provides  "proof"  of  a special  talent  and  an  ability  to  win 
based  on  skill  (Cusack  et  al.,  1993).  The  winning  begets  betting,  and  confidence  begets  hubris. 

II.  The  Losing  Phase,  which  is  characterized  by  increased  betting,  more  solitary  betting,  more 
hiding  of  betting  and  its  consequences,  borrowing  to  bet,  lying  about  betting  or  losses,  and  intensi- 
fication of  the  pathological  belief  systems  of  the  gambling  addict.  For  instance,  intermittent  wins 
generate  beliefs  that  winning  is  inevitable,  that  one's  skill  is  increasingly  influential,  that  losses  are 
avoidable,  and  that  attempts  at  secrecy  will  be  successful.  Losing  begets  irritability,  anxiety,  careless- 
ness, impulsiveness,  and  more  losing — and  the  next  step  of  the  progression  called  "chasing." 

In  the  Losing  Phase,  there  can  be  a classic  process  of  enabling  from  loved  ones.  The  pathological 
gambler,  facing  sustained  losses,  exhausts  savings  and  lines  of  credit,  and  may  even  secretly  pawn 
items  of  value.  Eventually,  the  gamblerfaces  a financial  "crunch." 

Progression  to  more  advanced  stages  of  the  disorder  can  be  hastened  by  life  events:  loss  of  a loved 
one  via  death  or  divorce;  addition  of  a family  member,  such  as  childbirth;  career  loss;  career  success; 
onset  of  physical  illness;  or  the  onset  of  alcohol  or  other  drug  dependence  (Rosenthal  & Lorenz, 
1992). 

III.  The  Desperation  Phase.  (Custer,  1993)  Here,  there  is  a "crossing  of  the  line"  involving  personal 
values.  The  gambler  not  only  hides  and  lies;  he  or  she  may  engage  in  behaviors  that  were  abhorrent 
to  the  individual's  value  system,  such  as  writing  bad  checks,  embezzlement,  or  other  illegal  activities. 
Anxiety  and  stress  can  lead  to  irritability,  outbursts  of  anger  or  violence,  or  frankly  abusive  behavior 
to  family  members.  When  they  receive  feedback  about  their  behavior  or  its  negative  consequences, 
they  are  not  only  defensive,  but  will  often  project  blame  for  difficulties  onto  others. 

IV.  The  Giving  Up  Phase,  (Rosenthal  & Lorenz,  1992)  involves  more  than  desperate  behavior  in  an 
attempt  to  reverse  massive  negative  consequences.  Here,  the  data  about  the  breakdown  of  one's  life 
is  so  overwhelming  that  it  breaks  through  the  individual's  denial  system,  and  the  bettor  realizes  that 
catching  up  and  getting  "even"  are  impossible.  Thus,  the  gambler  may  enter  a phase  of  apathy  and 
compulsive  betting,  betting  uncontrollably  just  to  be  betting,  not  even  trying  to  win  or  derive  any 
pleasure  or  positive  reinforcement  at  all  from  gambling. 

This  is  similarto  the  end  stage  that  some  alcoholics  describe,  wherein  drinking  produces  no  high 
or  any  positive  outcome  at  all,  and  the  individual  continues  to  drink  despite  physical  problems  and 
even  with  the  expectation  that  further  deterioration  will  result.  There  is  a hopelessness  to  this  phase, 
and  the  bettor  may  begin  to  bet  sloppily,  guaranteeing  negative  outcomes.  They  may  gamble  to  the 
point  of  emotional  or  physical  exhaustion.  It  is  particularly  in  this  phase  that  hopelessness  may  be 
accompanied  by  thoughts  of  death  or  suicide,  and  suicide  attempts  can  occur. 

It  is  often  the  case  that  pathological  gamblers  will  not  enter  treatment  until  this  point  of  despera- 
tion, in  which  all  funds  are  exhausted,  all  bailouts  are  long  passed,  and  there  is  absolutely  no  option 
except  to  enter  treatment. 
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cycle"  of  feedback  has  been  de- 
scribed by  other  authors:  stress  in- 
creases the  frequency  of  gambling 
behaviors  in  the  gambling  addict. 
The  preoccupation,  urge,  and  ac- 
tivity increase  during  periods  of 
stress  or  depression.  Problems  that 
arise  as  a result  of  the  gambling 
lead  to  an  intensification  of  the 
gambling  behavior.13 

But  for  most  pathological  gam- 
blers, it  is  not  just  escape  from 
negative  feelings  that  is  pursued; 
the  pathological  gambler  receives 
a unique  payoff.  He  or  she  experi- 
ences the  process  of  gambling  it- 
self — engaging  in  the  betting  se- 
quence — as  extremely  reinforcing. 
The  term  used  by  gamblers  them- 
selves, and  by  students  of  the  con- 
dition, is  "action."  LeSieur  and 
Blume  have  pointed  out  that  for 
many  pathological  gamblers,  the 
pursuit  of  "action"  as  a reinforcer 
is  more  meaningful  and  powerful 
to  them  than  the  pursuit  of  the 
monetary  payoffs  of  winning.14 
Pathological  gamblers  also  de- 
scribe a "rush,"  an  adrenaline-like 
subjective  experience  of  euphoria, 
obtained  from  placing  something 
of  value  at  risk;  from  being  vulner- 
able; from  placing  oneself  and 
one's  security  (emotional,  finan- 
cial) "on  the  edge."  The  "rush"  is 
characterized  by  nervousness, 
sweaty  palms,  rapid  heartbeat,  and 
nausea,  and  occurs  in  anticipation 
of  the  outcome  of  the  game.  Even- 
tually gamblers  develop  uncon- 
scious associations  between  the  au- 
tonomic arousal  of  the  "rush"  and 
the  monetary  reward  of  their  inter- 
mittent "wins."  By  this  association, 
the  autonomic  state  itself  acquires 
reinforcement  value.15 

Many  pathological  gamblers 
thus  experience  a shift  in  preoccu- 
pation by  becoming  preoccupied 
with  pursuing  "action"  for  its  own 
sake.  Progression  of  betting  (quali- 
ties and  frequencies)  often  is  in 
pursuit  of  a sense  of  satiation  that 
one  has  experienced  a satisfactory 


amount  of  "action."  Rosenthal  and 
Lorenz,  among  others,  have  de- 
scribed how  "the  desire  to  remain 
'in  action'  is  so  intense  that  many 
gamblers  will  go  for  days  without 
sleep,  without  eating,  and  without 
relieving  themselves.  16 

The  Setting 

There  is  another,  rather  unusual  ex- 
perience that  sometimes  accompa- 
nies casino  gambling.  Casinos  cre- 
ate a unique  atmosphere:  the  visual 
and  auditory  stimuli  present,  the 
flashing  lights,  the  ringing  bells, 
the  constant,  loud  background 
noise  of  slot  machines  clanging  and 
paying  off,  the  episodic  shrieks  of 
joy  of  winners,  provide  an  almost 
hypnotic  experience. 

The  totally  immersing  audiovi- 
sual experience  can  lead  the  player 
to  become  detached  from  his  or  her 
usual  frame  of  reference,  detached 
from  usual  social  interactions,  life 
events  and  stressors  outside  the  ca- 
sino (such  as  a stressful  home  life, 
job  problems,  or  pressure  being  ap- 
plied by  creditors  or  bookmakers). 
The  "relief  gambler"  (similar  to  the 
"relief  drinker")  who  gambles  to 
forget  about  the  pain  of  life  circum- 
stances, may  find  special  comfort 
in  the  bizarre  sensory  environment 
of  the  casino. 

Through  these  processes  of  clas- 
sical conditioning  to  the  sights, 
sounds,  and  physiological  re- 
sponses (the  "rush")  of  gambling, 
plus  the  complex  processes  of  op- 
erant conditioning  (partial,  inter- 
mittent, variably  scheduled  pay- 
offs), gambling  behaviors  become 
firmly  ingrained  in  the  gambler, 
and  quite  resistant  to  change.  Re- 
turning to  the  behavior  can  be  trig- 
gered by  any  of  the  range  of  inter- 
nal (physiologic)  and  external  (en- 
vironment) conditioned  cues,17  just 
the  way  that  drug  use  and  relapse 
behaviors  with  cocaine  and  other 
stimulants  can  be  triggered  by  ac- 
quired cues.18 

Beyond  all  this,  there  is  a rather 
unique  psychosocial  and  sensory 
environment  created  by  video 


poker  machines.  Not  only  is  the  re- 
inforcing power  of  this  experience 
very  intense  due  to  the  intrinsic 
schedule  and  rapid  cycle  time  of  re- 
inforcement, but  the  trance-like 
situation  induced  by  the  machine 
can  be  intensely  seductive. 
Whereas  standing  around  a black- 
jack table  or  even  at  the  rail  at  a 
racetrack  can  be  a social  experi- 
ence, with  people  comparing  their 
outcomes  and  sharing  joys  or  sor- 
rows, the  video  poker  phenom- 
enon is  quite  isolative.  The  indi- 
vidual has  his  or  her  face  buried  in 
a video  monitor,  repeatedly  play- 
ing the  rapid-cycle  game,  without 
the  distracting  or  diluting  cues 
generated  by  interpersonal  interac- 
tion. When  this  compulsive  soli- 
tude is  compounded  by  the  rein- 
forcement schedules  of  the  game, 
the  allure  can  be  extremely  difficult 
to  break — even  for  the  non-patho- 
logical  gambler. 

The  Illness 

Pathological  gambling  was  first 
described  as  a formal  disorder  as 
part  of  a widely  accepted  system 
of  nomenclature  when  the  Ameri- 
can Psychiatric  Association  in- 
cluded the  syndrome  of  Pathologi- 
cal Gambling  in  the  Third  Edition 
of  its  Diagnostic  and  Statistical 
Manual  (DSM-III,  1980). 

The  disorder  was  considered  to 
be  a disorder  of  impulse  control. 
Though  lay  terminology  often  re- 
fers to  the  condition  as  "compul- 
sive gambling,"  it  is  really  not  a 
variant  of  obsessive-compulsive 
disorders,  for  in  the  latter,  the  in- 
dividual is  engaged  in  a behavior 
that  involves  anxiety,  and  the  indi- 
vidual would  prefer  not  to  engage 
in  the  behavior;  pathological  gam- 
blers, except  at  the  very  end  stages, 
enjoy  gambling  and  are  not  trying 
to  resist  the  impulse.19 

When  the  American  Psychiatric 
Association  revised  its  Diagnostic 
and  Statistical  Manual  in  1987 
(DSM-III-R,  1987),  it  specifically 

Continued  on  next  page 
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Fig.  4 The  20  Questions  of  GA 


1) .  Did  you  ever  lose  time  from  work  due  to  gambling? 

2) .  Has  gambling  ever  made  your  home  life  unhappy? 

3) .  Did  gambling  affect  your  reputation? 

4) .  Have  you  ever  felt  remorse  after  gambling? 

5) .  Did  you  ever  gamble  to  get  money  with  which  to  pay  debts  or 

otherwise  solve  financial  difficulties? 

6) .  Did  gambling  cause  a decrease  in  your  ambition  or  efficiency? 

7) .  After  losing  did  you  feel  you  must  return  as  soon  as  possible 

and  win  back  your  losses? 

8) .  After  a win  did  you  have  a strong  urge  to  return  and  win  more? 

9) .  Did  you  often  gamble  until  your  last  dollar  was  gone? 

10) .  Did  you  ever  borrow  to  finance  your  gambling? 

11) .  Have  you  ever  sold  anything  to  finance  your  gambling? 

12) .  Were  you  reluctant  to  use  "gambling  money"  for  normal 

-expenditures? 

13) .  Did  gambling  make  you  careless  of  the  welfare  of  yourself  and 

your  family? 

14) .  Did  you  ever  gamble  longer  than  you  had  planned? 

15) .  Have  you  ever  gambled  to  escape  worry  or  trouble? 

1 6) .  Have  you  ever  committed,  or  considered  committing,  an  illegal 

act  to  finance  gambling? 

17) .  Did  gambling  cause  you  to  have  difficulty  in  sleeping? 

18) .  Do  arguments,  disappointments  or  frustrations  create  within 

you  an  urge  to  gamble? 

19) .  Did  you  ever  have  an  urge  to  celebrate  any  good  fortune  by  a 

few  hours  of  gambling? 

20) .  Have  you  ever  considered  self  destruction  as  a result  of  your 

gambling? 

Most  compulsive  gamblers  will  answer  yes  to  at  least  seven  of  these 
questions. 


What  is  GA?  (1985).  Center  City,  MN:  Hazelden  Education  Materials 


Continued  from  previous  page 

modeled  the  diagnostic  criteria  for 
pathological  gambling  after  those 
for  psychoactive  substance  depen- 
dence.20 Hence,  an  emphasis  was 
placed  on  preoccupation  with 
gambling,  increasing  use,  quanti- 
ties and  frequencies  of  use  that  ex- 
ceeded what  the  user  intended,  un- 
successful efforts  to  cut  back  or 
stop  the  behavior,  and  persistence 
of  use  despite  adverse  conse- 
quences. 

The  most  recent  edition  of  this 
diagnostic  manual  (DSM-IV,  1994) 
continues  to  use  the  term  "Patho- 
logical Gambling,"  rather  than  the 
term  "Gambling  Addiction,"  and 
still  classifies  the  disorder  as  a dis- 
order of  impulse  control,  but  still 
focuses  on  features  that  are  akin  to 
features  of  substance  abuse  and 
dependence.  Its  language  empha- 
sizes the  core  feature  of  pathologi- 
cal gambling — the  "chasing"  of 
losses  (see  below)  in  a desperate  at- 
tempt to  get  back  to  "even" — but 
also  draws  parallels  to  the  toler- 
ance seen  in  substance-dependent 
individuals  ("needs... increasing 
amounts. ..in  order  to  achieve  the 
desired  [effect]")  and  to  the  with- 
drawal symptoms  seen  in  sub- 
stance addiction  ("is  restless  or  ir- 
ritable when  attempting 
to. ..stop..."). 

Another  way  of  describing 
pathological  gambling  draws  simi- 
larities to  the  condition  of  alcohol- 
ism. Rosenthal  and  Lorenz  de- 
scribe craving,  tolerance,  and  with- 
drawal as  being  features  to  be 
looked  for  in  making  the  diagno- 
sis. 

The  DSM-IV  criteria  for  Patho- 
logical Gambling  (see  Figure  1) 
mention  the  phenomenon  of  "re- 
lief use,"  i.e.,  engagement  in  a be- 
havior in  order  to  forget  or  relieve 
the  pain  of  life  events,  and  the  re- 
sponse of  the  pathological  gambler 
to  losses,  manifested  in  the  phe- 
nomenon called  "chasing  losses." 
This  feature  clearly  distinguishes 
pathological  gambling  from  other 


forms  of  gambling.21  All  gamblers 
enjoy  winning,  but  when  losses  are 
experienced,  the  non-pathological 
gambler  will  respond  with  an  ac- 
ceptance of  their  inevitability.  The 
pathological  gambler,  on  the  other 
hand,  will  continue,  and  even  in- 
tensify, the  magnitude  and  fre- 
quency of  betting.  The  pathologi- 
cal gambler  experiences  losing  not 
as  statistically  inevitable,  but  as 
psychologically  intolerable. 

There  is  a frantic  attempt  to  re- 
store a sense  of  psychological 
wellbeing  by  reversing  the  losses. 
The  only  way  to  do  this  is  to  bet. 
The  goal  is  to  win  back  everything. 


to  get  back  to  "even,"  — all  at  once. 
"Chasing  losses"  includes  a sense 
of  heightened  arousal  and  urgency, 
and  includes  behavior  changes, 
and  is  a particularly  destructive 
feature  of  pathological  gambling: 
because  losing  produces  anxiety 
and  high  motivation  to  try  to  re- 
coup losses,  and  because  winning 
produces  euphoria  that  begets 
more  betting,  pathological  gam- 
blers are  cursed  with  a behavior 
pattern  whereby  they  rarely  leave 
a gambling  situation  regardless  of 
their  results.  Whether  the  gambler 
experiences  winning  or  losing, 
both  are  reinforcing,  and  both  lead 
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to  more  gambling.22 

Pathological  gamblers  differ 
from  problem  gamblers  and  social 
gamblers  not  only  in  qualitative 
ways.  Those  not  familiar  with  this 
condition  are  often  surprised  to 
learn  just  how  vast  are  the  quanti- 
tative distinctions.  Commercial 
gambling  enterprises  basically  rely 
on  the  diseased  among  their  cus- 
tomers— the  pathological  gam- 
blers— to  sustain  their  operations: 
surveys  in  Minnesota  have  shown 
that  63%  of  the  dollars  wagered  in 
that  state  were  bet  by  only  2%  of 
that  state's  gamblers.23 

There  has  been  research  done 
into  the  personality  of  compulsive 
gamblers,  to  determine  if  constitu- 
tional tendencies  towards  risk-tak- 
ing are  present  in  pathological 
gamblers,  if  they  antedate  gam- 
bling behaviors,  or  if  they  increase 
the  likelihood  that  an  individual 
will  become  a gambler  or  become 
a pathological  gambler. 

Whereas  Freud  theorized  that 
pathological  gamblers  were  all  nar- 
cissistic, masochistic,  guilt-ridden, 
and  neurotic,  clinical  evidence 
since  Freud  has  not  supported 
such  global  characterizations.24  But 
psychological  features  of  many 
pathological  gamblers  include 
high  intelligence,  strong  competi- 
tiveness, industriousness,  high 
stimulus-seeking,  overconfidence, 
tendencies  to  rationalize  and  deny 
unpleasant  emotions  or  situations, 
and  difficulty  tolerating  intimacy.25 

An  area  where  data  conflicts,  is 
the  issue  of  sensation-seeking:  not 
all  studies  show  that  high  sensa- 
tion-seeking is  a trait  broadly  seen 
among  pathological  gamblers.26 
One  study27  found  that  pathologi- 
cal gamblers  have  significantly 
higher  degrees  of  impulsiveness 
and  inability  to  resist  craving  than 
do  alcoholics  and  individuals  with 
cocaine  abuse;  but  that  sensation- 
seeking was  roughly  equal  in  indi- 
viduals with  cocaine  abuse,  alco- 
hol dependence,  and  pathological 
gambling. 

Pathological  gamblers  may  dif- 


fer from  others  not  only  in  their 
cognitive  styles,  but  also  in  their 
physiology.  One  author  notes  how 
"studies  of  brain  chemistry  have 
found  significantly  different  pat- 
terns of  noradrenaline  metabolites 
in  gamblers,  indicating  that  gam- 
blers may  have  a functional  distur- 
bance of  the  noradrenergic  system, 
which,  in  turn,  has  been  linked  to 
sensation-  seeking  behaviors  and 
extroversion,  both  characteristic  of 
habitual  gamblers."28 

Another  biological  marker  for 
pathological  gambling  may  be  low 
activity  of  the  monoamine  oxidase 
enzyme  in  the  platelets  of  patho- 
logical gamblers.  Low  platelet 
MAO  activity  has  been  found  in 
risk-taking,  sensation-  seeking, 
impulsive  individuals,  and  now 
has  been  shown  in  a group  of 
pathological  gamblers  who  were 
compared  with  health  controls.29 
Electroencephalographic  studies 
have  found  differences  in  patho- 
logical gamblers  that  are  similar  to 
patterns  seen  in  individuals  with 
attention  deficit  disorder.30  Even 
though  the  EEGs  of  these  patho- 
logical gamblers  differ  from  nor- 
mal controls,  it  is  not  clear  if  the 
gamblers  studied  had  attention 
deficit  disorder  and  the  pattern 
seen  was  related  to  that  disorder, 
or  if  a common  anomaly  is  associ- 
ated with  both  the  ADD  syndrome 
and  the  pathological  gambling  syn- 
drome. 

The  Diagnosis 

To  make  a proper  treatment  inter- 
vention, it  is  best  for  a clinician  to 
make  a proper  diagnosis.  This  can 
be  done  by  applying  diagnostic  cri- 
teria (DSM-IV,  1994)  as  the  result 
of  a formal  diagnostic  interview. 
But  in  the  case  of  pathological  gam- 
bling, even  though  sensitivity  to 
the  potential  for  the  problem  is  es- 
sential, it  may  still  be  difficult  to 
jump  in  with  a series  of  detailed  in- 
terview questions.  Approaching 
the  topic  in  a way  that  does  not  in- 
tensify the  patient's  defensive- 
ness31, can  be  helpful. 


Two  seminal  authors  in  this 
field,  Lesieur  and  Blume,  have  de- 
veloped a widely  used  screening 
instrument  for  diagnosis  of  patho- 
logical gambling.  This  validated 
and  reliable  questionnaire,  the 
South  Oaks  Gambling  Screen 
(SOGS),  was  based  on  the  original 
DSM-III  criteria,  and  has  been  re- 
validated with  a wide  range  of 
populations  (see  Figure  3).  This 
questionnaire  can  be  administered 
by  a clinician,  or  self-administered 
by  the  patient,  in  any  setting  (a  sub- 
stance dependence  treatment  cen- 
ter, a psychiatric  treatment  unit,  a 
primary  care  practitioner's  exam 
room  or  waiting  room,  a school 
counselor's  office,  a corrections  fa- 
cility). A score  of  five  or  more  on 
the  SOGS  indicates  a probable  di- 
agnosis of  pathological  gambling.32 

Gambler's  Anonymous  (GA),  a 
1 2-step  fellowship  of  self-help  and 
peer  support,  has  also  devised  a 20- 
item  questionnaire  by  which  one 
can  determine  if  gambling  addic- 
tion is  likely  to  be  present33  (see  also 
Figure  4).  This  has  not  received  the 
scientific  validation  of  the  SOGS, 
but  is  useful  for  patients  and  their 
families  in  initial  phases  of  case 
identification. 

Summary 

Pathological  gambling  is  a disorder 
with  clearly  defined  diagnostic  cri- 
teria, and  can  be  identified  by  a 
validated,  reliable  questionnaire 
that  can  be  administered  by  a phy- 
sician or  a physician's  staff  mem- 
ber, or  self-administered  by  a pa- 
tient. 

Characteristics  of  pathological 
gambling  include  persistence  of 
gambling  despite  adverse  conse- 
quences, increases  over  time  in 
gambling  amounts  and  frequen- 
cies, continuous  or  episodic  loss  of 
control  over  amounts  gambled, 
preoccupation  with  gambling,  se- 
cretiveness and  lying  about  gam- 
bling, and  deviance  from  personal 
values,  plus  several  pathogno- 
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Fig  3.  South  Oaks  Gambling  Screen 


APPENDIX  1.  The  South  Oaks  Gambling  Screen 

1.  Please  indicate  which  of  the  following  types  of  gambling  you 
have  done  in  your  lifetime.  For  each  type,  mark  one  answer:  "not 
at  all,"  "less  than  once  a week,"  or  "once  a week  or  more." 


Less 

Once 

than 

a 

Not 

once 

week 

at 

a 

or 

all 

week 

more 

2. 


a.  played  cards  for  money 

b.  bet  on  horses,  dogs,  or  other  animals  (in 

off-track  betting,  at  the  track,  or  with  a 
bookie) 

c.  bet  on  sports  (parlay  cards,  with  a bookie, 

or  at  jai  alai) 

played  dice  games  (including  craps,  over 

and  under,  or  other  dice  games)  for  money 

went  to  casino  (legal  or  otherwise) 

played  the  numbers  or  bet  on  lotteries 

played  bingo 

played  the  stock  and/ or  commodities 

market 

played  slot  machines,  poker  machines,  or 

other  gambling  machines 

bowled,  shot  pool,  played  golf,  or  played 

some  other  game  of  skill  for  money 
What  is  the  largest  amount  of  money  you  have  ever  gambled 
with  on  any  one  day? 

never  have  gambled  more  than  $100  up  to 

$1  or  less  $1,000 

more  than  $1  up  to  $10  more  than  $1,000  up  to 

_ more  than  $10  up  to  $10,000 

$100  more  than  $10,000 

Do  (did)  your  parents  have  a gambling  problem? 

both  my  father  and  mother  gamble  (or  gambled)  too  much 

my  father  gambles  (or  gambled)  too  much 

my  mother  gambles  (or  gambled)  too  much 

neither  one  gambles  (or  gambled)  too  much 

When  you  gamble,  how  often  do  you  go  back  another  day  to 
win  back  money  you  lost? 

never 

some  of  the  time  (less  than  half  the  time)  I lost 

most  of  the  time  I lost 

every  time  1 lost 

5.  Have  you  ever  claimed  to  be  winning  money  gambling  but 
weren't  really?  In  fact,  you  lost? 

never  (or  never  gamble) 

yes,  less  than  half  the  time  I lost 

yes,  most  of  the  time 

6.  Do  you  feel  you  have  ever  had  a problem  with  gambling? 

no 

yes,  in  the  past,  but  not  now 

yes 

7.  Did  you  ever  gamble  more  than  you 
intended  to? 

8.  Have  people  criticized  your  gambling? 

9.  Have  you  ever  felt  guilty  about  the  way 
you  gamble  or  what  happens  when  you 
gamble? 

10.  Have  you  ever  felt  like  you  would  like 
to  stop  gambling  but  didn't  think  you  could? 


3. 


4. 


yes 

no 

yes 

no 

yes 

no 

yes 

no 

11.  Have  you  ever  hidden  betting  slips, 

lottery  tickets,  gambling  money,  or  other  yes  no 

signs  of  gambling  from  your  spouse, 
children,  or  other  important  people  in 
your  life? 

12.  Have  you  ever  argued  with  people  you 

live  with  over  how  you  handle  money?  yes  no 

13.  (If  you  answered  yes  to  question  12): 

Have  money  arguments  ever  centered  on 

your  gambling?  yes  no 

14.  Have  you  ever  borrowed  from  someone 

and  not  paid  them  back  as  a result  of  yes  no 

your  gambling? 

15.  Have  you  ever  lost  time  from  work 

(or  school)  due  to  gambling?  yes  no 

16.  If  you  borrowed  money  to  gamble  or  to  pay  gambling  debts, 
who  or  where  id  you  borrow  from?  (check  "yes"  or  "no"  for  each) 

no  yes 

a.  from  household  money  ( ) ( ) 

b.  from  your  spouse  ( ) ( ) 

c.  from  other  relatives  or  in-laws  ( ) ( ) 

d.  from  banks,  loan  companies,  or  credit  unions  ( ) ( ) 

e.  from  credit  cards  ( ) ( ) 

f.  from  loan  sharks  (Shylocks)  ( ) ( ) 

g.  you  cashed  in  stocks,  bonds,  or  other  securities  ( ) ( ) 

h.  you  sold  personal  or  family  property  ( ) ( ) 

i.  you  borrowed  on  your  checking  account 

(passed  bad  checks)  ( ) ( ) 

j.  you  have  (had)  a credit  line  with  a bookie  ( ) ( ) 

you  have  (had)  a credit  line  with  a casino  ( ) ( ) 


k. 


Scoring 

Scores  on  the  South  Oaks  Gambling  Screen  itself  are  determined  by 
adding  up  the  number  of  questions  that  show  an  "at  risk"  response: 

Questions  1,  2,  and  3 are  not  counted. 

Question  4:  most  of  the  time  I lost,  or  every  time  I lost 

Question  5:  yes,  less  than  half  the  time  I lost,  or  yes,  most  of 

the  time 

Question  6:  yes,  in  the  past,  but  not  now,  or  yes 

Question  7:  yes 

Question  8:  yes 

Question  9:  yes 

Question  10:  yes 

Question  1 1 : yes 

Question  12  not  counted 

Question  13:  yes 

Question  14:  yes 

Question  15:  yes 

Question  16a:  yes 

Question  16b:  yes 

Question  16c:  yes 

Question  16d:  yes 

Question  16e:  yes 

Question  16f:  yes 

Question  16g:  yes 

Question  16h:  yes 

Question  16i:  yes 

Questions  16j  and  16k  not  counted 

Total  = (20  questions  are  counted) 


yes 


5 or  more  = probable  pathological  gambler 


Lesieur  H,  Blume  S (1987).  The  South  Oaks  Gambling  Screen  (SOGS):  A new  instrument  for  the  identification  of  pathological  gamblers. 
American  Journal  of  Psychiatry  144(9):1184-1 188. 
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monic  features,  including  a "rush" 
phenomenon  which  has  cognitive 
and  physiologic  components,  a 
pursuit  of  the  "action"  associated 
with  gambling  as  an  end  in  itself, 
and  a pattern  of  "chasing  losses" 
via  an  increased  amount  of  betting 
especially  in  the  face  of  recent 
losses. 

There  are  a variety  of  non- 
pathological  patterns  of  gambling 
behavior  that  have  been  consis- 
tently described,  including  social 
gambling,  problem  gambling, 
criminal  gambling,  and  profes- 
sional gambling.  The  initiation  and 
continuation  of  gambling  behav- 
iors is  under  the  control  of  well-de- 
scribed patterns  of  behavioral  re- 
inforcement, and  consistent  pat- 
terns of  beliefs  are  observable  in 
both  social  gamblers  and  patho- 
logical gamblers. 

The  progression  of  pathological 
gambling  proceeds  through  stages 
with  well-described  features.  The 
condition  affects  1 to  2%  of  the 
adult  population  and  3 to  6%  of  the 
adolescent  population.  The  condi- 
tion usually  has  its  onset  in  ado- 
lescence for  males  and  in  adult- 
hood for  females;  a pattern  of  "re- 
lief gambling"  to  divert  ones 
thoughts  and  feelings  from  pain- 
ful life  events  is  especially  promi- 
nent in  female  pathological  gam- 
blers. Adolescent  female  gamblers 
may  outnumber  adolescent  male 
gamblers,  but  male  pathological 
gamblers  far  outnumber  female 
pathological  gamblers,  and  males 
in  treatment  far  outnumber  fe- 
males. Treatment  may  follow  the 
model  of  addiction  rehabilitation 
and  relapse  prevention  services,  or 
may  follow  a psychological  model 
that  employs  cognitive-behavioral 
therapeutic  techniques.  Treatment 
services  are  in  undersupply,  due 
partly  to  structural  deficiencies  in 
reimbursement  for  treatment  in  the 
current  medical  economic  environ- 
ment. Gambling  is  increasing  as 
government-sponsored  opportuni- 


ties for  gambling  expand,  and 
some  states  have  taken  steps  to 
expand  the  opportunities  for  pro- 
fessional treatment  for  pathologi- 
cal gambling  at  the  same  time  that 
they  have  authorized  wider  forms 
of  gambling  activities. 

The  Response 

Physicians  may  encounter  the  con- 
sequences of  gambling  within  the 
patients  who  regularly  present  to 
them  for  clinical  care.  A compan- 
ion paper  to  this  article  reviews 
some  potential  responses  of  phy- 
sicians to  gambling  issues.34 

The  author  wishes  to  thank  Meriter 
Hospital  Medical  Librarian,  Robert 
Kohler,  and  NewStart  Secretary, 
Julie  Hill,  for  their  assistance  in 
preparation  of  the  references  for 
this  paper. 
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Medical  Approaches  to  Gambling  Issues — II: 
The  Medical  Response 


Michael  M.  Miller,  MD,  Madison 

Abstract: 

Gambling  behaviors  cover  a spec- 
trum from  an  enjoyable  benign 
form  of  social  entertainment  to  a 
disabling  and  potentially  lethal 
medical  condition.  A companion 
paper.  Medical  Approaches  to  Gam- 
bling Issues— I:  The  Medical  Condi- 
tion, provides  a literature  review 
of  gambling  in  its  pathological  and 
nonpathological  forms.  Physicians 
encounter  patients  who  gamble, 
patients  who  have  a treatable  dis- 
order of  pathological  gambling  and 
family  members  of  problem  and 
pathological  gamblers.  This  paper 
is  intended  to  aid  practicing  phy- 
sicians in  their  care  of  their  patients 
who  gamble  and  experience  prob- 
lems related  to  gambling,  as  well 
as  in  the  care  of  those  among  their 
patient  caseload  who  are  symp- 
tomatically affected  by  someone 
else's  gambling. 

Overview 

Pathological  gambling  is  a disorder 
which  affects  roughly  1 % of  adults1 
and  roughly  3%  of  adolescents2  in 
the  United  States.  When  problem 
gambling  is  factored  in  the  preva- 
lence rates  are  2%  and  6%  respec- 
tively. The  disorder  of  pathological 
gambling  is  described  in  the  Diag- 
nostic and  Statistical  Manual  of  the 
American  Psychiatric  Association 
(DSM-IV,  1994),  and  has  well-de- 
fined diagnostic  criteria3  (See  page 
624)  and  a well-described  clinical 
course4  (See  page  626).  The  fea- 
tures, course,  diagnosis,  and  preva- 
lence of  pathological  gambling 
have  been  described  in  a review 
which  is  a companion  paper  to  this 
article5;  this  review  also  describes 
gambling  forms  and  processes  in 
general,  and  the  consequences  of 
both  pathological  and  non-patho- 
logical  forms  of  gambling. 


Physicians  are  in  a unique  posi- 
tion to  recognize  and  intervene  in 
cases  of  gambling  problems  or  in 
cases  of  family  members  who  have 
been  affected  by  a loved  one's  gam- 
bling problems6.  This  paper  de- 
scribes modalities  of  professional 
treatment  for  pathological  gam- 
bling once  it  has  been  formally  di- 
agnosed, and  also  reviews  some  of 
the  less  formal  processes  of  case 
recognition,  referral,  and  sup- 
port— in  the  hope  that  physicians 
will  become  positive  instruments 
of  change  for  individuals  and  fami- 
lies adversely  impacted  by  gam- 
bling in  Wisconsin. 

Not  everyone  views  pathologi- 
cal gambling  as  a disease;  some 
view  it  in  moralistic  terms7' consid- 
ering it  as  a sign  of  societal  evil,  a 
carnal  vice,  or  simply  as  a matter 
of  deteriorated  personal  values. 
Even  physicians  may  approach  this 
condition  viewing  it  as  a social 
problem,  or  a financial  problem,  or 
simply  as  a source  of  family  disrup- 
tion or  an  example  of  poor  indi- 
vidual judgment  or  impulse  con- 
trol. Especially  if  the  individual  or 
family  involved  includes  a 
longstanding  patient  or  acquain- 
tance, the  physician  may  be  hesi- 
tant to  make  a diagnostic  decision 
that  the  doctor  feels  would  be 
value-laden  or  a pejorative  state- 
ment about  the  individual. 

In  order  to  avoid  the  cognitive 
dissonance  of  believing  that  an  in- 
dividual whom  one  likes  has  a con- 
dition that  one  doesn't  like,  diag- 
nosticians may  become  victims  of 
denial  within  themselves,  and  fail 
to  recognize  the  signs,  symptoms, 
and  consequences  right  in  front  of 
them.8  These  same  unconscious 
processes  of  denial  are  part  of  the 
reason  that  physicians  may  fail  to 
properly  assess  and  intervene  in 


cases  of,  for  example,  alcoholism9 
or  AIDS.  Similarly,  the  pathologi- 
cal gambler,  or  even  the  problem 
gambler,  may  have  their  problem 
ignored  by  their  physician,  to  the 
ongoing  detriment  of  the  patient. 

Denial10, 11  can  not  only  lead  to 
ignoring  a problem;  it  can  lead  to 
enabling.  Enabling  is  a behavioral 
process  well  described  in  the  alco- 
holism literature12- 13- 14.  A simple 
description  is  that  enabling  is  a be- 
havior which  is  interposed  be- 
tween an  individual  and  the  con- 
sequences of  that  individual's  be- 
havior. Thus,  the  individual  may  be 
engaging  in  behaviors  that  have 
distinct  negative  consequences  for 
their  health,  their  psychological 
well  being,  their  family,  their  job, 
or  the  like. 

Negative  reinforcement  usually 
leads  to  extinction  of  behaviors 
that  have  negative  outcomes  (such 
as  placing  one's  hand  on  a hot 
stove,  or  going  out  in  the  cold  with- 
out proper  clothing).  But  if  an  in- 
dividual is  allowed  to  not  experi- 
ence the  negative  consequences  of 
the  behavior,  then  the  individual 
does  not  have  the  opportunity  to 
learn  from  the  natural,  negative 
consequences  of  that  behavior. 
There  is  thus  the  ability  for  the 
counterproductive  behavior  to  per- 
sist. The  providing  of  this  ability 
for  the  behavior  to  continue,  or 
even  to  progress  and  intensify,  con- 
stitutes enabling. 

The  physician  can  enable  a gam- 
bling problem  or  a pathological 
gambling  disease  to  persist  if  he  or 
she  ignores  the  problem,  or  helps 
the  patient  conceal  the  behavior 
from  loved  ones,  or  helps  the  pa- 
tient escape  negative  outcomes. 
Reframing  can  be  an  effective 
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therapeutic  technique  in  some  situ- 
ations, but  to  relabel  pathological 
drinking  behaviors  or  pathological 
gambling  behaviors  with  a euphe- 
mism, is  not  a professional  re- 
sponse which  will  hasten  their  ces- 
sation; "calling  it  like  it  is"  is  a 
much  more  functional  and  produc- 
tive physician  response  to  any  be- 
havior problem  on  the  part  of  a 
patient. 

The  challenge  for  many  physi- 
cians in  the  area  of  pathological 
gambling  conditions,  is  to  be  aware 
of  "what  it  is",  to  "know  it  when 
they  see  it",  so  that  recognition  can 
be  accurate  and  early,  allowing 
proper  intervention  to  follow.  Hav- 
ing a knowledge  base  about  the 
condition,  such  as  that  provided  in 
literature  reviews15, 16, 17, 18,  can  be 
helpful  in  improving  physician 
skills.  But  it  is  also  important  for 
the  physician  to  avoid  active  be- 
haviors which  would  be  enabling. 
The  "bailout"  of  the  gambler19  is  an 
activity  by  a family  member  or 
business  associate  which  prevents 
the  gambler  from  experiencing  the 
full  brunt  of  financial  conse- 
quences of  out-of-control  betting. 
When  the  physician  becomes 
aware  of  a bailout  in-progress,  he 
or  she  should  certainly  not  partici- 
pate in  it,  but  should  also  not  sup- 
port or  encourage  others  to  carry 
out  their  enabling  behaviors. 

One  of  the  classic  challenges  in 
medical  practice  is  to  know  how 
much  to  do  oneself,  and  when  and 
how  to  refer  to  professional  col- 
leagues for  special  help  with  a clini- 
cal problem.  It  is  one  thing  to  know 
what  a condition  is  and  what  a cli- 
nician who  specializes  in  that  con- 
dition may  do  to  assist  a patient;  it 
is  another  to  know  what  one  can 
do  in  one's  own  practice  to  assist 
that  same  patient. 

This  distinction  is  being  dis- 
cussed increasingly  in  the  profes- 
sional literature  about  chemical  de- 
pendency, and  issues  are  quite  par- 
allel in  the  case  of  gambling  prob- 


lems or  (as  termed  by  some)  gam- 
bling addiction.20  The  literature  on 
office-based  responses  to  chemical 
addictions21  and  to  behavior  prob- 
lems in  general  (such  as  those  that 
lead  to  obesity,  heart  disease,  and 
emphysema22)  is  quite  helpful  in 
formulating  possible  physician  ap- 
proaches to  gambling  issues. 

The  theoretical  formulation  that 
underlies  the  theory  and  practice 
of  brief  interventions23  is  that  be- 
havior problems  are  persistent  in 
individuals,  and  illnesses  with 
strong  behavioral  components 
(such  as  tobacco  smoking,  alcohol 
drinking,  saturated  fat  eating,  and 
caloric  overeating)  are  chronic  dis- 
eases24, which  may  wax  and  wane 
over  time,  may  have  clear  spans  of 
remission  and  relapse,  but  which 
usually  do  not  remit  instantly  or 
simply.25  Thus,  the  caring  clinician 
must  recognize  this,  not  be  frus- 
trated by  this,  and  must  "be  with 
the  patient"  over  time,  assessing 
not  only  the  extent  of  his  or  her 
clinical  status,  but  also  the  status 
of  the  patient's  level  of  motivation 
to  change  his  or  her  behavior.  The 
physician  intervention  will  be  most 
effective  if  it  involves  physician  ac- 
tions that  are  matched  to  the  moti- 
vation level  and  level  of  receptiv- 
ity of  the  patient.26 

This  model  has  been  well  de- 
scribed in  the  smoking  cessation 
literature27,28,  and  has  been  applied 
in  other  areas  of  medicine  as  well.29 
It  has  been  summarized  as  involv- 
ing "Four  A's"  of  physician  activ- 
ity. Physicians  can: 

• ASK  (about  the  condition,  its 
consequences,  and  concerns  of 
the  patient  or  family); 

• ADVISE  (the  individual  to 
change  his  or  her  behavior); 

• ASSIST  (the  individual  with 
behavior  change  or  referral  to 
specialty  care); 

• ARRANGE  (follow-up  moni- 
toring sessions  regarding 
chronic  disease  management). 

The  balance  of  this  paper  will  re- 


view how  to  ask  about  gambling 
issues;  how  to  guide  the  patient; 
what  constitutes  professional  spe- 
cialists' treatment  methods  for 
pathological  gambling;  the  support 
that  can  be  given  family  members; 
and  the  need  to  have  a continuity- 
of-care  plan  for  this  condition. 

The  Assessment 

Even  though  the  science  of  patho- 
logical gambling  research  has  ad- 
vanced to  the  point  that  diagnos- 
tic criteria  are  well  established 
(DSM-IV,  1994),  the  challenge  of  the 
office  clinician  in  recognizing  this 
condition  is  far  more  complex  than 
simply  applying  formal  diagnostic 
instruments.  Pathological  gam- 
bling has  been  called  "a  hidden  dis- 
ease"30, because  there  are  no  labo- 
ratory findings,  and  not  even  any 
direct  physical  findings  like  track 
marks  or  spider  hemangiomata. 
One  of  the  major  issues  is  that  pa- 
tients do  not  bring  forward  their 
concerns  regarding  this  problem, 
or  have  not  even  formulated  con- 
cerns of  their  own  because  of  their 
denial  systems.  Even  if  they  know 
there  is  a problem,  their  shame  and 
guilt  may  inhibit  revelation,  espe- 
cially in  women.  So  the  clinician 
must  be  aware  of  "soft  signs"  of  the 
disorder,  and  realize  that  more  of- 
ten than  not,  the  disease  presents 
itself  indirectly  rather  than  directly. 

First,  the  clinician  can  be  wary 
if  there  are  signs  of  family  disrup- 
tion, separation  or  divorce,  finan- 
cial problems  in  the  family,  or  prob- 
lems with  the  children.  These  "soft 
signs"  are  seen  in  cases  of  sub- 
stance abuse,  emotional  disorders, 
and  impulse  control  disorders  such 
as  pathological  gambling.  Anxiety, 
insomnia,  irritability,  and  depres- 
sion in  the  patient,  can  be  an  indi- 
rect indicator  of  a deeper  problem. 
Physiologic  "stress  symptoms" 
such  as  dyspepsia,  diarrhea,  head- 
aches, low  back  pain,  dermatitis,  or 
even  hypertension  or  chest  pain, 
can  be  associated  with  pathologi- 
cal gambling.  One  author  has  even 
noted  how  "Some  women  are  pre- 
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senting  themselves  now  with  uri- 
nary tract  infections  because  they'll 
sit  at  machines  or  a pull  tab  booth 
for  15  to  20  hours  without  using  the 
rest  room!"31 

One  of  the  basic  principles  of  of- 
fice-based assessment  is  to  ask  the 
patient  about  a potential  problem. 
If  one  doesn't  ask,  patients  can  as- 
sume that  the  clinician  is  unaware, 
or  disinterested,  or  uncaring,  or 
even  judgmental  and  hostile  about 
this  issue.  This  is  the  essential  first 
step  of  the  "4  A's"  tetrad  of  "ask, 
advise,  assist,  arrange."  Patients 
who  do  not  volunteer  information 
must  be  asked,  and  when  they  are 
asked  in  a nonjudgmental  way, 
they  often  feel  great  relief,  and 
come  forward — if  not  at  the  first 
opportunity,  at  the  second. 

Physicians  must  realize  that  pa- 
tients will  come  to  the  office  and 
formulate  their  complaint  as  a dif- 
ferent issue.  Patients  who  present 
to  mental  health  professionals  for 
help  with  depression  or  anxiety32' 
33,  or  who  present  to  chemical  de- 
pendency professionals  for  help 
with  substance  abuse34' 35,  should 
be  specifically  asked  about  gam- 
bling behaviors.  A particularly  use- 
ful assessment  technique,  espe- 
cially when  the  patient  has  pre- 
sented to  a general  physician  with 
non-specific  "stress"  and  "stress- 
related"  physical  complaints,  is  to 
ask  indirect  questions  first,  such  as, 
"How  are  things  going  at  home? 
How's  your  family  life?  How  is 
your  financial  situation?  What  do 
you  do  for  recreation?",  before  ask- 
ing the  direct  questions  "How  of- 
ten do  you  gamble?  Has  your  pat- 
tern of  gambling  changed  lately? 
Has  anyone  ever  told  you  that  they 
thought  you  gambled  too  much?" 

A key  to  assessment  and  early 
detection  can  be  nonphysicians  on 
the  health  care  team.  Triage  nurses 
in  an  emergency  room  or  urgent 
care  center  may  notice  a patient 
with  bruises  who  has  been  beaten 
up  by  creditors,  or  a spouse  who 
has  been  battered  in  a family  dis- 
rupted by  gambling;  they  can 


evaluate  a suicidal  patient  on  the 
phone  or  in  the  emergency  room 
whose  behavior  is  a sign  of  a des- 
perate end-game  gambler;  or  they 
may  simply  observe  that  a patient 
in  the  ER  or  clinic  waiting  room  is 
always  on  the  phone  (e.g.,  calling 
his  bookmaker!).36 

There  can  be  even  "softer"  signs 
of  this  disorder,  but  once  one  is 
aware  of  the  potential  patterns 
present,  seemingly  trivial  data  can 
be  a meaningful  signal.  It  has  been 
pointed  out  that  the  lifestyle  of  the 
gambler  is  seasonal,  following  the 
calendar  of  sporting  events,  gam- 
bling vacations,  and  the  opening 
day  at  the  racetrack. 37 If  this  sort  of 
pattern  of  recreation  is  noticed  by 


subtle  observation,  more  probing 
inquiry  may  be  indicated. 

With  this  condition,  just  as  with 
alcohol  and  other  drug  abuse  and 
dependence,  the  key  to  identifica- 
tion can  be  collateral  sources  of  in- 
formation. Family,  pastors,  or  em- 
ployers may  be  the  ones  offering 
the  complaint.  Moreover,  once  a 
condition  is  suspected,  it  is  impor- 
tant to  poll  collateral  sources  of  in- 
formation, to  try  to  obtain  valid 
data  in  a way  that  might  not  be 
possible  due  to  the  gambler's  de- 
nial, self-deception,  shame,  lying, 
or  grandiosity. 

Finally,  the  workplace  can  be  an 
Continued  on  next  page 


Fig.  1 Identifying  Problem  Gambling  in  the  Workplace 


Henry  Fesieur,  Ph.D.,  researched  the  effects  of  problem  gambling  in 

the  workplace  in  the  mid-1980s.  He  identified  the  following  warn- 
ing signs  which  can  alert  an  EAP  to  a troubled  employee. 

• Excessive  use  of  telephones  (to  call  bookmakers,  stockbrokers  or 
obtain  credit). 

• Taking  the  company  vehicle  to  the  racetrack,  card  room,  casino, 
etc.  (Parking  tickets  near  gambling  locations  are  a "red  flag.") 

• Absences  from  work,  often  for  part  of  the  day  (typically  after 
lunch). 

• Being  late  to  work  (related  to  all-night  card  games,  casino  trips 
or  anxiety-related  sleep  disturbances). 

• Taking  vacation  on  isolated  days  rather  than  in  weeks  (or  vaca- 
tions taken  to  gambling  locations  on  a regular  basis). 

• Taking  sick  days  immediately  as  they  become  available  or  ahead 
of  time. 

• Failure  to  take  days  off  (being  obsessed  with  getting  money  to 
pay  gambling  debts  or  afraid  to  take  a day  off  because  of  a fear 
that  embezzlement  or  fraud  will  be  discovered  in  their  absence). 

• Changes  in  productivity  that  seem  to  be  related  to  mood  swings. 

• Organizing  office  pools  and  gambling  junkets. 

• Borrowing  money  from  co-workers  or  arguing  with  co-workers 
over  failure  to  pay  debts. 

• Embezlement,  defrauding  customers  or  employee  theft  for  re- 
sale. 


Zehr,  E (1996).  Pathological  gambling.  Paradigm  Magazine /Winter  1996. 
p.12-17. 
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important  site  for  case  identifica- 
tion and  assessment.  Zehr  has 
shared  some  questions  that  are  use- 
ful to  be  applied  by  Employee  As- 
sistance Program  counselors  doing 
workplace  counseling  for  stress 
and  family  problems38;  these  items 
have  been  included  in  Figure  1. 

The  Treatment 

The  first  thing  the  physician  can 
do,  once  the  assessment  has  iden- 
tified a problem,  is  to  advise  the 
patient  that  behavior  change 
would  be  appropriate.  This  simple 
act  on  the  part  of  a physician  is  not 
meaningless  or  trivial;  data  is  clear 
that  brief  but  firm  and  empathic 
physician  advice  (as  opposed  to  ig- 
noring an  issue  or  being  ambiva- 
lent about  it)  can  be  very  effective 
in  promoting  behavior  change.39 

The  most  complete  physician  re- 
sponse after  a formal  diagnosis  has 
been  made,  is  to  assist  the  patient 
with  a formal  referral  to  profes- 
sional treatment.  Professional 
treatment  in  specialty  clinics  and 
treatment  centers  is  administered 
by  a team  of  clinicians,  usually 
under  the  leadership  of  a physi- 
cian. 

Professional  treatment  may  de- 


Treatment  Models: 

Addiction  Model 
. abstinence 
. acceptance  of  loss  of 
control  and  powerlessness 

• 12-step  involvement 

Cognitive  Model 
. monitoring  belief  systems 
. develop  alternate  beliefs 
. acquire  coping  skills 

Brief  Intervention  Model 
. ask 
. advise 

• assist 

. arrange 


rive  from  one  of  several  theoreti- 
cal models.  When  gambling  treat- 
ment is  patterned  after  chemical- 
dependency  treatment,  the  goals  of 
therapy  resemble  the  goals  of  ad- 
diction treatment  (see  Fig.  2). 

The  Referral 

Physicians  who  understand  the 
conceptual  basis  of  specialized 
treatment  for  pathological  gam- 
bling, and  who  find  it  indicated  in 
a given  case,  may  want  to  refer  a 
patient  for  specialized  treatment. 
However,  professional  treatment 
services  are  not  widespread.  The 
U.S.  Veterans  Administration  Hos- 
pital System  was  a leader  in  initi- 
ating specific  specialty  services  for 
this  disorder.  Inpatient  treatment 
in  America  was  started  at  the 
Cleveland,  Ohio,  VA  Hospital,  in 
1972  40  guj-  gy  the  encj  0f  the  1980s, 
there  were  less  than  fifty  private 
sector  specialty  clinics  and  treat- 
ment centers  for  pathological  gam- 
bling identifiable  in  the  entire 
United  States.41  It  is  partly  in  re- 
sponse to  the  paucity  of  specialized 
treatment  facilities,  that  the  office- 
based  brief  intervention  treatment 
modalities  are  attractive. 

There  are  three  major  impedi- 
ments to  treatment  access  for 
pathological  gambling.  First,  there 
are  not  many  clinicians  who  have 
developed  special  expertise  in  the 
treatment  of  pathological  gam- 
bling. 

Secondly,  third-party  payment 
for  pathological  gambling  is  very 
difficult  to  secure.  A representative 
of  Blue  Cross/Blue  Shield  pro- 
grams in  Minnesota  was  quoted  as 
acknowledging,  "Compulsive 
gambling,  in  and  of  itself,  is  not 
considered  a primary  diagnosis  in 
terms  of  payment  for  treatment. 
But  if  gambling  results  in  a health 
issue,  say  acute  depression,  then 
it's  covered."42  Even  though  patho- 
logical gambling  is  a mental  disor- 
der included  in  the  DSM-IV,  man- 
dated benefit  regulations  for  psy- 
chiatric and  addictive  disorders,  do 
not  always  assure  ease  of  entry  into 


treatment  services.  This  is  certainly 
the  case  in  Wisconsin.43 

Thirdly,  pathological  gambling 
gets  in  the  way  of  its  own  recov- 
ery: the  disease  process  involves 
building  up  defenses  and  false  be- 
lief systems  such  that  it  is  only  at 
the  end  stages  of  the  disease,  when 
financial  resources  for  professional 
treatment  have  been  exhausted, 
that  most  patients  acknowledge  a 
need  for  professional  help.  From  a 
financial  perspective,  then  it  is  too 
late. 

Thus,  a longitudinal  approach 
to  clinical  management  is  essential. 
This  is  parallel  to  the  treatment 
planning  strategies  in  addressing 
alcohol  addiction44  or  nicotine 
addiction,and  is  highlighted  in  the 
model  of  the  "Four  A's"  referred  to 
earlier:  good  clinical  outcomes  re- 
quire that  emphasis  be  placed  on 
arranging  follow-up  visits  to  moni- 
tor progress  and  response  to  what- 
ever interventions  were  applied,  be 
they  a two-week  referral  to  a treat- 
ment center,  a recommendation  to 
attend  three  Gamblers  Anony- 
mous meetings,  an  appointment 
with  a financial  counselor,  or  the 
advice  to  speak  with  one's  spouse 
about  the  meaning  of  previously 
mysterious  credit  card  cash  ad- 
vance receipts. 

Especially  because  of  difficulties 
with  finding  a structured  gam- 
bling-specific treatment  clinic  or  se- 
curing third-party  reimbursement 
for  gambling-specific  treatment, 
office-based  techniques  and  moti- 
vational interviewing  principles 
applied  to  a gambling  problem, 
become  a vehicle  for  symptom 
amelioration  that  is  both  feasible 
and  possible  to  employ. 

The  Guidance 

For  physicians  to  be  helpful  to  a 
patient  who  gambles,  it  is  not  nec- 
essary for  them  to  accept  the  theo- 
retical model  that  concludes  that 
gambling  problems  constitute  a 
discrete  disease  process  called 
pathological  gambling.45  Even  if 
the  clinician  believes  that  excessive 
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Fig.  2 Targeted  Therapeutic  Changes  in  Addiction 
Treatment 


Behavioral  Changes 

• Eliminate  alcohol  and  other  drug  use  behaviors 

• Eliminate  other  problematic  behaviors 

• Expand  repertoire  of  healthy  behaviors 

• Develop  alternative  behaviors 

Biological  Changes 

• Resolve  acute  alcohol  and  other  drug  withdrawal  symptoms 

• Physically  stabilize  the  organism 

• Develop  sense  of  personal  responsibility  for  wellness 

• Initiate  health  promotion  activities  (e.g.,  diet,  exercise,  safe  sex, 
sober  sex) 

Cognitive  Changes 

• Increase  awareness  of  illness 

• Increase  awareness  of  negative  consequences  behavior 

• Increase  awareness  of  addictive  disease  in  self 

• Decrease  denial 

Affective  Changes 

• Increase  emotional  awareness  of  negative  consequences  of 
behavior 

• Increase  ability  to  tolerate  feelings  without  defenses 

• Manage  anxiety  and  depression 

• Manage  shame  and  guilt 

Social  Changes 

• Increase  personal  responsibility  in  all  areas  of  life 

• Increase  reliability  and  trustworthiness 

• Become  resocialized:  re-establish  sober  social  network 

• Increase  social  coping  skills  with:  spouse/ partner,  colleagues, 
neighbors,  strangers 

Spiritual  Changes 

• Increase  self-love/ esteem;  decrease  self-loathing 

• Reestablish  personal  values 

• Enhance  connectedness 

• Increase  appreciation  of  transcendence 

Miller,  MM  (1994).  Treatment  of  addiction:  a clinical  overview.  In  Miller  NS 
(ed.)  Principals  of  Addiction  Medicine.  Chevy  Chase,  Md:  American  Society 
of  Addiction  Medicine. 


gambling  is  only  an  example  of  a 
generic  difficulty  with  impulse 
control  or  of  a personality  failing 
or  deficit  in  moral  judgment,  the 
physician  is  in  a position  to  recog- 
nize pain  or  dysfunction  in  a pa- 
tient, and  to  respond 
empathetically. 

The  legion  of  consequences  of 
excessive  gambling  behavior46  can 
occur  in  problem  gamblers  as  well 
as  pathological  gamblers.  Thus, 
even  if  the  clinician  does  not  find 
(or  believe  in)  the  phenomena  of 
"chasing  losses"  or  "pursuit  of  ac- 
tion," there  can  be  financial  pres- 
sures, family  disruption,  psycho- 
physiologic  responses  to  stress,  in- 
somnia, or  job  loss. 

And,  as  mentioned  earlier  in  this 
paper,  the  complaint  offered  by  the 
patient  is  usually  about  the  conse- 
quence of  the  gambling;  rarely 
does  the  patient  complain  directly 
about  the  gambling  itself.  This  may 
be  because  of  cultural  issues:  even 
if  the  gambler  believes  that  he  or 
she  has  a problem,  there  may  be 
hesitancy  to  bring  it  up — even  to 
one's  doctor — because  of  the  pre- 
vious experience  the  gambler  may 
have  had  with  social  stigma.  One 
study  compared  the  general 
public's  attitudes  about  gambling 
compared  with  alcohol  and  other 
drug  abuse,  and  found  that  gam- 
bling was  even  more  likely  to  be 
related  to  moral  weakness  and  vice 
(and  less  based  on  a disease  pro- 
cess) that  was  chemical  depen- 
dency.47 Thus,  a gambler  who  ac- 
knowledges his  or  her  difficulty, 
may  face  scorn. 

Just  as  alcohol  addicts  only  at 
times  are  granted  the  compassion 
of  someone  afflicted  with  a disease 
process  which  they  didn't  request; 
and  just  as  nicotine  addicts  are 
even  less  likely  to  be  so  viewed; 
gambling  addicts  are  virtually 
never  viewed  as  victims  of  a dis- 
ease process.  So  they  may  not  trust 
that  in  the  doctor's  office,  they  will 
find  physicians,  nurses,  or  office 
staff  who  exhibit  any  attitudes  dif- 
ferent than  the  scorn  exhibited  by 


society  in  general.  A physical,  or 
even  a psychiatric  complaint,  may 
elicit  a compassionate  professional 
response — but  will  a complaint 
about  gambling? 

Some  of  the  intrinsic  features  of 
the  games  of  gambling48,  including 
education  about  the  odds  structure 
and  the  reinforcement  paradigms 
designed  into  gambling  processes. 


can  be  relayed  to  the  patient  by  the 
physician.  General  advice  about  fi- 
nancial planning,  a breadth  of  out- 
lets for  social  activity,  and  honesty 
in  a marriage,  can  be  offered. 

The  clinician  can  also  directly 
address  the  denial  the  patient  ex- 
hibits about  just  how  much  his  or 

Continued  on  next  page 
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her  gambling  behaviors  are  im- 
pacting the  family  (see  below).  One 
thing  is  certain:  as  the  availability 
of  gambling  opportunities  is  ex- 
panded, the  prevalence  of 
gambling's  consequences  will  in- 
crease in  the  community  and  in  the 
doctor's  office.  As  pointed  out  by 
one  author,  "Medical  illness  or 
not,. ..the  odds  are  good  we  can 
expect  to  see  more  patients  with 
physical  and  psychological  com- 
plaints related  to  gambling...."49 

The  Support 

The  first  opportunity  for  an  office- 
based  response  to  gambling  issues, 
may  come  with  the  first  complaint 
that  is  offered  that  "something  is 
wrong  here" — and  the  party  most 
likely  to  offer  that  first  complaint 
is  the  spouse.  The  complaint  may 
be  about  the  gambler's  gambling 
(least  likely),  about  the  gambler's 
behaviors  in  general  (e.g.,  hours 
spent  away  from  home,  emotional 
distance,  verbal  explosiveness,  de- 
fensiveness), or  about  the  family 
member's  distress  (most  likely). 

The  distress  of  the  family  mem- 
ber of  the  gambler  is  experienced 
emotionally  as  anxiety,  depression, 
or  insomnia,  or  physically,  as  head- 
aches, diarrhea,  or  palpitations. 
When  patients  present  with  psy- 
chophysiologic  symptoms,  the  cli- 
nician is  wise  to  try  to  understand 
the  basis  of  the  pathophysiology: 
could  it  be  an  unfaithful  spouse,  a 
chemically  dependent  spouse,  a 
sexually  harassing  boss,  an  unre- 
solved issue  of  childhood  physical 
or  sexual  abuse,  or  a gambling 
problem  in  current  partner? 

At  times,  the  person  in  the  of- 
fice has  a gambling  problem 
(pathological  gambling  or  a lesser 
variant),  but  complains  about  the 
gambling  of  another  party.  This 
may  be  a classic  example  of  the 
defense  mechanism  of  projection, 
in  which  any  person  in  pain  finds 
it  easier  to  conceptualize  the  pain 
as  attributable  to  something  or 


someone  outside  of  oneself  than  to 
acknowledge  one's  own  contribu- 
tion to  the  painful  process.  Alter- 
nately, this  may  be  example  of  the 
process  of  shame,  which  makes  it 
additionally  painful  to  talk  about 
a problem.  It  has  been  observed 
that  (possibly  due  to  increased 
judgment  and  scorn  delivered  by 
the  culture  in  general)  women  ex- 
hibit more  shame  about  their  gam- 
bling behaviors,  than  do  men. 

Regardless  of  the  reasons,  the 
clinician  should  be  sensitive  to  the 
reality  that  complaints  often  come 
from  affected  family  members  who 
need  support,  not  from  the  gam- 
bler him-  or  herself.  Note  that  in 
1990,  37%  of  the  telephone  calls  to 
the  New  Jersey  gambling  hotline 
(1-800-GAMBLER)  were  from  a 
spouse,  child,  other  family  mem- 
ber, or  other  collateral,  calling  on 
behalf  the  gambler.50  This  pain  is 
real,  and  the  physician  can  be  a 
compassionate  healer  in  such  situ- 
ations. 

A resource  available  in  some 
communities  is  12-step  groups  of 
self-help  and  peer  support  for  fam- 
ily members  of  gamblers.  These  are 
patterned  after  the  family  support 
groups  for  spouses  and  partners  of 
alcoholics  called  Al-Anon5152,  or  of 
narcotic  addicts  and  other  drug 
addicts  called  Nar-Anon;  for  gam- 
bling, these  groups  are  called  Gam- 
Anon  groups.  The  groups  often 
meet  in  the  same  facilities  where 
other  Alcoholics  Anonymous  and 
Al-Anon  groups  meet. 

The  12-step  groups  are  not  pro- 
fessional treatment,  but  provide 
valuable  information,  support,  and 
collegiality  for  participants,  and 
can  be  major  vehicles  for  reducing 
the  shame  that  family  members 
may  feel.  They  are  confidential  and 
free  of  charge.  Physicians  should 
be  aware  of  12-step  resources  in 
their  communities  for  gambling- 
related  issues.  Where  these  are  not 
available,  they  might  encourage 
their  patients  who  have  actively 
addressed  a gambling  problem  in 
themselves  or  in  a family  member. 


to  establish  a Gambler's  Anony- 
mous or  Gam-Anon  group  in  their 
community. 

The  Public  Response 

Physicians  have  an  opportunity  for 
involvement  in  public  policy  is- 
sues, and  are  increasingly  accept- 
ing that  role.53  Physician  testimony 
before  legislatures  has  helped  in- 
form policy  makers  about  the  dan- 
gers of  drinking  and  driving,  the 
dangers  of  passive  smoke,  the  dan- 
gers of  family  violence,  and  the 
dangers  of  adolescent  substance 
use.54  The  gambling  issue  is  promi- 
nent in  many  legislatures,  even  in 
the  second  half  of  the  1990s. 

Though  many  states  find  that 
the  market  for  gambling  has  been 
saturated,  and  the  opportunities 
for  generating  public  revenues  or 
revenues  for  targeted  groups  such 
as  Native  American  communities 
may  be  less  than  at  first  assumed, 
there  is  still  a push  to  expand  gam- 
bling opportunities  in  some  juris- 
dictions. In  Wisconsin,  for  ex- 
ample, there  has  been  legislative 
debate  regarding  the  role  of  Native 
American  casinos  in  diverting  the 
entertainment  dollar  away  from 
the  neighborhood  tavern,  and  the 
negative  financial  impact  on  small 
family-owned  businesses  when 
patronage  dries  up  in  the  indepen- 
dent tavern;  legalization  of  video 
poker  machines  in  taverns  has  thus 
been  promoted  as  a potentially 
equalizing  (and  equitable)  step  by 
some  public  policymakers.55 

Physicians  have  the  opportunity 
to  testify  in  public  hearings,  con- 
tact their  legislative  representa- 
tives, write  letters-to-the-editor,  or 
even  call  in  to  radio  talk  shows,  and 
thus  contribute  constructively  to 
the  public  debate  about  gambling 
issues.  Gambling  is  indeed  a be- 
nign entertainment  vehicle  for  mil- 
lions of  citizens;  over  90%  of  gam- 
blers are  social  gamblers.56  How- 
ever, over  half  of  all  money  wa- 
gered in  legal  gambling  venues 
may  be  bet  by  pathological  gam- 
blers57, so  for  a minority  segment 
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of  the  population,  gambling  is  any- 
thing but  benign. 

Physicians  can  address  a num- 
ber of  issues  in  the  public  policy 
debate.  They  could  simply  address 
the  issue  of  gambling  as  a disease 
entity58,  and  inform  about  how  it 
is  a legitimate  public  health  issue. 
They  could  address  the  issue  of 
how  the  government  allows  easy 
access  to  gambling  by  adoles- 
cents59, such  as  through  retail  sale 
of  lottery  tickets,  akin  to  the  way 
that  the  government  allows  adoles- 
cents easy  access  to  cigarettes  via 
vending  machine  sales.  They  could 
address  the  issue  of  promotion  of 
gambling  through  government- 
purchased  media  advertising  for 
government-sponsored  gambling 
activities.  They  could  address  the 
issue  of  the  conjoint  licensing  of 
alcohol  consumption  and  gam- 
bling. They  could  address  the  issue 
of  the  varying  addictive  power  of 
different  forms  of  gambling — espe- 
cially the  issue  of  video  poker,  re- 
ferred to  by  some  as  "electronic 
morphine."60  They  could  enter  the 
public  debate  about  on-line  gam- 
bling opportunities  via  credit  card 
debits,  and  the  ability  of  pathologi- 
cal gamblers  to  suffer  immense 
loses  for  themselves  and  their  fami- 
lies through  personal-computer 
gambling  activities. 

When  physicians  take  a public 
policy  position  regarding  gam- 
bling, there  are  many  meritorious 
positions  that  fall  short  of  endors- 
ing total  prohibition.  Physicians 
can  indeed  be  constructive  in  in- 
forming the  media  and  public 
policymakers  about  the  potential 
impact  of  gambling  behavior,  and 
the  impact  of  the  disorder  of  patho- 
logical gambling  on  the  citizenry 
in  general.  Thus,  physicians  can  re- 
spond to  gambling  issues  on  an  in- 
dividual level,  in  the  office,  with  a 
patient  who  is  problem  gambler  or 
who  is  married  to  a problem  gam- 
bler; or  they  can  respond  in  a more 
macroscopic  manner  by  address- 
ing the  issue  as  a public  health  and 
public  policy  matter. 


Special  thanks  to  Meriter  Hospital 
Medical  Librarian,  Robert  Kohler, 
and  NewStart  Secretary,  Julie  Hill, 
for  their  assistance  in  the  prepara- 
tion of  the  references  for  this  pa- 
per. 
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The  Burden  of  Diabetes  in  Wisconsin: 
Diabetes-Related  Amputations,  1994 


Elizabeth  J.  Ford,  Patrick  L.  Remington,  MD,  MPH,  Gabriele  E.  Sonnenberg,  MD 


Introduction:  Amputation  is  a 
well-known  complication  of  diabe- 
tes, accounting  for  about  50%  of  the 
non-traumatic  amputations  that 
occur  in  the  United  States  every 
year1.  This  report  analyzes  hospi- 
tal discharge  data  on  diabetes-re- 
lated amputations  from  1994.  This 
information  can  be  used  to  assess 
the  public  health  burden  of  diabe- 
tes-related amputations  in  Wiscon- 
sin and  to  identify  groups  at  high 
risk  for  diabetes-related  amputa- 
tions. 

Methods:  Information  from  hos- 
pital discharge  records  from  1994 
was  obtained  from  the  Office  of 
Health  Care  Information.  The 
analysis  included  each  hospitaliza- 
tion record  that  listed  a diagnosis 
of  diabetes  (International  Classifi- 
cation of  Diseases-9th  Revision 
(ICD-9)  code  250)  and  a procedure 
code  indicating  amputation  (ICD- 
9 84.01-84.30). 

Results:  There  were  1,489  hospital- 
izations in  1994  in  which  one  or 
more  diabetes-related  amputations 
occurred,  and  a total  of  1,803  dia- 
betes-related amputations  (some 
individuals  had  more  than  one  am- 
putation during  a single  hospital 
stay).  Amputation  of  the  toe  was 
the  most  frequent  type  of  amputa- 
tion, accounting  for  more  than  a 
third  (38%)  of  all  amputations. 
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Over  half  of  all  amputations  in- 
volved the  foot  (13%),  leg  below 
the  knee  (24%),  leg  above  the  knee 
(14%),  or  upper  limb  (2%).  Finally, 
9%  of  hospitalizations  were  for  re- 
visions of  the  stump  from  a prior 
amputation. 

The  risk  of  amputation  in- 
creased with  increasing  age,  with 
the  highest  rates  among  person  65 
years  of  age  and  older.  The  rate  of 
amputations  was  more  than  twice 
as  great  among  men  compared 
with  women.  Minorities  experi- 
enced significantly  higher  rates  of 
amputation  than  whites:  blacks 
had  3.1  times  the  rate  and  Ameri- 
can Indians  had  4.4  times  the  rate 
(table  and  figure). 

The  total  cost  of  hospitalizations 
in  1994  for  diabetes-related  ampu- 
tations was  $25  million.  The  aver- 
age hospitalization  cost  was  $17 
thousand,  with  an  average  stay  of 
12.6  days.  Fifty-three  (3.6%)  of  the 


1,489  hospitalizations  with  diabe- 
tes-related amputations  ended  in 
death. 

Discussion:  The  burden  from  dia- 
betes-related amputations  in  Wis- 
consin is  substantial,  accounting 
for  over  $25  million  in  hospitaliza- 
tion costs  and  affecting  the  quality 
of  life  for  more  than  a thousand 
diabetics  and  their  families  each 
year.  The  U.S.  Department  of 
Health  and  Human  Services  has 
called  for  a 40%  reduction  in  the 
amputation  rate  in  patients  with 
diabetes  by  the  year  2000.  This 
could  be  accomplished  in  Wiscon- 
sin through  improved  control  of 
diabetes,  more  intensive  and  wide- 
spread patient  diabetes  education 
and  better  foot  care. 

Diabetic  neuropathy  is  one  of 
the  most  common  results  of  the 

Continued  on  next  page 
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Figure:  Diabetes-related  amputation  hospital  discharge  rates  by  age  and  race, 
Wisconsin,  1994. 
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Table:  Diabetes-related  amputation  hospitalizations  by  age,  sex,  and 
race,  Wisconsin,  1994. 


Age 

Number 

Rate*/ 100.000 

<25 

0 

0 

25-34 

14 

2 

35-44 

102 

12 

45-54 

181 

32 

55-64 

307 

75 

65-74 

447 

123 

75-84 

325 

138 

85+ 

113 

135 

Sex 

Male 

954 

44 

Female 

535 

19 

Race 

White 

1,325 

27 

Black 

96 

87 

Am  Indian 

28 

118 

TOTAL 

1,489 

30 

*Age  adjusted  to  the  1990  Wisconsin  population. 


progression  of  diabetes  in  both  in- 
sulin-dependent (IDDM)  and  non- 
insulin-dependent (NIDDM)  dia- 
betes. The  American  Diabetes  As- 
sociation estimates  that  54%  of 
people  with  IDDM  and  45%  of 
people  with  NIDDM  have  periph- 
eral neuropathy.2  The  most  com- 
mon form  is  peripheral  sensory 
neuropathy,  which  occurs  in  the 
legs,  feet,  and  hands.3  The  patient 
progressively  loses  the  ability  to 
feel  heat,  cold  and  pain.  Any  dam- 
age to  the  skin  and  tissue,  even  a 
minor  abrasion  due  to  ill-fitting 
shoes,  is  usually  unnoticed  and 
therefore  untreated.  Another  im- 
portant factor  that  delays  healing 
is  the  presence  of  peripheral  vas- 
cular disease  among  diabetics, 
which  can  result  in  gangrene  and 
necessitate  amputation. 

Improved  control  of  diabetes 
has  been  demonstrated  to  reduce 
the  incidence  of  diabetic  neuropa- 
thy, and  thus  reduce  the  risk  of  dia- 
betes-related amputations.  The 
Diabetes  Control  and  Complica- 
tions Trial  (DCCT),  a ten-year 
study  of  1,401  diabetic  patients, 
demonstrated  that  aggressive 
monitoring  and  control  of  blood 
glucose  levels  resulted  in  a 60% 
reduction  in  the  risk  of  confirmed 
clinical  neuropathy.4 

Another  way  to  prevent  dia- 
betic-related amputations  is 
through  better  foot  care.  Patient 
education,  combined  with  prompt 
treatment  of  diabetic  foot  ulcers, 
has  reduced  amputation  rates  and 
lengths  of  hospital  stays  by  33%. 5 
Simply  adhering  to  foot  care  guide- 
lines established  by  CDO,  which 
includes  daily  foot  inspection,  can 
help  keep  feet  healthy  and  lower 
the  risk  of  amputation. 

This  study  found  significantly 
higher  rates  of  amputations  for 
blacks  and  American  Indians,  com- 
pared with  whites  in  Wisconsin. 
Looked  at  another  way,  if  the  rates 


of  amputations  were  similar  across 
for  all  races  in  Wisconsin,  there 
would  have  been  65  fewer  ampu- 
tations among  blacks  and  22  fewer 
among  American  Indians.  These 
findings  parallel  national  estimates 
that  place  the  age-adjusted  preva- 
lence of  diabetes  among  minorities, 
particularly  black  and  American 
Indian  women,  at  up  to  twice  that 
of  whites.7  It  is  important  to  fur- 
ther examine  the  reasons  for  this 
increased  risk,  implement  appro- 
priate prevention  strategies,  and 
evaluate  their  impact  over  time. 
Acknowledgments:  The  authors 
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What's  New  In.... 

Clinical  Pharmacology  and  Therapeutics 

Mahendr  S.  Kochar,  MD,  MS  and  William  B.  Campbell,  PhD 


Several  new  drugs  have  been 
approved  by  the  US  Food 
and  Drug  Administration  (FDA)  in 
the  last  two  years.  This  article  sum- 
marizes only  those  which  belong 
to  a new  class  of  drugs  and  are  con- 
sidered significant  advances  in 
therapeutics. 

Hypertension 

The  angiotensin  converting  en- 
zyme (ACE)  inhibitors,  first  intro- 
duced in  the  late  1970s,  are  now 
common  place  in  treatment  of  hy- 
pertension. They  block  the  forma- 
tion of  angiotensin  II  from  angio- 
tensin I.  Anew  class  of  drugs  called 
the  angiotensin  II  receptor  antago- 
nists as  represented  by  Iosartan 
(Cozaar)  has  been  found  to  be  ef- 
fective in  controlling  hypertension. 
Compared  to  the  ACE  Inhibitors, 
Iosartan  inhibits  the  renin-angio- 
tensin system  more  completely 
and  more  selectively  than  ACE  in- 
hibitors. It  does  not  cause  cough 
like  the  ACE  Inhibitors  and  is  well 
tolerated.1 

HIV  Infection 

A new  class  of  anti-HIV  drugs,  the 
protease  inhibitors  have  been  intro- 
duced for  treatment  of  HIV  infec- 
tion. The  three  protease  inhibitors 
currently  available  include: 
saquinavir  (Invirase),  ritonavir 
(Norvir),  and  indinavir  (Crixivan). 
Protease  inhibitors  prevent  cleav- 
age of  protein  precursors  essential 
for  HIV  infection  of  new  cells  and 
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viral  replication.  In  some  patients 
with  advanced  HIV  infection,  the 
introduction  of  a protease  inhibi- 
tor into  their  regimen  has  lead  to 
marked  clinical  improvement. 
Among  the  three  protease  inhibi- 
tors, saquinavir  appears  to  be  lease 
effective  and  use  of  ritonavir  may 
be  limited  by  its  adverse  effects  and 
numerous  drug  interactions.  Triple 
therapy  with  two  nucleosides 
(zidovudine,  didanosine,  etc.),  and 
a protease  inhibitor  appears  to  be 
the  most  potent  antiretroviral  regi- 
men available.2 

Non-Insulin  Dependent 
Diabetes  Mellitus  (NIDDM) 

Metformin  (Glucophage),  a 
biguanide,  became  available  in  the 
USA  last  year.  Previously  marketed 
in  more  than  90  countries, 
metformin  is  chemically  related  to 
phenformin  which  was  withdrawn 
from  the  US  market  in  1976  be- 
cause it  caused  a high  incidence  of 
lactic  acidosis.  Metformin  is  effec- 
tive with  or  without  a sulfonylurea 
in  treating  hyperglycemia  without 
causing  hypoglycemia  or  weight 
gain  in  patients  with  non-insulin 
dependent  diabetes  mellitus  not 
controlled  by  diet  alone.  It  can 
cause  unpleasant  gastrointestinal 
effects.  The  occurrence  of  lactic  aci- 
dosis with  currently  recommended 
dosage  of  metformin  appears  to  be 
rare  in  patients  with  normal  renal 
function.3 

Acarbose  (Precose)  is  an  oral  al- 
pha-glucosidase  inhibitor  that  has 
been  available  in  Europe  for  sev- 
eral years.  It  was  approved  by  the 
FDA  for  treatment  of  NIDDM. 
Taken  at  the  beginning  of  a meal, 
it  interferes  with  hydrolysis  of  di- 
etary disaccharides  and  complex 
carbohydrates,  delaying  absorp- 
tion of  glucose  and  other  monosac- 


Mahendr  S.  Kochar,  MD,  MS 


charides.  Systemic  absorption  of 
acarbose  itself  is  limited  to  about 
1%  of  the  dose.  Acarbose  taken 
with  diet  along  or  in  addition  to 
other  drugs  can  be  helpful  in  low- 
ering postprandial  plasma  glucose 
concentrations  in  patients  with  dia- 
betes mellitus.  Gastrointestinal  ad- 
verse effects  may  be  troublesome.4 

Osteoporosis 

Alendronate  (Fosamax)  is  a 
biphosphonate  which  inhibits  os- 
teoclast activity  and  shifts  the  bal- 
ance between  bone  formation  and 
resorption  toward  formation.  It 
was  approved  by  the  FDA  in  treat- 
ment of  postmenopausal  os- 
teoporosis. It  is  taken  orally  once  a 
day  on  an  empty  stomach  and  is 
well  tolerated.  The  long-term 
safety  remains  to  be  established.5 

Obesity 

Unlike  the  obesity  drugs  of  the 
1960s  and  1970s,  many  of  which 
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were  stimulants  as  amphetamines, 
dexfenfluramine  (Redux)  is  a close 
cousin  of  the  antidepressive  drug 
fluoxetine  (Prozac).  It  raises  the 
levels  of  serotonin  in  the  brain, 
causing  a feeling  of  fullness  and 
satisfaction.  It  is  indicated  for  pa- 
tients who  are  30%  over  their  ideal 
body  weight. 

Migraine 

Sumatriptan  (Imitrex)  is  available 
in  a formulation  designed  for  pa- 
tients to  inject  themselves 
subcuteneously,  and  in  oral  formu- 
lation. It  is  a seratonin  5-HT,-selec- 
tive  agonist  with  a short  duration 
of  action.  It  appears  to  be  more  ef- 
fective than  ergotamine  for  treat- 
ment of  acute  migraine  attacks.  The 
drug  has  to  be  administered  upon 
the  onset  of  a migraine  attack.  A 
sense  of  chest  pain  due  to  coronary 
spasm  may  occur  with  the  inject- 
able preparation,  and  the  drug  is 
contraindicated  in  patients  with 
risk  factors  for  coronary  artery  dis- 
ease.6 

Amyotrophic  Lateral  Sclerosis 

Riluzole  (Rilutek)  is  now  available 
for  treatment  of  amyotrophic  lat- 
eral sclerosis  (ALS,  Lou  Gehrig's 
disease).  Due  to  the  limited  supply 
of  the  drug,  it  has  been  made  avail- 
able to  3,000  of  the  possible  25,000 
patients  with  the  disease  in  the 
USA  through  a lottery.  ALS  is  a pro- 
gressive degenerative  disease  of 
motor  neurons  with  a medium  sur- 
vival of  three  to  four  years  after 
diagnosis.  Although  the  etiology  of 
the  sporadic  form  of  ALS  remains 
unknown,  accumulation  of 
glutamate,  the  principal  excitatory 
neurotransmitter  in  the  brain,  may 
occur  and  lead  to  neuronal  injury 
or  death.  Riluzole  inhibits 
glutamate  released  presynaptically, 
possibly  by  blocking  sodium  chan- 
nels. It  may  block  postsynaptic 
glutamate  receptors  as  well.7 


Abortion 

An  intramuscular  injection  of  folic 
acid  antagonist,  methotrexate 
(Folex),  followed  up  to  seven  days 
later  by  oral  or  intra vaginal  admin- 
istration of  misoprostol  (Cytotec), 
a prostaglandin,  can  terminate 
early  intrauterine  pregnancy. 
Methotrexate  has  a direct  cytotoxic 
effect  on  trophoblastic  tissue; 
misoprostol  stimulates  uterine 
contractility  and  expels  the  prod- 
uct of  conception.  The  FDA  hasn't 
approved  the  use  of  these  drugs  for 
inducing  abortion.  Fleadache,  nau- 
sea, vomiting,  and  prolonged 
bleeding  have  occurred;  no  serious 
complications  have  been  reported.8 

Low  Molecular  Weight  Heparin 

Two  low  molecular  weight  heparin 
preparations,  enoxaparin 
(Lovenox),  and  dalteparin 
(Fragmin)  have  been  approved  by 
the  FDA  for  prevention  of  deep 
thrombosis  in  high  risk  patients 
after  abdominal  surgery,  hip  re- 
placement, and  knee  replacement. 
Without  anticoagulation,  deep 
thrombosis  occurs  in  about  15-30% 
of  patients  after  abdominal  surgery 
and  about  40-70%  of  patients  after 
major  orthopedic  procedures.  Pa- 
tients at  greatest  risk  for  deep 
thrombosis  following  abdominal 
surgery  are  those  who  are  more 
than  40  years  old,  obese,  or  have  a 
malignancy  or  history  of  deep 
thrombosis  or  pulmonary  embo- 
lism. These  low  molecular  weight 
heparin  preparations  have  the  ad- 
vantage over  unfractioned  heparin 
in  that  they  can  be  administered  in 
a fixed  or  weight  adjusted  dose 
subcutaneously  once  or  twice  a 
day.9 

Vaccines 

A live  attenuated  varicella  vaccine 
(Varivax)  is  now  available  for  pre- 
vention of  varicella  (chicken  pox). 
The  strain  used  in  the  vaccine  is 
attenuated  by  passage  in  human 
and  embryonic  guinea  pig  cell  cul- 


ture. It  is  recommended  for  every- 
one more  than  one  year  old  who  is 
in  good  health  and  who  has  no  his- 
tory of  clinical  varicella.  How  long 
the  vaccine  will  remain  effective 
and  whether  a booster  dose  will  be 
necessary  sometime  in  adult  life 
remains  to  be  determined.  The  vac- 
cine should  not  be  given  to  preg- 
nant women.10 

A vaccine  to  prevent  hepatitis  A 
(Havrix)  is  now  available  in  the 
United  States.  Transmission  of 
hepatitis  A virus  infections  occurs 
through  fecal-oral  person  to  person 
transmission,  or  by  ingestion  of 
contaminated  food  or  water,  par- 
ticularly raw  shellfish.  The  hepati- 
tis A vaccine  is  prepared  in  human 
cell  culture,  purified,  and  activated 
with  formalin.  It  is  recommended 
for  travelers  to  endemic  areas  and 
other  high  risk  groups  such  as  ho- 
mosexuals, and  intravenous  drug 
abusers.  The  vaccine  is  adminis- 
tered intramuscularly  in  two  doses 
six  to  12  months  apart.11 

General  Anesthesia 

Seroflurane  (Ultane)  and 
desflurane  (Suprane)  are  new  in- 
halational  anestetics.  They  permit 
more  rapid  induction  and  emer- 
gence from  anesthesia.  In  contrast 
to  desflurane,  seroflurane  has  low 
pungency  and  is  particularly  use- 
ful for  outpatient  anesthesia.12 
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What's  New  In.... 

Obstetrics  and  Gynecology 


Thomas  R.  Wigton,  MD 

A.  Prematurity 

Premature  birth  (delivery  before  37 
weeks'  gestation)  complicates  7- 
10%  of  all  pregnancies  and  remains 
a major  problem  in  obstetrics.  Pre- 
maturity accounts  for  approxi- 
mately 75%  of  neonatal  morbidity 
and  mortality  not  related  to  con- 
genital malformations.  Premature 
birth  disproportionately  contrib- 
utes to  developmental  delay  cere- 
bral palsy,  visual  and  hearing  im- 
pairment and  other  life  long  handi- 
caps. In  spite  of  recognition  of  risk 
factors,  tocolytic  medications  and 
other  technologies  (home  uterine 
activity  monitoring,  transvaginal 
ultrasound  for  cervical  length)  the 
rate  of  preterm  birth  has  not 
changed  over  the  past  four  de- 
cades. 

Cervicovaginal 
Fetal  Fibronectin  Test 

Prevention  of  preterm  labor  and 
birth  requires  not  only  effective  in- 
terventions but  also  recognition  of 
those  pregnancies  at  risk.  Tradi- 
tional risk  scoring  systems  are 
based  primarily  on  demographic 
factors  and  have  low  positive  pre- 
dictive values  for  preterm  birth.  A 
great  deal  of  research  has  been  con- 
ducted over  the  past  10  years  in  an 
attempt  to  identify  those  pregnant 
women  at  risk  for  preterm  birth.  A 
new  test,  cervicovaginal  fetal 
fibronectin,  has  recently  been  ap- 
proved for  use  in  women  with 
signs  and/or  symptoms  of  preterm 
labor,  as  a possible  predictor  of 
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those  who  truly  are  at  risk  for 
preterm  delivery. 

Fetal  fibronectin  is  an  insoluble 
extracellular  matrix  protein  which 
is  involved  in  cell  adhesion,  migra- 
tion, growth,  and  differentiation.  It 
was  identified  in  1985  and  origi- 
nally termed  "oncofetal 
fibronectin."  Fetal  fibronectin  is 
produced  by  some  tumors  as  well 
as  fetal  tissues.  Immunohis- 
tochemical  studies  have  localized 
fetal  fibronectin  to  the 
choriodecidual  junction  where  in- 
vestigators hypothesize  it  serves  as 
a "trophoblast  glue."  Normally  fe- 
tal fibronectin  can  be  identified  in 
cervicovaginal  secretions  until  ap- 
proximately 20  weeks'  gestation 
and  again  towards  term.  Presum- 
ably, disruption  of  the 
choriodecidual  junction,  whether 
by  uterine  contractions,  ascending 
vaginal  infection  or  other  ill  de- 
fined mechanisms,  results  in  re- 
lease of  fetal  fibronectin.  Fetal 
fibronectin  can  subsequently  be 
measured  by  ELISA  in  a specimen 
obtained  at  the  vaginal  introitus. 

Lockwood  et  al1  measured  fetal 
fibronectin  in  117  women  with  sus- 
pected preterm  labor  and  intact 
membranes.  Elevated 

cervicovaginal  fetal  fibronectin 
(>50  ng/mL)  had  a sensitivity  of 
82%  and  positive  predictive  value 
of  83%  for  predicting  preterm  de- 
livery. 

lams  et  al2  recently  reported 
their  experience  with  fetal 
fibronectin  in  symptomatic  pa- 
tients. They  studied  192  women 
with  suspected  preterm  labor,  32% 
of  which  delivered  prior  to  37 
weeks'  gestation.  For  delivery 
prior  to  37  weeks'  gestation,  the 
sensitivity  and  positive  predictive 
value  of  a positive  test  (>50  ng/ 
mL)  were  44%  and  60%  respec- 


tively; the  specificity  and  negative 
predictive  values  were  86%  and 
76%  respectively. 

A positive  test  in  a symptomatic 
patient  may  encourage  physicians 
to  prescribe  corticosteroid  therapy 
for  enhancement  of  fetal  lung  ma- 
turity and  initiate  maternal  trans- 
fer to  a tertiary  care  center  for  fur- 
ther management.  On  the  other 
hand,  a negative  test  (with  its  re- 
assuring negative  predictive  value) 
in  a symptomatic  patient,  may  en- 
courage physicians  not  to  prescribe 
potentially  dangerous  medications 
such  as  tocolytic  agents  unless  cer- 
vical change  can  be  documented. 

The  value  of  fetal  fibronectin  in 
asymptomatic  patients  is  less  clear. 
Nageotte  et  al3  screened  87  asymp- 
tomatic high-risk  gravidas  weekly 
with  an  ELISA  for  fetal  fibronectin. 
The  positive  and  negative  predic- 
tive values  for  preterm  birth  were 
46%  and  94%,  respectively. 

Goldenberg  et  al4  reported  a 
blinded  observational  study  of 
2029  low  risk  asymptomatic  pa- 
tients screened  every  other  week 
from  22-30  weeks  for  fetal 
fibronectin.  The  positive  predictive 
values  ranged  from  13-36%,  de- 
pending on  the  gestational  age  cut- 
off (<28,  ,32,  ,35  weeks  at  delivery). 
As  a screening  test  for  preterm 
birth,  fetal  fibronectin  holds  prom- 
ise, but  ultimately,  improvement  in 
perinatal  outcome  depends  on  de- 
velopment of  effective  intervention 
once  a high  risk  patient  is  identi- 
fied. 

B.  Hemolytic  Disease 
of  the  Newborn 

Rhesus  (Rh)  isoimmunization  and 
hemolytic  disease  of  the  newborn 
also  remain  significant  problems  in 
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obstetrics,  affecting  approximately 
1 per  1000  live  births.  While  pro- 
phylaxis with  Rhesus  immunoglo- 
bulin (RhoGAM™)  has  decreased 
the  incidence  of  this  problem,  con- 
siderable morbidity  and  mortality 
still  occurs.  When  a woman  is 
isoimmunized  and  the  father  of  the 
baby  carries  the  antigen  in  ques- 
tion, it  is  necessary  for  her  to  un- 
dergo numerous  invasive  proce- 
dures such  as  serial  amniocentesis 
or  percutaneous  umbilical  blood 
sampling  to  determine  the  involve- 
ment of  the  fetus,  even  though  the 
baby's  father  may  be  heterozygous 
and  the  fetus  may  not  have  inher- 
ited the  antigen  in  question.  If  it 
could  be  determined  that  the  fetus 
was  in  fact  Rh  negative  in  such  cir- 
cumstances, many  of  these  inva- 
sive tests  with  their  attendant  risks 
and  costs  could  be  avoided. 
Through  polymerase  chain  reac- 
tion (PCR)  technology  it  is  now 
possible  to  determine  fetal  Rh  type 
on  cultured  amniocytes  obtained 
by  amniocentesis  as  early  as  14 
weeks'  gestation.  The  same  proce- 
dure can  also  be  used  in  pregnan- 
cies complicated  by  isoimmuniza- 
tion to  many  other  antigens,  in- 
cluding Kell,  Duffy,  c,e,E,  etc.  Fur- 
thermore, preliminary  data  indi- 
cate that  within  the  next  one  to  two 
years  it  will  be  possible  to  obtain 
this  information  by  harvesting  fe- 


tal cells  from  the  maternal  blood, 
thereby  avoiding  amniocentesis 
completely. 

C.  "Sequoia"  Ultrasound 

Since  its  introduction,  ultrasound 
has  revolutionized  the  practice  of 
obstetrics.  Recent  technological 
advances  in  ultrasound,  developed 
by  Acuson  Corporation,  have  the 
potential  to  further  revolutionize 
diagnostic  imaging  in  maternal-fe- 
tal medicine. 

"Sequoia  technology"  uses  mul- 
tiple beamformers  and  coherent 
image  formation  to  process  both 
amplitude  and  phase  date  in  re- 
turning ultrasound  echoes.  Con- 
ventional ultrasound  technology  is 
limited  by  its  ability  to  process  only 
amplitude  data,  the  phase  data  is 
interpolated  by  the  ultrasound 
platform.  "Sequoia"  captures  both 
sets  of  data  to  produce  an  image  of 
higher  resolution  more  quickly 
than  conventional  units.  Ulti- 
mately, higher  resolution  image 
will  result  in  improved  ability  to 
diagnose  subtle  fetal  anomalies, 
such  as  certain  congenital  cardiac 
defects,  which  may  require  special- 
ized care  shortly  after  birth.  Accu- 
rate antenatal  identification  of  con- 
genital anomalies  is  important, 
counseling  can  be  offered  and  man- 
agement options  discussed,  includ- 
ing the  timing,  route  and  place  of 
delivery.  In  addition,  identification 
of  anomalies  will  help  prepare  pro- 


spective parents  for  the  emotional 
and  socioeconomic  ramifications  of 
the  condition.  While  promising, 
whether  or  not  such  technology 
will  improve  our  ability  to  cor- 
rectly diagnose  fetal  anomalies  will 
require  appropriately  conducted 
prospective  clinical  trials.  ❖ 


WEST  SHORE  HOSPITAL 
MANISTEE,  MICHIGAN 

Excellent  opportunities  available  for 
BC/BE  physicians  in  the  following 
specialties  to  practice  in  this  beau- 
tiful Michigan  Gold  Coast  commu- 
nity: 

Family  Practice  Pediatrics 
Internal  Medicine 
Obstetrics/Gynecology 

Practice  includes: 

• State-of-the-art  technology  at 
95-bed  West  Shore  Hospital 

• Competitive  salary  with 
comprehensive  benefits 

• Highly  supportive  physicians  & 
patient  base 

• 27,195  person  draw  area 

Manistee,  MI,  offers  an  excellent 
quality  of  life  with  its  peaceful  sur- 
roundings, renown  cultural  events 
and  high-quality  schools.  The  his- 
torically renovated  downtown  and 
gorgeous  lake  front  create  a unique 
atmosphere  in  which  to  live  and 
work.  For  more  information: 


Call  Marie  Noeth  at  800-438-3745  or 
fax  your  CV  to  309-685-2574. 
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— — Focus  on  Technology 

SMS  Web  Site  Now  a Virtual  Reality 

B-L  Pellicore,  Director,  SMS  Communications 


The  State  Medical  Society  of 
Wisconsin  is  proud  to  an- 
nounce that  on  September  16, 1996, 
we  are  officially  launching  our 
World  Wide  Web  site:  WISMED 
(home  page  URL  is: 
http://www.wismed.com). 

"It's  about  time,"  you  may  be 
uttering  under  your  breath  — espe- 
cially those  of  our  members  who 
participated  in  a demonstration  of 
the  site  last  April  at  the  SMS  House 
of  Delegates  annual  meeting.  But 
bear  in  mind  that  the  SMS  was  not 


about  to  establish  a site  on  the 
World  Wide  Web  simply  for  the 
sake  of  "jumping  on  the  band- 
wagon." This  site  has  been  care- 
fully and  specifically  tailored  to 
your  needs,  as  Wisconsin  physi- 
cians — and  to  .those  of  your  pa- 
tients. 

Probably  the  best  features  of 
WISMED  are  its  user-friendliness 
and  comprehensive  content.  We 
like  to  refer  to  it  as  your  one-stop 
shopping  center  for  research  and 
feedback. 


The  point  is,  you  don't  have  to 
"surf"  anywhere  else  on  the  'net  to 
gain  direct  access  to:  medical  news, 
trends  and  research;  state  and  fed- 
eral health  care-related  legislation; 
legal  updates  and  assistance  with 
contracts;  even  discussion  groups 
and  consultations  with  your  peers, 
in  Wisconsin  and  around  the 
world! 

Once  you  call  up  WISMED. 
COM  what  will  you  find?  For 
starters: 

• From  our  "Who  We  Are"  page, 
an  up-to-date  directory  of  SMS 
officials  and  staff,  as  well  as  a 
quick  review  of  the  society's 
major  activities. 

• On  the  "Membership"  page, 
you'll  find  brief  resumes  of  your 
assigned  field  staff  representa- 
tives, along  with  comprehensive 
SMS  Membership  benefits  and 
information. 

• On  the  "Communications" 
page,  find  recent  news  coverage 
of  the  SMS  and  pertinent 
healthcare  issues,  as  well  as  ex- 
cerpts from  our  member  publi- 
cations, Medigram  and  the  WMJ. 

• "Healthcare  Links"  will  take 
you  to  myriad  medical  and  as- 
sociation sites  on  the  World 

Continued  on  next  page 
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Wide  Web,  through  which  you 
can  gain  direct  access  to  research 
by  specialty,  patient  informa- 
tion, instructional  videos  to 
download  — even  physician  chat 
rooms  in  which  you  can  post 
questions  for  direct  response 
from  your  peers,  or  call  up 
"transcripts"  of  past  discussions 
on  any  given  topic. 

• From  our  "Government  Affairs" 
page,  find  state  legislative  up- 
dates, information  on  WISPAC, 
and  "hot  links"  to  state  and  fed- 
eral legislative  sites. 

• The  "Legal"  page  gives  you  re- 
cent court  rulings  affecting  Wis- 
consin physicians,  information 
on  SMS  Commissions  and  their 
most  recent  activities,  help  with 
managed  care  contracts  includ- 
ing gag  clauses,  and  "hot  links" 


to  other  sites  such  as  the  Wis- 
consin Sate  Bar  Association. 

• "What's  New"  gives  you  recent 
trends  in  Wisconsin  health  care, 
SMS  Board  of  Director  meeting 
updates,  and  more. 

• Our  "Insurance  Benefits"  page 
offers  you  specifics  of  the  vari- 
ous plans  available  to  SMS 
member  physicians,  clinics  and 
hospitals  through  SMS  Insur- 
ance Services,  Inc. 

• The  "Seminars"  page  posts  the 
most  recent  calendar  of  classes 
and  credit  information  — even  a 
way  to  register  on-line! 

• And  every  page  has  an  appro- 
priate staff  person's  e-mail  ad- 
dress, hypertext-linked  so  you 
can  access  their  e-mail  in-box  in 
an  instant. 


This  is  only  the  beginning.  As 
with  any  responsibly-maintained 
Web  site,  WISMED  will  continually 
change  and  grow,  in  response  to 
current  events,  medical  trends,  leg- 
islative issues  and,  most  impor- 
tantly, to  your  comments  — which 
you  have  an  opportunity  to  pro- 
vide on  any  page  of  the  WISMED 
site,  by  simply  clicking  on  our 
"talkback"  icon. 

So,  come  visit  us  soon.  It's  free, 
it's  easy  — and  it's  available  to  you 
anytime,  day  or  night.  If  you  are 
not  already  on-line,  please  see  the 
accompanying  article  below,  "Con- 
necting to  the  Internet,"  which  de- 
scribes the  easy  — and  economical 
--  way  in  which  you  can  access  the 
Internet.  And  please  remember,  we 
not  only  welcome,  but  encourage 
your  feedback.  Take  advantage  of 
the  "talkback"  icon,  and  leave  us 
your  comments  or  questions.  Go 
ahead. ..give  us  a hit.*:* 


Connecting  to  the  Internet 

Doug  Turecek,  Management  Information  Systems  director 


So  you've  decided  to  jump  into  the 
world  of  online  computing.  The 
breadth  of  available  information 
and  the  ease  of  communicating 
with  friends  and  colleagues  via  the 
Internet  has  finally  convinced  you 
that  it's  time  to  get  connected.  If 
you  have  resisted  getting  online 
until  now,  you  are  going  to  profit 
from  the  pioneers  who  established 
an  Internet  connection  without  the 
benefits  of  experienced  access  pro- 
viders, user-friendly  software  and 
the  forces  of  competitive  pricing. 
Fortunately,  the  options  for  getting 
connected  today  are  extensive  and 


will  meet  almost  anyone's  budget 
and  level  of  computer  literacy. 

Who  provides  access? 

In  most  areas  of  the  state  there  are 
three  primary  ways  to  connect  to 
the  Internet:  establishing  an  ac- 
count through  a local  university 
campus  if  you  are  a student,  staff 
or  faculty;  via  a national  commer- 
cial online  service  such  as 
CompuServe,  America  Online  or 
Prodigy;  and  services  provided 
through  a dedicated  Internet  Ser- 
vice Provider  or  ISP. 

Universities  were  among  the 


founding  members  of  the  Internet 
network  and  provide  high  quality 
and  well-supported  access.  If  you 
are  a student,  faculty  or  staff,  con- 
tacting your  local  university  cam- 
pus will  most  likely  yield  the  most 
cost-effective  connection. 

Commercial  online  services, 
with  their  user-friendly  installation 
and  interface,  have  always  been  an 
enormous  source  for  non-Internet 
files  and  services.  The  pressure  to 
capture  your  Internet  access  dol- 
lars has  now  forced  them  to 
scramble  to  provide  efficient,  cost- 

Continued  on  page  652 
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Internet  Access  Providers 


Special  Offer! 

The  State  Medical  Society  of  Wisconsin  and  Exec-PC  are  offering  Wisconsin  physicians  13  months  of 
unlimited  local-dial  Internet  access  for  just  $219  ($16.85/month).  A 15-hour  per  week  plan  is  also  avail- 
able at  $125  for  13  months  ($9.62/month).  Local  access  is  currently  available  in  the  metropolitan  areas 
of  Madison  and  Milwaukee,  but  also  in  Racine,  Kenosha,  Appleton,  Watertown,  Green  Bay,  Sheboygan, 
Oshkosh,  Fond  du  Lac,  West  Bend  and  Port  Washington. 

To  get  connected,  simply  call  1-800-EXECPC-l  (1-800-393-2721)  to  open  your  account  and  receive  your 
free  software. 

Wisconsin  Internet  Access  via  Local  Telephone  Companies 

A consortium  of  local  telephone  companies  offers  Internet  access  to  many  rural  communities  through- 
out Wisconsin.  Please  call  your  local  telephone  company  for  information  on  obtaining  Internet  access 
at  competitive  rates  and  via  a local  toll-free  call. 

National  Internet  Service  Providers 

Local  access  numbers  are  available  from  most  of  these  national  providers. 

CompuServe  (800)  336-6823 

America  Online  (800)  827-6364 

IBM  Global  Network  (800)  775-5808 

Prodigy  (800)  776-3449 

Other  Wisconsin  Internet  Service  Providers  by  Provider  Name 

The  following  table  includes  many  of  the  major  providers  throughout  the  state.  Look  for  those  provid- 
ers which  service  your  area  code  and  call  for  information  regarding  local  access. 


Provider 

Phone  Number 

Area  Code 
Served 

Comments 

BadgerDial 

(608)  266-2127 

414, 608,  715 

Serving  WI  public  employees 

Berbee  Information  Networks 

(608)  288-3000 

414,  608 

Internet  Wisconsin 

(414)  887-1516 

414 

FullFeed  Communications 

(800)  840-8205 

414, 608,  715 

Global  Dialog  Internet 

(608)  271-7240 

414, 608 

Wisconsin  Internet,  Inc. 

(414)  835-3070 

414 

Local  dial-up  in  8-county  region  along 
Lake  Michigan 

Looking  for  a better  deal? 

If  you  already  have  Internet  access,  but  would  like  to  find  out  if  a better  deal  exists,  point  your  Web 
browser  to  the  following  address  and  search  for  access  providers  that  will  service  your  area: 

http:/  / thelist.iworld.com 

More  Assistance 

For  more  assistance  in  finding  an  access  provider  with  the  right  plan  for  you,  please  call  the  State 
Medical  Society  of  Wisconsin  Communications  Group  at  (800)  362-9080. 
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effective  access  beyond  their  pro- 
prietary content  and  on  to  the 
Internet.  Each  of  the  major  ser- 
vices, CompuServe,  America 
Online  and  Prodigy,  has  experi- 
enced difficulty  meeting  the  de- 
mands of  subscribers  to  provide 
adequate  capacity  and  a full  range 
of  Internet  services,  although  this 
continues  to  improve. 

A new  breed  of  businesses  has 
emerged  as  a result  of  the  Internet 
boon  and  are  referred  to  simply  as 
Internet  Service  Providers  or  ISPs. 
Most  ISPs  offer  a full  range  of 
Internet  services,  including  train- 
ing, software  and  advanced 
Internet  tools.  ISPs  usually  charge 
an  initial  set-up  fee  which  takes 
care  of  setting  up  your  account  and 
often  includes  the  required  net- 
working software.  One  of  the  pri- 
mary advantages  of  using  an  ISP 
for  Internet  access  is  their  ability  to 
offer  plans  based  on  a fixed  fee  for 
a specific  period  of  time,  for  ex- 
ample, 65  hours  per  month.  With 
this  type  of  service,  the  goal  is  to 
pick  the  plan  which  best  matches 
your  usage  patterns  so  you  don't 
pay  for  more  than  you  could  pos- 
sibly use.  Overall,  ISPs  compare 
favorably  to  the  national  online 
services  in  providing  inexpensive 
and  high  quality  direct  access  to 
the  Internet. 

What  do  I need  to  connect? 

At  a minimum,  you'll  need  a per- 


sonal computer  with  a modem  and 
a phone  line.  There  is  no  need  to 
get  into  the  IBM-compatible  versus 
Macintosh  debate  here  because  ac- 
cess software  is  available  for  both 
platforms.  For  dial-up  use  you'll 
need  a high-speed  modem  and 
software  that  provides  the  link  be- 
tween your  computer  and  the  net- 
work service  provided  by  the  ISP. 
In  most  cases,  the  software  will  be 
provided  by  your  access  service. 
The  faster  the  modem,  the  better. 
A modem  slower  than  14,400  bits 
per  second  (14.4Kbps)  is  likely  to 
be  more  trouble  than  it's  worth  and 
limit  the  convenience  of  accessing 
Internet  resources.  Finally,  you'll 
need  an  account  with  your  ISP.  An 
account  will  provide  a phone  num- 
ber for  your  computer  to  dial,  and 
a user  I.D.  and  password  which 
will  verify  you  as  paid  subscriber. 

For  businesses  that  have  mul- 
tiple users  accessing  the  Internet 
and  demand  a higher  access  speed, 
alternatives  such  as  a full-time 
dedicated  connection  are  available. 
In  most  cases,  it  is  best  to  discuss 
these  options  with  your  access  pro- 
vider. 

Selecting  an  access  provider 

Cost  is  clearly  one  of  the  more  sig- 
nificant factors  in  choosing  an  ac- 
cess provider.  Not  every  ISP 
charges  for  its  services  in  the  same 
way.  Find  out  what  the  initial  ac- 
count set-up  fee  includes.  Is  there 
a local  access  number?  Is  software 
provided  with  the  set-up  and  does 


it  work  with  your  computer?  Is  a 
24-hour  phone  number  available 
for  problems?  What  dial-up 
speeds  are  available?  What  has 
been  the  experience  of  current  sub- 
scribers with  busy  signals  when 
connecting  to  the  ISP? 

Don't  just  look  at  monthly  ser- 
vice charges.  If  the  you  have  to  pay 
for  a long  distance  phone  call  to 
access  the  ISP,  you'll  need  to  weigh 
this  cost  in  the  plan  comparisons. 
Local  access  is  increasing  rapidly 
through  the  emergence  of  local 
phone  companies  and  long  dis- 
tance carriers  getting  into  the  ISP 
business,  so  even  if  local  access 
isn't  available  today,  you  may  be 
willing  to  pay  the  surcharge  of  a 
toll  call  in  the  mean  time. 

The  choice  is  yours 

There  many  things  to  take  into  con- 
sideration when  choosing  how  to 
get  connected  to  the  Internet.  If 
your  needs  are  simple  or  you  don't 
want  to  invest  a lot  of  time  in  com- 
paring ISPs  until  you're  convinced 
access  is  a benefit  for  you,  then 
you'll  do  well  to  take  advantage  of 
well-established,  packaged  solu- 
tions provided  by  commercial 
online  services.  On  the  other  hand, 
if  you  want  to  take  advantage  of 
the  full  range  of  Internet  services 
immediately,  then  investigate  the 
available  ISPs  in  your  area  and  get 
connected.  Either  way,  you'll  soon 
be  bringing  the  full  potential  of  the 
Internet  to  your  fingertips.  ❖ 
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Your  Financial  Fitness 
Umbrella  Liability  Insurance 

by  Michael  J.  Dolan,  CLU,  ChFC,  Madison 


...While  driving  a rental  automo- 
bile on  vacation  in  Europe,  a mo- 
torist is  involved  in  a serious  acci- 
dent. 

...A  homeowner  is  sued  by  a roofer 
injured  during  the  repair  job. 

...A  tourist,  browsing  in  an  antique 
shop,  knocks  over  and  breaks  a 
valuable  Chinese  vase. 

...A  school  board  member,  along 
with  the  rest  of  the  board,  is  sued 
by  a teacher  for  defamation  of  char- 
acter. 

What  happens  in  such  situations? 
Does  your  basic  (underlying)  in- 
surance provide  enough  coverage? 
Not  really.  In  the  case  of  the  mo- 
torist, there  was  limited  coverage 
from  the  rental  car  company,  and 
his  own  automobile  policy  specifi- 
cally excluded  coverage  in  another 
country.  The  roofer  did  receive 
compensation  under  the  liability 
portion  of  his  customer's 
homeowner's  policy,  but  only  to 
the  policy's  limit  of  $100,000;  he 
sued  for  much  more.  The  tourist's 


Dolan  is  president  and  chief  operating 
officer  of  SMS  Insurance  Services  and 
a member  of  the  National  Association 
of  Life  Underwriters. 


homeowner's  policy  provided  just 
$500  toward  the  vase  with  a ticket 
price  of  over  $11,000.  And  the 
school  board  member  was  out  of 
luck;  no  basic  insurance  covers 
defamation  of  character  at  all. 

But  every  one  of  these  people 
did  collect  because  they  all  had  the 
foresight  to  purchase  an  umbrella 
liability  policy. 

An  "umbrella"  policy  provides 
an  extra  level  of  protection,  pick- 
ing up  where  basic  homeowners 
and  automobile  policies  leave  off. 
If  your  homeowner's  policy  has 
the  standard  $100,000  in  liability 
protection,  that  $100,000  will  be  the 
deductible  under  the  umbrella 
policy.  Similarly,  if  your  automo- 
bile policy  has  liability  limits  of 
$100,000/$300,000  (up  to  $100,000 
for  injuries  to  one  person  and  up 
to  $300,000  for  injuries  to  everyone 
injured  in  a single  accident),  these 
would  be  the  deductibles  under 
the  umbrella  policy. 

An  umbrella  policy  also  pro- 
vides primary  coverage  for  poten- 
tially costly  situations  not  covered 
by  other  insurance.  If  you're  sued 
for  libel,  for  example,  an  umbrella 
policy  would  provide  protection 
above  a specified  deductible. 

If  you  have  high  or  potentially 
high  earnings  that  might  be  target 


Michael  ].  Dolan,  CLU,  ChFC 


for  a lawsuit,  you  should  consider 
a separate  umbrella  liability  policy. 
You  can  buy  this  coverage  from 
most  home  and  auto  insurers;  your 
insurance  agent  can  give  you  the 
information. 

Best  of  all,  umbrella  protection 
is  inexpensive.  Policies  are  written 
in  amounts  from  $1,000,000  and 
up.  One  million  dollars  of  cover- 
age typically  costs  about  $150  a 
year.  Is  this  insurance  you  can  af- 
ford to  be  without?  ❖ 
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Physician  Briefs 

J.  Eric  Breckenridge,  MD,  an  an- 
esthesiologist, joined  St.  Joseph's 
Community  Hospital  in  West 
Bend.  He  earned  his  medical  de- 
gree from  Kirksville  College  of  Os- 
teopathic Medicine  in  Kirksville, 
Mo.,  and  completed  his  internship 
and  anesthesia  residency  at  Metro- 
politan Hospital  in  Grand  Rapids, 
Mich. 

David  Braunreiter,  MD,  a family 
practitioner  with  sports  medicine 
training,  recently  joined  the  medi- 
cal staff  of  Mercy  Sports  Medicine 
Center.  He  earned  his  medical  de- 
gree from  the  Medical  College  of 
Wisconsin,  Milwaukee.  Dr 
Braunreiter  completed  a residency 
in  family  practice  at  Deaconess 
Hospital  in  St.  Louis,  Mo.  and  a 
fellowship  in  primary  care  sports 
medicine  at  the  Cleveland  Clinic, 
Ohio. 

Gary  L.  Cohen,  MD,*  a neurologist 
who  specializes  in  the  diagnosis 
and  treatment  of  disorders  or  ab- 
normalities that  affect  the  nervous 
system,  such  as  stroke  and 
Alzheimer's  disease,  has  joined  the 
medical  staff  of  the  Mercy  Beloit 
Medical  Center.  Doctor  Cohen 
earned  his  medical  degree  from 
George  Washington  University, 
Washington,  DC.  He  completed  his 
residency  in  neurology  at  the 
George  Washington  University 
Medical  Center. 

Marguerite  Compton,  MD,*  a der- 
matologist, joined  the  staff  at 
Mercy  Walworth  Medical  Center. 
She  earned  her  medical  degree  and 
completed  a dermatology  resi- 
dency at  the  Medical  College  of 
Wisconsin,  Milwaukee.  Dr 
Compton  also  worked  as  a re- 
search assistant  at  Colby  College, 
Waterville,  Me  and  at  Yale  Univer- 
sity, New  Haven,  Conn.  She  served 
a dermatology  clerkship  in  the  Yale 
Department  of  Dermatology. 


Maria  Graziella  Cruz,  MD,  a fam- 
ily practitioner,  joined  the  medical 
staff  of  Memorial  Medical  Center. 
She  earned  her  medical  degree  in 
1989  from  the  Santo  Tomas  Univer- 
sity, Manila,  Philippines.  She  com- 
pleted her  family  practice  resi- 
dency at  JFK  Medical  Center  in 
New  Jersey  in  1993.  Dr  Graziella 
Cruz  is  a member  of  the  AMA  and 
the  American  Academy  of  Family 
Physicians. 

William  Deering,  MD,*  a pediat- 
ric neurologist,  joined  the  staff  at 
La  Crosse  Campus  Clinic.  He 
earned  his  medical  degree  from  the 
University  of  Washington,  Seattle, 
Wash,  and  completed  a pediatric 
internship  and  residency  and  a 
neurology  residency  at  the  Univer- 
sity of  New  Mexico,  Albuquerque, 
NM.  Dr  Deering  is  board  certified 
in  neurology. 

Daniel  Deetz,  MD,  * an  internist, 
joined  the  internal  medicine 
subspecialties  department  at  the 
LaCrosse  Campus  Clinic  specializ- 
ing in  critical  care/pulmonary 
medicine.  He  earned  his  medical 
degree  from  the  University  of  Min- 
nesota School  of  Medicine, 
Burlington,  Minn.  He  completed  a 
fellowship  in  pulmonary  and  criti- 
cal care  diseases  at  the  University 
of  Iowa  School  of  Medicine.  Dr 
Deetz  is  board  certified  in  internal 
medicine. 

Lori  Devine,  MD,  a family  practi- 
tioner, joined  the  medical  staff  at 
the  La  Crosse  Campus  Clinic's 
Center  for  Women's  Health.  She 
earned  her  medical  degree  from 
the  University  of  Minnesota,  Min- 
neapolis, and  is  a graduate  of  the 
Franciscan  Skemp  Healthcare, 
Mayo  Health  System,  Family  Prac- 
tice Residency  program.  La  Crosse, 
Wis.  Dr  Devine  is  board  certified 
in  family  practice. 


Shelley  Falik,  MD,*  a cardiologist, 
joined  the  medical  staff  of  Monroe 
Clinic.  He  earned  his  medical  de- 
gree at  the  University  of  Monterey 
College  of  Medicine,  and  com- 
pleted internships  in  internal 
medicine  at  Mount  Sinai  Medical 
School  and  in  general  surgery  at 
Methodist  Hospital  Center  in  New 
York.  He  completed  a residency 
and  two  fellowships  at  New  York 
Medical  College-Metropolitan 
Hospital,  one  in  critical  care  and 
one  in  cardiology. 

Laurence  Greenbaum,  MD,  PhD, 

a pediatric  nephrologist,  was  ap- 
pointed professor  of  pediatrics  at 
the  Medical  College  of  Wisconsin, 
Milwuakee.  His  clinical  specialties 
are  transplantation,  dialysis,  neph- 
rotic syndrome,  and  treatment  of 
bed  wetting.  He  received  his  medi- 
cal degree  from  Yale  University 
School  of  Medicine  in  1990,  and 
completed  a pediatric  nephrology 
fellowship,  and  a pediatric  resi- 
dency at  the  University  of  Califor- 
nia, Los  Angeles  School  of  Medi- 
cine. 

David  Hasler,  MD,*  an  anesthesi- 
ologist, joined  the  medical  staff  at 
Watertown  Memorial  Hospital.  He 
earned  his  medical  degree  from 
Ross  University  School  of  Medi- 
cine in  1992.  He  completed  a four 
year  anesthesiology  residency  with 
special  emphasis  in  obstetrics  and 
pain  management  at  the  Medical 
College  of  Wisconsin. 

Thomas  Julian,  MD,  University  of 
Wisconsin,  Medical  School  profes- 
sor of  obstetrics  and  gynecology 
and  director  of  benign  gynecology 
at  University  of  Wisconsin  Hospi- 
tal and  Clinics,  recently  attended 
the  American  Urogynecology  So- 
ciety/Society of  Pelvic  Surgeons 
Research  Retreat  in  Virginia.  The 
executive  committee  of  these  soci- 
eties brought  together  12  of  the 
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most  respected  gynecologic  sur- 
geons in  the  United  States  to  dis- 
cuss future  research  needed  in  pel- 
vic reconstructive  surgery.  Dr 
Julian  also  recently  served  on  the 
Standards  Committee  for  the  Na- 
tional Board  of  Medical  Examiners. 
This  committee  sets  guidelines  for 
the  Step  II  licensing  examination 
taken  by  all  senior  medical  stu- 
dents nationwide. 

Kimberly  Kick,  MD,*  a family 
practitioner,  recently  joined  the 
staff  at  Mercy  Edgerton  Medical 
Center.  She  earned  her  medical 
degree  from  Indiana  University 
School  of  Medicine,  and  completed 
her  residency  at  the  Mercy  Health 
System  family  practice  residency 
program. 

Keith  Konkol,  MD,  an  internist 
and  infectious  disease  specialist. 


joined  the  Mercy  Clinic  West  medi- 
cal staff.  He  earned  his  medical 
degree  from  the  University  of  Wis- 
consin School  of  Medicine,  Madi- 
son. He  completed  his  internal 
medicine  internship  and  residency 
at  Walter  Reed  Army  Medical  in 
Washington,  DC.  Dr  Konkol  also 
completed  an  infectious  diseases 
fellowship  at  Brooke  Army  Medi- 
cal Center  in  Fort  Sam  Houston, 
Tex.  He  is  a member  of  the  Ameri- 
can Medical  Association,  American 
College  of  Physicians,  American 
Society  of  Microbiology  and  the 
American  Society  of  Tropical  Medi- 
cine and  Hygiene.  He  is  certified 
by  both  the  American  Board  of  In- 
ternal Medicine  and  the  American 
Board  of  Internal  Medicine  and 
Infectious  Diseases. 

Kenneth  Kuehnl,  MD,  an  internal 
medicine  specialist,  recently  joined 


the  medical  staff  at  the  Beaver  Dam 
Clinic.  He  earned  his  medical  de- 
gree from  the  University  of  Wis- 
consin School  of  Medicine,  Madi- 
son, in  1977.  He  is  board  certified 
in  internal  medicine. 

Eric  Miller,  MD,*  a family  practi- 
tioner, has  joined  the  staff  at  the 
University  Community  Clinics  in 
Beaver  Dam.  He  earned  his  medi- 
cal degree  from  University  of  Wis- 
consin Medical  School,  Madison,  in 
1993.  He  completed  his  residency 
at  St.  Mary's,  Milwaukee. 

Darlene  Mullon,  MD,*  a neurolo- 
gist, recently  joined  the  medical 
staff  at  Bay  Area  Medical  Center. 
She  earned  her  medical  degree 
from  Georgetown  University 
School  of  Medicine  in  1984.  She 
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Are  you  spending  more  time  managing  your 
practice  than  taking  care  of  patients? 

At  SCHENCK  HealthServices  Group  we 
have  the  expertise  and  resources  to  provide 
the  practice  management  solutions  you  need 
— letting  you  spend  more  of  your  time  on 
what  you  do  best,  practicing  medicine. 

The  SCHENCK  Health  Services  Group... 

A better  way  to  do  business. 
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200  East  Washington  Street  • P.O.  Box  1739  • Appleton,  WI  54913-1739 
(414)731-8111  • Fax  (414)  731-3071 
DIVISION  OF  SCHENCK  & ASSOCIATES  SC 


PSYCHIATRIST 

Work  (and  play)  in  Wisconsin's 
Beautiful  Northwoods! 


Sacred  Heart  - Saint  Mary's  Hospital's  Inc.,  located  in  the 
Beautiful  "northwoods"  of  Wisconsin,  is  currently  seeking  a qualified 
candidate  tro  join  our  team  of  professionals. 

Our  20-bed, JCAHO  accredited  Psychiatric  Unit  and  Outpatient  Clinic 
is  located  at  Saint  Mary's  Hospital  in  Rhinelander,  WI.  Here,  we  service 
both  inpatients  and  outpatients  within  a 75  mile  radius. 


Requirements  for  this  position  indued  graduation  from  a Medical 
College  and  American  Medical  Association  approved  psychiatric 
residency  program  and  current  Wisconsin  license.  One  year  of  hospi- 
tal experience  is  preferred.  Excellent  communication  and  interpersonal 
skills  are  required.  This  is  a Full  - Time  position,  primarily  weekdays. 


We  offer  a competitive  salary,  plus  a full  range  of  attractive  benefits 
including  Health,  Dental,  and  Life  insurance,  subsidized  Child  Day  Care, 
Flexible  Spending  Acounts,  Pension,  a contributory  T.S.A.  program  and 
continuing  education. 

Qualified  candidates  are  encouraged  to  call  TOLL-FREE,  or  send 
resume, to:  Karen  Schoone,  Human  Resources,  1-800-578-0840, 
extension  6449,  or  (715)  369-6449. 


SACRED  HEART-SAINT  MARY’S 
HOSPITALS,  INCORPORATED 

A MEMBER  OF  MINISTRY  CORPORATION 
SISTERS  OF  THE  SORROWFUL  MOTHER 
1044  Kabel  Avenue 
Rhinelander.  WI  54501 
Equal  Opportunity  Employer 


Wisconsin  Medical  Journal  • September  1996 


655 


Continued  from  previous  page 

completed  her  residency  and  in- 
ternship at  large  urban  medical 
centers  in  Washington,  DC,  and 
completed  a fellowship  at  the 
Mayo  Clinic. 

Gregory  Pupillo,  MD/  a neurolo- 
gist, has  joined  the  neurology  de- 
partment at  the  La  Crosse  Campus 
Clinic.  He  earned  his  medical  de- 
gree from  Indiana  University 
School  of  Medicine. 

He  completed  his  residency  in  neu- 
rology at  McGill  University, 
Montreal,  Quebec,  and  completed 
a fellowship  in  epilepsy  at 
Montreal  Neurological  Hospital, 
Montreal,  Quebec. 

Todd  Sandstrom,  MD/  a surgeon, 
with  a special  interest  in  non-car- 
diac chest  surgeries,  has  joined  the 
staff  at  Watertown  Memorial  Hos- 
pital. He  earned  his  medical  de- 
gree from  the  University  of  Wis- 
consin School  of  Medicine.  He 
completed  his  surgical  residency  at 
Henry  Ford  Hospital  in  Detroit. 

David  Schwartz,  MD/  has  re- 
cently joined  the  medical  staff  of 
Franciscan  Skemp  Healthcare.  He 
earned  his  medical  degree  from  the 
University  of  Iowa,  Iowa  City.  He 
completed  his  residency  at  the 
Franciscan  Skemp  Healthcare, 
Mayo  Health  System  Family  Prac- 
tice Residency,  LaCrosse,  Wis. 

Robert  Trautloff,  MD/  an  inter- 
nist, with  special  interests  in  car- 
diology and  endocrinology,  re- 
cently joined  the  Monroe  Clinic. 


Doctor  Trautloff  received  his  medi- 
cal degree  from  Kirksville  College 
of  Osteopathic  Medicine.  He  com- 
pleted his  residency  at  the  Cleve- 
land Clinic. 

Beverly  Vargo,  MD,  a pediatrician, 
joined  the  medical  staff  at  the  Uni- 
versity Community  Clinics, 
Mazomanie.  She  earned  her  medi- 
cal degree  from  Baylor  College  of 
Medicine,  Houston,  Tex  in  1992 
and  completed  her  residency  at 
UW  Hospital  and  Clinics  in  1995. 
She  recently  completed  a year  as 
chief  resident  of  pediatrics  at  the 
University  of  Wisconsin  Hospital 
and  Clinics  and  clinical  instructor 
in  the  department  of  pediatrics. 

David  H.  Vesole,  MD,  PhD,  was 

appointed  to  the  Medical  College 
of  Wisconsin's  newly  created  po- 
sition of  clinical  director  of  the 
bone  marrow  transplant  program. 
Dr  Vesole  is  responsible  for  over- 
seeing bone  marrow  transplant 
patient  management  and  the  de- 
velopment of  clinical  research 
studies.  He  is  working  to  expand 
research  of  blood  stem  cell  trans- 
plantation using  stem  cell  selection 
techniques.  He  earned  his  PhD  in 
immunology  at  the  Medical  Uni- 
versity of  South  Carolina  in  1978 
and  his  medical  degree  at  North- 
western University  Medical  School 
in  1984.  He  completed  his  resi- 
dency in  internal  medicine  and  fel- 
lowship in  hematology/oncology 
at  the  University  of  Iowa  Hospitals 
and  Clinics. 

Philip  Waterson,  MD,  an  OB/ 

GYN,  joined  the  medical  staff  at 


Lakeland  Medical  Center.  He 
earned  his  medical  degree  from  the 
University  of  Michigan  Medical 
School.  He  completed  his  intern- 
ship and  residency  at  Butterworth 
Hospital,  Grand  Rapids,  Mich.  Dr 
Waterson  is  a board  certified  spe- 
cialist. 

J.  Frank  Wilson,  MD,  * director  of 
the  Medical  College  of  Wisconsin 
Cancer  Center  was  elected  to  the 
Board  of  Directors  of  the  National 
Coalition  for  Cancer  Research 
(NCCR).  Dr  Wilson  is  professor 
and  chair  of  radiation  oncology 
and  practices  with  Medical  College 
of  Wisconsin  Physicians  and  Clin- 
ics, the  College's  clinical  practice 
group,  of  which  he  is  board  chair- 
man. He  is  an  internationally- 
known  researcher,  an  authority  on 
breast  cancer,  and  has  lectured  in- 
ternationally on  radiation  therapy 
as  an  alternative  to  mastectomy  for 
some  forms  of  breast  cancer.  In 
addition  to  breast  cancer,  Dr 
Wilson's  research  interests  include 
prostate  and  lung  cancers. 

Timothy  Wood,  MD/  a family 
practitioner  and  dermatologist, 
joined  the  medical  staff  at  La 
Crosse  Campus  Clinic.  He  earned 
his  medical  degree  from  Ohio  State 
University  College  of  Medicine, 
Columbus.  Dr  Wood  completed  a 
residency  in  family  practice  at  the 
Martin  Army  Community  Hospi- 
tal, Fort  Benning,  Ga  and  a resi- 
dency in  dermatology  at 
Fitzsimons  Army  Medical  Center, 
Aurora,  Colo.  He  is  board  certified 
in  dermatology  and  family  prac- 
tice. ❖ 
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CESF  Changes  Name,  Elects  New  President 


Kenneth  M.  Viste,  Jr,  MD,  was 
elected  president  of  the  SMS 
Foundation,  Inc.,  formerly  the 
CESF,  at  the  annual  meeting  of  the 
Foundation  in  July.  A board-certi- 
fied neurologist.  Dr  Viste  is  Medi- 
cal Director  of  the  Physical  Reha- 
bilitation Units  at  Mercy  Medical 
Center  in  Oshkosh  and  at  St.  Agnes 
Hospital  in  Fond  du  Lac,  where  he 
has  practiced  since  1970. 

"I  am  pleased  to  head  the  SMS 
Foundation  as  more  and  more  pri- 
vate support  will  be  vital  to  en- 
hancing the  Foundation's  mis- 
sion," said  Dr  Viste.  "We  hope  that 
by  changing  the  name  from  Chari- 
table, Scientific  and  Educational 
Foundation  to  the  SMS  Founda- 
tion, that  the  public  and  physicians 
will  better  identify  with  the  orga- 
nization." 

A native  of  Sturgeon  Bay,  Dr 
Viste  graduated  from  Northwest- 
ern University  Medical  School, 
Chicago,  in  1966.  Dr  Viste  has  been 
a leader  in  the  Northwestern  Uni- 


AMA awards 

The  Wisconsin  physicians 

listed  below  recently 
earned  AMA  Physician's  Recogni- 
tion Awards  for  July,  1996.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratu- 
lations. The  * indicates  members  of 
the  SMS. 


versity  Medical  School  Alumni 
Association  currently  serving  as 
past  president.  He  is  currently  the 
president  of  the  American  Acad- 
emy of  Neurology.  Dr  Viste  was 
president  of  the  SMS  in  1986-1987, 
and  in  1994  he  received  the  SMS 
Directors'  Award,  the  highest 
award  bestowed  by  the  Society,  for 
his  many  years  of  service  on  com- 
missions and  with  legislative  ac- 
tivities. Dr  Viste  is  currently  chair- 
man of  the  Practicing  Physicians 
Advisory  Council  of  the  Health 
Care  Financing  Administration,  a 
post  to  which  he  was  appointed  by 
Health  and  Human  Services  Sec- 
retary, Donna  Shalala. 

As  the  vice  president  of  the 
Foundation  since  1994,  Dr  Viste  has 
been  a long-time  contributor  to  the 
many  programs  and  projects  over 
the  years.  "We  are  privileged  to 
have  Dr  Viste  serve  as  the  president 
of  the  SMS  Foundation,"  said 
Raymond  Zastrow,  MD,  Chairman 
of  the  SMS  Board  of  Directors.  "His 


* Alexander,  A.  Charles 

* Anderson,  Gregory  A. 

* Jerome  C.  Andres 

* Beran,  Frank  V. 

* Bryant,  Richard  J. 

* Bush,  Curtis  W. 

* Hammond,  Charles 
Hinson,  Robert  E. 

* Hoehn,  James  L. 

* Hollero,  Numeriano 


Kenneth  M.  Viste,  Jr.,  MD 


many  years  of  distinguished  ser- 
vice to  numerous  professional  or- 
ganizations make  him  an  ideal 
leader  for  the  Foundation  as  phy- 
sician contributions  will  be  vital  to 
the  Foundation's  financial  future." 


* Kelman,  Donald  B. 

* Larson,  Carol  Ann 
Miller,  Kevin  B. 

* Mulligan,  Linda  L. 

* Naryshkin,  Sonya 
Pham,  June  Le 

* Phillips,  Robert  E. 

* Ray,  Jefferson  F. 

* Sleight,  Douglas  R.<* 


Wisconsin  Medical  Journal  • September  1996 


657 


Obituaries 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  SMS  Foundation  offers  physicians  a 
unique  opportunity  to  provide  a living  memorial  to  a loved  one  or 
friend  through  a gift  to  the  Foundation.  A memorial  contribution 
can  provide  financial  aid  to  a needy  medical  student,  help  stimulate 
research  on  behalf  of  the  public  health  or  aid  in  the  preservation  of 
Wisconsin's  medical  history.  When  a memorial  gift  is  made  to  the 
Foundation,  the  deceased  person's  family  receives  a special  card 
with  the  name  of  the  donor.  For  more  information,  contact  the  Foun- 
dation staff  at  the  SMS.*:* 


Gupta,  Jagdish  C.,  MD,  59,  of 

Bayside,  died  June  13,  1996.  Dr 
Gupta  earned  his  medical  degree 
from  the  Government  Medical  Col- 
lege, Punjab,  India.  He  completed 
his  internship  at  Michael  Reese 
Hospital,  Chicago,  111,  and  his  resi- 
dency at  Cook  County  Hospital, 
Chicago,  111.  Dr  Gupta  was  a mem- 
ber of  the  Milwaukee  Pediatric  So- 
ciety, The  Medical  Society  of  Mil- 
waukee County  and  the  State 
Medical  Society.  He  is  survived  by 
his  wife,  Kamlesh,  and  a daughter. 
Shelly. 

Strang,  Clive  James,  MD,  73,  of 
Barron,  died  May  23,  1996.  Dr 
Strang  earned  his  medical  degree 
from  the  University  of  Wisconsin, 
Madison.  He  served  in  the  United 
States  Army  Air  Force  from  1943 
to  1949.  In  1950  and  1951,  he  was  a 


resident  physician  at  Luther  Hos- 
pital in  Eau  Claire.  He  started  his 
general  practice  of  medicine  in 
Barron  in  1951,  where  he  was  a 
member  of  the  Barron  Hospital 
committee  and  the  Barron-Sawyer- 
Washburn-Burnett  County  Medi- 
cal Society.  Dr  Strang  was  also  a 


member  of  the  State  Medical  Soci- 
ety of  Wisconsin  and  was  inducted 
into  the  SMS's  50  Year  Club.  He  is 
survived  by  his  wife  Jean  and  three 
children:  John  William  and  Clive 
James  of  Phillips,  Wis;  and  Kate 
Ann  Strang  of  Fountain  City,  Wis. 


County  Society  News 


Grant.  The  Grant  County  Medical 
Society  approved  membership  for 
Creston  N.  Baumunk,  MD;  and 
Barbara  J.  Waedekin,  MD. 

Jefferson.  The  Jefferson  County 
Medical  Society  approved  mem- 
bership for  Sartaj  K.  Dhillon,  MD; 
Julie  M.  Mokhtar,  DO;  Todd  A. 
Sandstrom,  MD;  and  Jeffrey  H. 
Lovell,  MD. 

La  Crosse.  The  La  Crosse  County 
Medical  Society  approved  mem- 
bership for  the  following  physi- 
cians: Mark  R.  Brumm,  MD;  Mary 
K.  Christian,  MD;  Rory  R.  Dalton, 
MD;  William  M.  Deering,  MD;  Joan 


E.  Filla,  MD;  Elizabeth  A. 
Leistikow,  MD;  Gregory  T.  Pupillo, 
MD;  Lawrence  W.  Waite,  MD;  and 
Timothy  C.  Wood,  MD. 

Marathon.  The  Marathon  County 
Medical  Society  approved  mem- 
bership for  Todd  M.  Bayer,  MD; 
and  Linda  S.  Bluestein,  MD. 

Milwaukee.  The  following  physi- 
cians were  approved  for  member- 
ship in  the  Medical  Society  of  Mil- 
waukee County:  James  R.  Chaillet, 
MD;  Robert  T.  Salvin,  MD;  James 
E.  Fox,  MD;  Malgorzata  B. 
Franczak,  MD;  Mark  S.  Glazer,  MD; 


Paul  M.  Maes,  MD;  Suzanne  J. 
Martens,  MD;  Robert  J.  Murphy, 
MD;  Irani  Nadeem,  MD; 
Muhammad  Nadeem,  MD;  David 
R.  Rehn,  MD;  David  S.  Sandock, 
MD;  Praveen  Saran,  MD;  Sandra  L. 
Scalzitti,  MD;  David  L.  Sickels, 
MD;  Edward  W.  St.  Ville,  MD; 
Stephen  A.  Slattery,  MD;  Michael 
C.  Struck,  MD;  and  Karen  S. 
Watson,  MD. 

Outagamie.  The  Outagamie 
County  Medical  Society  approved 
membership  for  Peter  M.  Fischer, 
MD;  Jeffrey  K.  Klingbeil,  MD;  and 
Paul  N.  Chomiak,  MD. 
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tiGm  m 10  CUT  f AT 

WITHOUT  CUTTING  TASTE, 

Did  you  know  there  are  eight  cuts  of  pork  with  total  fat  content 
between  the  skinless  chicken  breast  and  skinless  chicken  thigh? 


Chicken  breast 


Pork  tenderloin 


Pork  boneless  sirloin  chop* 


Pork  boneless  loin  roast* 


Pork  boneless  top  loin  chop 


25g 

6.9g 

Pork  boneless  sirloin  roast* 


SAVORY  PORK  STIR-FRY 
Nutrition  facts  per  serving  (3  oz.  cooked  pork  tenderloin, 
1/2cup  vegetables):  216 calories,  5g  fat,  2g  saturated  fat, 
67  mg  cholesterol,  225  mg  sodium,  26  g protein,  16  g carbohydrate 


Free  patient  education  materials  including 
lean,  great-tasting  pork  recipes  are  available. 
These  materials  were  developed  with  technical 
assistance  from  the  American  Heart  Association. 
Call-  1-800-917-7675  F rt.4 


Or  visit  our  website  at  http://www.nppc.org/ 


TASTE 

WHAT'S 


Pork  boneless  rib  roast  (Chef's  Prime)' 


Chicken  thigh 


* roasted,  **  broiled  (Based  on  3 oz.  cooked  meat,  skinless  or  trimmed.) 

Source  for  pork  data:  USOA  Handbook  8-10, 1992.  Source  for  chicken  data:  USDA  Handbook  8-5, 1979. 
©1996  National  Pork  Producers  Council  in  cooperation  with  the  National  Pork  Board. 


:^tsd  Fst  m Total  Fat 


Pork  rib  chop** 

..."  - §|JJ;  / 

3.0g 

8.6g 

Wisconsin  Medical  Journal 
instructions  to  authors 


Authorship 

Manuscripts  are  considered  with 
the  understanding  that  they  have 
not  been  published  previously  and 
are  not  under  consideration  by  an- 
other publication. 

Each  scientific  and  socioeco- 
nomic manuscript  must  be  accom- 
panied by  a cover  letter  containing 
the  following  sentence:  "In  consid- 
eration of  the  Wisconsin  Medical 
Journal's  taking  action  in  reviewing 
and  editing  this  submission,  the 
author(s)  hereby  transfer(s), 
assign(s),  or  otherwise  convey(s) 
all  copyright  ownership  to  the 
WMJ  in  the  event  that  this  work  is 
published  in  the  WMJ."  All  co-au- 
thors must  sign  the  letter. 

The  cover  letter  must  also  des- 
ignate one  author  as  correspondent 
and  provide  a complete  address 
and  telephone  and  fax  numbers. 
All  coauthors  should  have  contrib- 
uted to  the  study  and  manuscript 
preparation.  They  should  be  thor- 
oughly familiar  with  the  substance 
of  the  final  manuscript  and  be  able 
to  defend  its  conclusions.  Brief  bio- 
graphical information  is  needed  for 
each  author. 

The  Journal  expects  authors  to 
disclose  any  commercial  associa- 
tions that  might  pose  a conflict  of 
interest  in  connection  with  the  sub- 
mitted article.  All  funding  sources 
supporting  the  work  should  be 
routinely  acknowledged  on  the 
title  pages,  as  should  all  institu- 
tional or  corporate  affiliations  of 
the  authors. 

Editing 

All  manuscripts  will  be  edited  by 
the  Journal  staff  for  clarity,  organi- 
zation, grammar,  spelling,  and 
punctuation,  and  in  accordance 
with  AMA  style  (AMA  Manual  of 
Style,  8th  ed,  and  AMA  Manual  for 
Authors  and  Editors).  Suggestions 
for  titles  are  welcome,  but  are  sub- 


ject to  the  constraints  of  clarity, 
space,  grammar  and  style. 

The  author  will  be  asked  to  re- 
view a galley  proof  prior  to  publi- 
cation to  verify  statements  of  fact. 
Galley  proofs  are  for  correcting  mi- 
nor and  typographical  errors  only. 
Revisions  in  the  paper  are  not  pos- 
sible at  this  stage  and  should  have 
been  made  prior  to  final  acceptance 
of  the  paper.  The  authors  are  re- 
sponsible for  all  statements  made 
in  their  work,  including  any 
changes  made  by  the  editors  and 
authorized  by  the  corresponding 
author. 

Preparation  of 
scientific  manuscripts 

• Submit  papers  to:  Wisconsin 
Medical  Journal,  PO  Box  1109, 
Madison,  WI 53701;  Ph:  608-257- 
6781  or  1-800-362-9080;  FAX: 
608-283-5401;  or  E-Mail: 
LynneB@SMSWI.ORG. 

• Computer-generated  or  typed 
manuscripts  must  be  submitted 
in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side 
only  of  standard-sized  white 
bond  paper,  using  1-inch  mar- 
gins. Double-space  throughout. 
Electronic  submissions  are  also 
possible.  A printed  copy  must 
accompany  all  disk  and  elec- 
tronic submissions. 

• Organization  for  scientific  pa- 
pers. The  following  outline  is 
recommended: 

Abstracts — 150  words  or  less, 
stating  the  problem  considered, 
methods,  results  and  conclu- 
sions. Cite  no  references. 

Methods — Describe  the  selec- 
tion of  observational  or  experi- 
mental subjects,  including  con- 
trols. Identify  the  methods,  pro- 
cedures and  equipment  well 
enough  to  allow  replication. 

Results — Provide  results  in 
the  test,  tables  or  illustrations.  If 


tables  or  illustrations  are  used, 
emphasize  or  summarize  only 
the  most  important  observa- 
tions in  the  text. 

Discussion — Discuss  the  con- 
clusions that  follow  from  the  re- 
sults, as  well  as  their  limitations 
and  relations  to  other  studies. 
Show  how  the  conclusions  re- 
late to  the  purpose  of  the  study. 
Recommendations,  when  ap- 
propriate, may  be  included. 

References — Limit  to  20.  Au- 
thors are  responsible  for  the  ac- 
curacy and  completeness  of  ref- 
erences. References  must  follow 
AMA  style  and  abbreviations  of 
journal  names  must  follow 
those  in  Index  Medicus.  Consult 
the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations 
and  tables  taken  from  other  pub- 
lications, and  submit  written 
permission  to  reprint  from  the 
copyright  holders. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their 
use  in  the  text.  Acceptable  ab- 
breviations of  clinical,  technical 
and  general  terms  can  be  found 
in  the  AMA  Manual  for  Authors 
and  Editors  and  AMA  Manual  of 
Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  par- 
ticular to  conversations  among 
medical  personnel  are  inappro- 
priate in  scientific  writing.  (Ex- 
amples: For  "presented  with" 
use  "had;"  for  "experienced  a 
weight  loss"  use  "lost  weight.") 

• Supply  the  full  and  correct 
names  of  drugs.  Use  generic 
names  of  drugs,  unless  the  spe- 
cific trade  name  of  a drug  is  di- 
rectly relevant  to  the  discussion. 
If  the  author  so  desires,  brand 
names  may  be  inserted  in  paren- 
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theses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  In- 
ternational System  units  (SI)  in 
parentheses. 

• Provide  each  author's  full  name 
and  highest  academic  degree  in 
the  byline.  If  an  author  holds 
two  doctoral  degrees  (eg,  MD 
and  PhD,  or  MD  and  DDS),  ei- 
ther or  both  may  be  used,  ac- 
cording to  the  author's  prefer- 
ence. Honorary  American  des- 
ignations (eg  FACP  or  FACS)  are 
omitted.  If  the  author  holds  a 
doctorate,  master's  and 
bachelor's  degrees  are  omitted. 
Courtesy  titles  (eg,  Mr,  Mrs,  Ms) 
are  omitted  from  bylines  and 
text. 

Illustrations 

Authors  are  encouraged  to  submit 
photos,  graphs  and  charts  when 
such  illustrations  will  aid  in  the 
readers'  understanding  of  the  ar- 
ticle. If  color  illustrations,  suitable 
for  use  on  the  WMJ  cover  are  avail- 
able, the  author  should  notify  the 
WMJ  office  when  the  paper  is  sub- 
mitted. Use  of  art  submitted  as 
cover  illustrations  is  not  guaran- 
teed. 

Revisions 

It  is  rare  that  a paper  is  ever  ac- 
cepted without  revision  as  sug- 
gested by  the  scientific  editorial 
board  or  WMJ  editor.  When  you 
make  revisions  to  your  article, 
please  send  2 hard  copies  along 
with  an  electronic  version  on  an 
IBM-compatible  disk  so  we  will  be 
able  to  move  forward  with  publi- 
cation in  a timely  manner. 

Review  process 

Each  scientific  manuscript  is  re- 
viewed by  the  medical  editor  and 
the  members  of  the  editorial  board. 
The  opinions  of  outside  consult- 
ants may  be  sought  at  the  medical 
editor's  discretion.  The  medical 
editor  has  the  final  decision  as  to 
whether  a scientific  paper  will  be 
published. 


Socioeconomic  manuscripts  are 
reviewed  by  the  SMS  senior  staff 
and  legal  counsel.  The  SMS  execu- 
tive vice  president  has  the  final  de- 
cision as  to  whether  a socioeco- 
nomic paper  is  published. 

Editorials,  letters,  and  sound- 
ings are  reviewed  by  the  medical 
editor,  SMS  senior  staff,  and  legal 
counsel.  Authorship  of  editorials  is 
reserved  for  members  of  the  WMJ 
editorial  board,  editorial  associ- 
ates, and  SMS  elected  officials.  Edi- 
torials are  signed  by  the  authors, 
are  the  authors'  opinions,  and  do 
not  necessarily  reflect  the  policies 
of  the  SMS.  Letters  are  signed  by 
the  authors,  are  the  authors'  opin- 
ions, and  do  not  necessarily  reflect 
the  policies  of  the  SMS.  Authorship 
of  letters  is  open  to  the  public,  but 
letters  are  limited  to  500  words  and 
subject  to  editing  for  length,  clar- 
ity and  style. 

Conference  Reports 

The  Editorial  Board  will  be  pleased 
to  consider  publication  of  brief  con- 
ference reports.  The  following 
ground  rules  will  apply: 

1 .  Only  reports  of  single-topic  con- 
ferences held  in  Wisconsin  will 
be  considered. 


2.  The  topic  of  the  conference 
should  have  interest  for  a wide 
group  of  Wisconsin  physicians 
who  would  have  liked  to  attend, 
but  the  priority  was  not  high 
enough,  e.g.,  Alzheimer's  Dis- 
ease, AIDS. 

3.  The  author  should  be  the  con- 
ference chair  (or  designee). 

4.  The  report  should  focus  prima- 
rily on  what  is  "new  and  impor- 
tant" that  can  and  should  be 
used  by  the  reader. 

5.  BRIEF  is  defined  as  six  pages, 
double-spaced  typing.  In  addi- 
tion, the  author  may  provide  a 
one-page,  double-spaced  back- 
ground statement  as  to  why  the 
content  of  the  report  is  impor- 
tant for  Wisconsin  physicians. 

6.  The  conference  brochure  should 
accompany  the  report.  It  will  not 
be  published. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or 
in  whole,  without  permission  from 
the  Journal.  Abstracts  may  be  repro- 
duced without  specific  permission, 
provided  that  acknowledgement 
of  the  source  is  made.  ❖ 


Are  you 

ON  THE  WEB? 


Let  Wisconsin  physicians  know! 

Advertise  your 
new  Web  page 

in  the  WMJ. 

Call  Lynne  Bjorgo  at 


1-800-362-9080  for  details. 
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Gone  are  the  days  when 
caring  for  our  patients  was 
done  only  in  an  office  or 
hospital.  Today  caring 
means  working  on  a national 
level  to  preserve  patients’ 
rights.  It  means  supporting 
your  local,  state  and  American 
Medical  Associations.  Only 
by  working  together  can  we 
achieve  a new  day  in  health 
care  for  all  patients. 

Make  a commitment  to  your  patients 
and  your  profession.  Join  the  AMA, 
and  your  state  and  county  medical 
associations  today. 


Susan  L.  Turney,  MD 

AMA  Delegate,  State  Medical  Society 


State  Medical  Society  of  Wisconsin 

Advancing  the  Science  and  Art  of  Medicine 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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Classified  ads 


JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician 
multispecialty  group,  has  a dermatol- 
ogy position  available  at  the  Riverview 
Clinic  location  in  Janesville,  Wisconsin. 
This  is  a full  time  or  part  time  position 
to  join  two  dermatologists  at  the  clinic. 
Full  time  would  be  a 4-1/2  day  work 
week  with  call  shared  equally. 
Janesville,  population  55,000,  is  a beau- 
tiful, family  oriented  community  with 
excellent  schools  and  abundant  recre- 
ational activities.  Excellent  compensa- 
tion and  benefits  are  provided.  Send 
C.V.  to  Stan  Gruhn,  M.D.,  Riverview 
Clinic,  RO.  Box  551,  Janesville,  WI 
53547.  9-12/96 

MADISON,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  private 
multi-specialty  group  actively  recruit- 
ing a BE/BC  OB/Gyn  (residents  in  an 
approved  OB/Gyn  residency  are  eli- 
gible to  apply).  This  is  a full  time  posi- 
tion with  full  time  patient  care  office 
hours  and  full  call  (3  days  at  Sun  Prai- 
rie Clinic  and  1 day  at  East  Madison 
Clinic  with  1st  call  taken  from  offices 
in  perinatology  at  St.  Marys  Hospital). 
Qualified  applicants  should  be  compe- 
tent in  the  contemporary  practice  of 
obstetrics  and  gynecology  including 
current  surgical  techniques  such  as 
laparoscopy  and  hysteroscopy  and  a 
competency  in  vaginal  surgery.  Appli- 
cants should  have  the  ability  to  cover 


RATES:  70  cents  per  word,  with 
a minimum  charge  of  $30  per  ad. 

BOXED  AD  RATES:  $40  per  col- 
umn inch.  All  ads  must  be  pre- 
paid. 

DEADLINE:  Copy  must  be  re- 
ceived by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or 
toll-free  1-800-362-9080. 


perinatology  service  with  an  interest 
and  competence  in  high  risk  ob.  Abil- 
ity to  work  effectively  and  efficiently 
with  family  practice  physicians  on  a 
referral  and  consultative  basis  is  essen- 
tial. Also  should  have  an  interest  in 
teaching  the  field  of  OB/Gyn  to  both 
OB/Gyn  residents  and  1st  year  family 
practice  residents.  Excellent  salary  with 
full  benefits.  For  more  information 
please  contact  Scott  M.  Lindblom  at 
608-250-1550  or  1-800-279-9966  or  at 
home  608-845-2390,  or  FAX  608-250- 
1441.  9-11/96 

PLATTEVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  private 
multi-specialty  group  is  actively  re- 
cruiting a BE/BC  internist  to  join  their 
affiliated  Doctors  Park  Clinic  in 
Platteville,  Wisconsin  (population 
10,000).  Their  current  staff  consists  of 
five  family  practice  physicians,  one 
general  surgeon,  one  orthopedic  sur- 
geon and  two  physician  assistants. 
Each  physician  works  4-1/2  days  per 
week.  An  excellent  guaranteed  salary 
plus  incentive  is  provided.  There  is  also 
a loan  forgiveness  program  being  of- 


LOCUM TENENS 

Do  you  need  a physician 
for  a temporary 
assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

v Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

TFN/95 


APPS  for  PSP2* 

* Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

PO.  Box  791  • Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


fered  for  eligible  physicians.  For  more 
information  contact  Scott  M. 
Lindblom,  Medical  Staff  Recruiter, 
Dean  Medical  Center,  1808  West 
Beltline  Highway,  Madison,  Wisconsin, 
53715,  work  (608)250-1550,  home 
(608)845-2390  or  FAX  (608)250-1441. 

9-12/96 

MADISON,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician 
multispecialty  group,  is  seeking  addi- 
tional family  physicians  to  join  its  30 
member  department.  Positions  are  lo- 
cated at  our  Sun  Prairie,  East  Madison 
and  Deerfield  Clinic  locations.  All  po- 
sitions have  an  excellent  call  schedule 
and  obstetrics  is  optional.  Madison  is 
the  home  of  the  University  of  Wiscon- 
sin with  enrollment  of  over  40,000  stu- 
dents and  the  state  capital.  Abundant 
cultural  and  recreational  opportunities 
are  available  year  round.  Excellent 
compensation  and  benefits  are  pro- 
Continued  on  next  page 


South-Central  Wisconsin 
Primary  Care 
Opportunities 


Physicians  Plus  Medical  Group,  a 
multi-specialty  group  of  245+  phy- 
sicians seeks  additional  Primary 
Care  Physicians  for  its  regional 
sites.  Established  and  new  loca- 
tions. Large  call  groups.  Full  lab 
and  x-ray.  Guaranteed  salary  plus 
incentives  with  a full  benefits 
package.  Send  CV  or  call  collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)  252-8580 
FAX:  (608)282-8288 

Physicians 

#Plus 

An  Equal  Opportunity  Employer 


Wisconsin  Medical  Journal  • September  1996 


663 


Continued  from  previous  page 

vided  with  employment  leading  to 
shareholder  status.  For  more  informa- 
tion contact  Scott  M.  Lindblom,  Dean 
Business  Office,  1808  West  Beltline 
Hwy.,  P.O.  Box  9328,  Madison,  Wiscon- 
sin, 53715-0328,  work  at  1-800-279- 
9966,  (608)250-1550  or  at  home 
(608)845-2390.  9-12/96 

FORT  ATKINSON,  WISCONSIN 

Fort  Atkinson  Medical  Center,  an  af- 
filiated clinic  of  Dean  Medical  Center, 
is  actively  recruiting  for  a BE/BC  fam- 
ily physician  to  join  their  six  person 
practice.  The  ideal  candidate  should 
have  an  interest  in  doing  full  range 
family  practice  including  obstetrics 
and  intensive  care  unit  work.  Call 
schedule  is  1-5  for  weekdays  and 
weekends  and  each  full  time  physician 
works  4.25  clinic  days  per  week  and 
sees  20-30  patients  per  day.  Contact 
Scott  Lindblom,  Dean  Medical  Center, 
1808  West  Beltline  Highway,  Madison, 
Wisconsin,  53715  (work)  1-800-279- 
9966,  (608)250-1 550, (home)  608-845- 
2390,  FAX  (608)  250-1441.  9-12/96 

WISCONSIN  DELLS,  WISCONSIN. 

The  Dells  Clinic  in  scenic  Wisconsin 


UNIQUE  OPPORTUNITY  IN 
PREVENTIVE  MEDICINE. 

Corporate  medical  department 
of  Kimberly-Clark  in  Neenah, 
Wisconsin  is  searching  for  part- 
time  position  as  Associate  Medi- 
cal Director.  Qualified  candi- 
dates will  have  BE/BC  in  FP,  1M, 
or  ER  and  an  interest  in  occupa- 
tional medicine.  Duties  will  in- 
clude preventive  health  care; 
minor  medical  care,  occupa- 
tional health  care,  and  some  ad- 
ministrative functions.  Office 
hours  only,  three  days  per  week, 
no  call.  This  is  a part-time  sala- 
ried position  with  potential  for 
full-time  and  includes  malprac- 
tice and  benefits.  For  informa- 
tion, contact  Tom  Fariss,  MD  at 
414-721-5882  or  send  CV  to:  Re- 
gional Medical  Director,  Kim- 
berly-Clark Corporation,  2100 
Winchester  Road,  Neenah,  WI 
54956,  FAX  414-721-5137.  9/96 


Dells,  Wisconsin  (population  2400),  lo- 
cated 60  miles  northwest  of  Madison, 
is  seeking  one  family  physician  to  join 
their  six  physician  group.  Wisconsin 
Dells  is  an  outstanding  summer  tour- 
ist area.  The  practice  base  is  a large  ru- 
ral area  and  the  clinic  is  busy  year 
round.  St.  Clare  Hospital  in  Baraboo  is 
the  admitting  hospital  with  a 100  bed 
facility  fifteen  minutes  from  the  clinic. 
Call  is  shared  equally  with  a competi- 
tive salary  and  benefit  package  being 
offered  for  this  position.  A loan  repay- 
ment program  is  also  available  to  eli- 
gible physicians.  Contact  Scott 
Lindblom,  Dean  Medical  Center,  1808 
West  Beltline  Highway,  Madison,  Wis- 
consin, 53715,  (work)  1-800-279-9966, 
(608)250-1550,  (home)  (608)845-2390, 
FAX  (608)250-1441.  9-12/96 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville  and  Milton,  Wiscon- 
sin. Janesville,  population  55,000,  is  a 
safe,  beautiful,  family  oriented  com- 
munity with  excellent  schools  and 


Excellent  opportunities  are  cur- 
rently available  for  BC/BE  phy- 
sicians in  the  following  areas: 

• Pediatrics 

• Family  Practice 

• Internal  Medicine 

Beloit  Clinic,  S.C.  is  a 47-physi- 
cian multispecialty  group  lo- 
cated adjacent  to  a modern,  pro- 
gressive, 180-bed  hospital.  Ex- 
cellent family  environment,  90 
miles  from  Chicago,  in  Southern- 
Wisconsin  college  community  of 
50,000  plus  with  good  proxim- 
ity to  a variety  of  cultural  and 
lifestyle  amenities.  Guaranteed 
salary  with  incentive  and  excel- 
lent benefit  package,  plus  edu- 
cational loan  reypayment  pro- 
gram. 

Send  C.V.  to: 

James  F.  Ruethling 
Administrator 
,1905  Huebbe  Parkway 
Beloit,  WI  53511 
(608)  364-2380 


abundant  recreational  activities.  Excel- 
lent compensation  and  benefits  are 
provided  with  employment  leading  to 
shareholder  status.  Send  C.V.  to  Stan 
Gruhn,  M.D.,  Riverview  Clinic,  P.O. 
Box  551,  Janesville,  WI,  53547. 

9-12/96 

SUN  PRAIRIE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  multi- 
specialty group,  is  actively  recruiting 
for  a part-time  BE/BC  family  practice 
physician  for  its  Sun  Prairie  Clinic.  This 
position  would  job  share  with  another 
family  practice  physician  and  cover  the 
clinic  2.5  days  per  week  plus  call.  Sun 
Prairie  Clinic  (located  20  minutes  from 
Madison)  currently  has  nine  family 
physicians.  A guaranteed  salary  plus 
incentive  and  benefits  is  being  offered 


INDEPENDENT  MEDICAL 
EVALUATIONS 
ORTHOPEDIC  SURGEONS 

Enjoy  professional  indepen- 
dence and  a profitable  practice. 
Chiron  EMC/NHR  Wisconsin, 
Inc.,  is  the  largest  provider  of 
Independent  Medical  Examina- 
tions (IME's)  in  Wisconsin. 
Thanks  to  continued  strong 
growth,  we  are  seeking  experi- 
enced board  certified/eligible 
orthopedic  surgeons  licensed  in 
Wisconsin  or  willing  to  obtain  a 
Wisconsin  license.  As  an  inde- 
pendent contractor,  you  enjoy 
the  freedom  to  work  full  or  part- 
time  in  our  offices  or  receive  re- 
ferrals directly  to  your  office. 

Receive  substantial  compensa- 
tion; set  your  own  schedule; 
supplement  your  current  prac- 
tice; receive  professional  and 
administrative  support  services 
and  guidance  under  the  direc- 
tion of  James  M.  Huffer,  MD, 
Medical  Director. 

Send  CV  and  letter  of  inquiry  to: 
Stephen  P.  Thompson 
Consultant  Services  Manager 
Chiron  EMC/NHR  Wisconsin,  Inc. 
3330  University  Avenue,  Suite  310 
P.O.  Box  5914 
Madison,  WI  53705-0914 
Telephone:  800-458-4002 
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for  this  position.  For  more  information 
please  contact  Scott  M.  Lindblom, 
Medical  Staff  Recruiter,  Dean  Medical 
Center,  1808  West  Beltline  Highway,  1- 
800-279-9966,  (608)250-1550,  FAX 
(608)250-1441  or  at  home  (608)845- 
2390.  9-12/96 

VA  Hospital  is  seeking  a general  medi- 
cine physician  to  conduct  compensa- 
tion and  pension  exams  for  veterans. 
This  is  a part-time  position,  approxi- 
mately 20  hours  per  week.  This  is  an 
evaluation  exam  and  the  actual  legiti- 
macy of  the  disability  is  not  the  respon- 
sibility of  the  incumbent.  Compensa- 
tion and  pension  exams  are  intended 
to  establish  the  presence  and  severity 
of  injuries,  diseases,  and  disabling  con- 
ditions of  the  musculoskeletal  system. 
Candidates  should  submit  a CV  to 
Mary  Maestrelli,  Human  Resources, 
VA  Hospital,  2500  Overlook  Terrace, 
Madison,  WI,  53705,  or  call  608-262- 
7026.  9/96 

Join  our  close-knit  physicians  and  staff 
dedicated  to  the  professional  care  and 
comfort  of  our  patients.  Very  busy  or- 
thopedic practice  needs  a fourth  phy- 
sician in  our  growing  family.  No 
capitated  plans.  Limited  managed  care. 
Beautiful,  brand-new  building  in  idyl- 
lic woodland  setting.  Northwoods  area 
offers  year  around,  abundant  recre- 
ational activities,  including  golf,  skiing, 
hunting,  fishing,  and  many  more. 
Good  schools,  excellent  local  airport. 
Inquiries  to  Susan  Timmons,  Office 
Manager,  Northland  Orthopedic 
Clinic,  P.O.  Box  498,  Rhinelander,  WI, 
54501,  Phone:  (715)369-2300.  9-11/96 

FOX  CITIES  - With  a combined  medi- 
cal staff  of  over  400  and  a service  area 
of  300,000,  the  leading  health  care  pro- 
vider in  the  Fox  Cities  is  seeking  addi- 
tions to  its  Family  Practice  staff.  Pro- 
vide quality  care  with  other  Board  Cer- 
tified Family  Physicians  in  fully 
equipped  clinics,  within  close  proxim- 
ity to  top  area  medical  facilities.  Call 
coverage  at  least  one  in  four,  depend- 
ing upon  location.  The  Fox  Cities  has 
recently  been  rated  as  one  of  the  ten 
best  small  cities  in  terms  of  economic 
growth  and  desirability  to  live  and 
work;  it  offers  a progressive  business 
environment,  modern  educational  and 
health  care  services,  metropolitan  con- 
venience and  a small  city  spirit.  Year 


round  spectacular  outdoor  recreational 
opportunities  abound.  Competitive 
salary  and  benefit  package.  For  more 
information  call  Jackie  Laske  at 
(800)243-4353.  9/96 

Consider  a practice  opportunity  in  a 
growing,  vibrant  Wisconsin  Lakeshore 
community,  between  Chicago  and  Mil- 
waukee. 85  physicians  are  currently 
affiliated  with  this  integrated  health 
system.  The  Family  Practice  Depart- 
ment is  seeking  an  eighth  experienced 
member.  Excellent  call  coverage,  ob- 
stetrics optional,  and  an  attractive  in- 
come benefit  package  offered.  For  ad- 
ditional information  contact  Jackie 
Laske  at  Strelcheck  & Associates: 
(800)243-4353  or  fax  your  CV  to 
(414)241-5559.  9/96 

FORT  ATKINSON,  WISCONSIN. 

BC/BE  family  physician  needed  for  a 
mature  growing  practice.  Ideally  lo- 
cated in  a mid-size  family  oriented 
community,  40  minutes  from  Madison 
and  1 hour  from  Milwaukee.  Guaran- 
teed salary,  full  benefits  package,  new 
state-of-art  clinic,  excellent  referral  net- 
work, easily  accessible  community  and 
tertiary  hospital  facilities.  Send  CV  to: 
Beth  B.  Degler,  Physicians  Plus  Medi- 
cal Group,  Dept,  of  Regional  Affairs, 
1010  Mound  Street,  Madison,  WI  53715 
or  call  (608)267-5606.  7-9/96 

WISCONSIN,  Milwaukee:  Excellent 
opportunity  for  board-certified /board- 
prepared  emergency  or  otherwise 
qualified  physician  to  join  a stable, 
well-established,  board-certified  9 
member  fee-for-service  ED  group  staff- 
ing a 567  bed  tertiary-care  flagship 
hospital  for  a major  metropolitan 
health  care  system  (with  4 member 
hospitals.)  A teaching  affiliate  of  the 
Medical  College  of  Wisconsin.  40,000 
visits  annually  with  fast  track  and  phy- 
sician assistants.  Comprehensive  spe- 
cialty backup  includes  in-house  resi- 
dents in  internal  medicine,  surgery, 
ob/gyn  and  radiology.  Exceptional 
compensation  and  benefit  package.  Eq- 
uitable partnership.  Send  CV  to  I. 
Gailans,  MD,  FACEP,  5000  West  Cham- 
bers St.,  Milwaukee,  WI  53210;  or  call 
414-447-2171.  9-10/96 

NO  ASSEMBLY  LINES  HERE.  FPs, 
IMs  and  OB/GYNs  at  North  Memo- 
rial owned  and  affiliated  clinics  don't 


hand  patients  off  to  the  next  available 
specialist.  Guide  your  patients  through 
their  entire  care  process  at  one  of  our 
25  practices  in  urban  or  semi-rural 
Minneapolis  locations.  Interested  BC/ 
BE  MDs,  call  (800)275-4790  or  fax  CV 
to  (612)520-1564.  1,3,5,7,9,11 

FAMILY  PRACTICE/OB-GYN  to  join 
progressive  14-physician  group  prac- 
tice. Rural  college  town  30  miles  from 
St.  Paul,  MN.  New  clinic  and  new  hos- 
pital. Contact  Robert  B.  Johnson,  MD, 
River  Falls,  WI  54022,  (715)425-6701. 

TFN 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 350  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville,  Milton  and  Delavan, 
Wisconsin.  Janesville,  population 
55,000,  is  a safe,  beautiful,  family  ori- 
ented community  with  excellent 
Continued  on  next  page 


THIS  LISTING  is  compiled  by  the 
State  Medical  Society  of  Wisconsin 
in  cooperation  with  others  who  wish 
to  maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  list- 
ing service.  There  is  a nominal  charge 
for  listing  of  Continuing  Medical 
Education  courses  at  the  following 
rates:  70  cents  per  word,  with  a mini- 
mum charge  of  $30.00  per  listing.  All 
listings  must  be  prepaid. 

BOXED  LISTINGS:  $40.00  per  col- 
umn inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the  dis- 
cretion of  the  editors. 

COPY  DEADLINE  for  listings  is  1st 
of  the  month  preceding  the  month 
of  publication:  eg,  copy  for  the  Au- 
gust issue  is  due  by  July  1.  Address 
communications  to:  Wisconsin  Medi- 
cal Journal,  Box  1109,  Madison,  WI 
53701 ; or  phone  608-257-6781 ; or  toll- 
free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue 
of  each  month  of  the  Journal  of  the 
American  Medical  Association. 
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schools  and  abundant  recreational  ac- 
tivities. Excellent  compensation  and 
benefits  are  provided  with  employ- 
ment leading  to  shareholder  status. 
Send  CV  to  Stan  Gruhn,  MD, 
Riverview  Clinic,  P.O.  Box  551, 
Janesville,  WI  53547,  or  call  (608)755- 
3500.  1 1 -1 2/95;l -1 0/96 


MEDICAL  MEETINGS 


September  18-22,  1996,  Milwaukee, 
WI.  Great  Lakes  Association  of  Clini- 
cal Medicine  will  hold  its  XXVI  Inter- 
national Congress  Seminar  "Striving 
for  Excellence  in  Medicine".  Subjects 
covered:  Chelation  Therapy,  Live  Cell 
Microscopy,  Cell  Function  and  Dys- 
function, Rheumatoid  Arthritis,  Sea- 
food Contamination,  Neuralgia  in- 
duced Cavitational  Osteonecrosis, 
Mixed  Infections,  Food  Allergy  Diag- 
nosis and  Treatment.  Office  Staff  Tech- 
nicians Seminar  - Concurrent.  Registra- 
tion - Jack  Hank,  Executive  Director,  1- 
800-286-6013.  9/96 


FOR  RENT 


Office  space  in  Cedarburg,  WI  just 
north  of  Milwaukee.  1250-2500  square 
feet,  one  story,  wheel  chair  accessible 
professional  building.  Other  half  occu- 
pied by  established  orthodontist  and 
oral  surgeon.  Peaceful  setting  in  close 
proximity  to  intersecting  town  high- 
ways. Call  414-377-8556.  8-9/96 


VXCXTION  IN  OUX 
JXMXICX  VILLX. 
MXID,  COOK,  POOL, 
8CXCH,  TICXNQUILITY. 
SL€€PI  8.  608-23M003. 


ADVERTISERS 


AMA 662 

Army  Reserve 609 

Brainerd  Medical  Center 604 

Fi-Med  Management,  Inc BC 

Franciscan  Physician 

Placement 648 

Franciscan  Skemp  Healthcare 607 

Medical  Capital  Corporation 634 

Medical  Protective  Company 610 

PIC  Wisconsin IBC 

Sacred  Heart-Saint  Mary’s 

Hospitals,  Inc 655 


Schenck  Health  Services 

Group 655 

Spectrum  Emergency  Care 634 

SMS  Insurance  Services, 

Inc 602,662 

University  of  Chicago 

Hospitals 615,617 

US  Air  Force 621 

UW  Continuing  Medical 

Education 604 

Wealth  Management,  Inc 622 

Wisconsin  Pork  Producers 659 


Advertise 

in  the 

Wisconsin  Medical 


Journal 


information. 


666 


Wisconsin  Medical  Journal  • September  1996 


Elevated  rates  on  professional  liability  coverage  are  inevitable  in 
high-rise,  high-risk,  high-population  states.  But  Wisconsin  isn't 
one  of  them.  That’s  why  PIC  Wisconsin’s  rates  are  competitive. 
Straightforward.  Affordable. 

PIC  insures  more  than  one-third  of  all  Wisconsin  physicians, 
hundreds  of  dentists  and  several  hospitals,  and  we  base  our  rates 
on  Wisconsin  claims  history.  So  other  states’  unstable  loss  trends 
and  multi-million  dollar  judgments  have  no  direct  effect  on  PIC 
policyholders’  premiums. 

No  wonder  we’re  rated  A-  Excellent  by  A.M.  Best,  and  no 


wonder  we  are  the  only  professional  liability  insurance  company 
endorsed  by  the  State  Medical  Society  of  Wisconsin.  Call  PIC 
today  for  more  information  about  how  easy  it  is  to  switch  to  our 
medical  professional  liability  insurance  and  to  get  a free  rate 
quote. 

(800)  279-8331  • E-mail:  info@picwis.com 

Tomorrow's  Insurance  Solutions  Today 
Insurance  Products  • Risk  Financing  • Consulting 
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ally,  a cure  for  your  financial  headaches 


Is  money  slipping  through  the  cracks  because  your  financial  systems  area  t as 
efficient  as  they  should  be?  Are  you  losing  money  through  improper  reimbursement 
from  insurance  earners?  Are  you  working  harder  and  making  less?  Well,  Fi-Med 
can  relieve  these  common  practice  pains. ..and  more!  Our  prescribed  methods  are 
saving  physicians  hundreds  of  thousands  of  dollars  even/  year.  We  re  experts  in 
the  financial  and  interpersonal  sta  ff  relationships  that  hinder  physicians  ’ 
profitability.  We  help  physicians  lik  e you  create  better  administration  efficiencies, 
develop  better,  more  profitable  systems  of  billing;  track  and  manage  your  managed 
care  and  improve  employee  relations.  We  assist  you  in  coding,  establishing  and 
increasing  fees;  improving  patient  relations. ..and  much,  much  more!  We  help 
you  do  all  the  things  it  takes  to  get  rid  of  those  nagging  financial  headaches  by 
working  smarter,  not  harder.  Call  us  at:  (did)  875-5700.  Fi-Med  Management, 
Inc.,  P.O.  Box  5182,  Elm  Grove,  WJ  55122-5182. 
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Political  Involvement: 

A Critical  Issue  for  Physicians 


In  mid- August  1996,  Dr  Ted 
Lewers,  a leading  member  of 
the  AMA  Board  of  Trustees  visited 
three  Wisconsin  clinics  — Dean 
Clinic  in  Madison,  Gundersen 
Clinic  in  LaCrosse,  and  the  Marsh- 
field Clinic  --  to  discuss  a number 
of  issues  with  clinic  physicians. 
During  the  follow-up  question  and 
answer  session,  one  of  the  ques- 
tions put  to  him  concerned  AMA 
political  activity.  Dr  Lewers,  in  re- 
sponding to  the  question,  stressed 
the  importance  of  individual  phy- 
sician political  involvement,  not 
only  as  members  of  AMPAC  and 
the  State  Medical  Society's 
WISPAC,  but  also  the  multiple 
other  avenues  of  support  for  politi- 
cal candidates  in  which  physicians 
should  involve  themselves. 

Physician  involvement  crucial 

The  AMA  and  the  State  Medical 
Society  are  obviously  potent  advo- 
cacy groups  for  physicians  at  the 
national  and  the  state  level.  The  ef- 
forts of  our  lobbyists  are  tremen- 
dously enhanced  if  they  can  point 
out  to  the  politicians  that  many 
physicians  in  the  politicians'  dis- 
tricts are  involved  in  the  process 
and  are  concerned  with  the  issues. 
Support  on  the  part  of  our  physi- 
cian members  is  vital  both  in  terms 
of  financial  contributions  to  candi- 
dates and  personal  involvement  in 
campaigns.  Physicians  need  to 
meet  with  candidates  and  support 


those  whose  views  are  in  line  with 
ours.  Support  consists  of  financial 
contributions  to  their  campaigns, 
holding  coffees  or  gatherings  in 
our  homes  to  facilitate  the  candi- 
date meeting  potential  supporters, 
circulating  nominating  papers  for 
candidates,  and  putting  up  yard 
signs,  etc. 

About  10  years  ago  when  the 
chiropractors  in  Wisconsin 
achieved  their  long-sought  goal  of 
receiving  payments  for  their  ser- 
vices from  the  insurance  compa- 
nies in  the  state  of  Wisconsin,  they 
had  nearly  100%  participation  in 
their  political  action  committee 
and  they  were  extremely  active  in 
contributing  to  political  cam- 
paigns. At  the  same  time,  involve- 
ment in  our  SMS  political  action 
committee  was  less  than  20%  de- 
spite the  burning  importance  of 
this  issue  to  physicians  and  the 
physician-sponsored  HMO  insur- 
ance plans.  We  fought  that  battle 
with  our  hands  tied  because  we 
did  not  have  the  involvement  of  a 
substantial  percentage  of  our  many 
members  in  the  political  process. 
Today  the  nearly  1,200  chiroprac- 
tors continue  their  political  activ- 
ity through  their  political  action 
committee.  At  the  same  time,  the 
percentage  of  SMS  members  who 
joined  WISPAC  is  a dismal  7%.  This 
number  has  been  dropping  for  the 
past  several  years.  The  percentage 
of  SMS  board  members  who  are 
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WISPAC  members  is  78%  and  the 
Wisconsin  AMA  Delegation  has 
100%  participation  in  WISPAC. 
This  indicates  that  those  most  in- 
volved with  the  issues  for  the  State 
Society  have  a much  higher  level 
of  participation  in  the  political  pro- 
cess as  exemplified  by  WISPAC 
membership;  but,  if  we  are  to  have 
any  hope  of  influencing  the  candi- 
dates and  the  issues  they  will  be 
addressing  in  the  Legislature,  we 
need  a much  greater  number  of  our 
physician  members  to  get  involved 
in  every  political  district  across  the 
state.  Physicians  should  be  aware 
that  during  the  1994  election,  the 
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chiropractors  contributed  an  aver- 
age of  $83.35  per  member  to  their 
PAC.  During  that  same  time  pe- 
riod, physicians  contributed  an 
average  of  $5.97  per  physician  in 
the  state  to  WISPAC.  I think  our 
profession  could  easily  afford  more 
than  $6  per  physician  to  give  to 
WISPAC.  SMS  Government  Rela- 
tions Director  Mike  Kirby  says  that 
politicians  frequently  tell  him  that 
they  rarely  hear  from  their  physi- 
cian constituents  on  issues.  In  fact, 
Mike  notes  that  legislators  say  the 
only  time  they  do  hear  from  phy- 
sicians is  when  physicians  want 
something.  We  need  to  change  that 
perception  or  that  reality. 

Get  to  know  your  elected  officials 

Physicians  need  to  personally 
know  their  legislators.  While  the 
SMS  appreciates  the  calls  that  phy- 
sicians make  when  SMS  sends  out 
legislative  alerts,  political  involve- 
ment requires  more  than  just  one 
phone  call  every  couple  of  years. 
Physicians  need  to  attend  political 
fundraisers  in  their  districts.  It  is 
not  necessary  to  stay  at  a 
fundraiser  all  evening.  It  is  impor- 
tant to  stop  by,  write  a check  of  sup- 
port for  the  campaign,  and  then 
introduce  yourself  to  the  legislator 
and  talk  with  them  for  several  min- 
utes to  get  to  know  them.  It  is  this 
personal  contact  with  the  legisla- 
tor that  is  the  most  important.  It 
helps  them  attach  a face  to  a name 
when  a phone  call  is  made  or  a let- 
ter sent  requesting  support  on  a 
piece  of  legislation  that  is  impor- 
tant to  us. 

One  of  our  State  Society  field 
representatives  recently  attended  a 
fundraiser  for  David  Prosser.  Mr 
Prosser  is  the  Republican  Assem- 
bly Speaker  who  is  giving  up  that 
post  and  is  running  for  the  congres- 
sional seat  being  vacated  by  Con- 
gressman Toby  Roth  in  northeast- 
ern Wisconsin.  While  in  the  Assem- 
bly, Mr  Prosser  was  very  support- 
ive of  many  SMS  legislative  issues 


including  the  tort  reform  laws  that 
were  enacted  during  the  latest  ses- 
sion of  the  legislature.  Several  phy- 
sicians had  been  contacted  by  SMS 
to  attend  the  fundraiser  but  regret- 
tably, not  one  physician  actually 
showed  up.  This  is  a major  disap- 
pointment and  a potential  impedi- 
ment to  our  chances  for  future  suc- 
cess in  requesting  support  from  Mr 
Prosser.  It  has  been  said  that  for 
politicians,  the  first  rule  is  "get  re- 
elected." Many  politicians,  how- 
ever, have  as  an  extremely  impor- 
tant axiom,  "forgive  and  remem- 
ber." They  remember  those  who 
support  them  in  their  campaigns 
and  are  much  more  receptive  when 
those  individuals  call  or  write 
about  a political  issue.  Mr  Kirby 
also  relates  an  incident  that  oc- 
curred a few  years  ago  in  which  a 
physician  in  the  Fox  River  Valley 
area  held  a fundraiser  at  his  home 
for  the  eight  state  legislators  in  that 
area.  This  was  a wonderful  oppor- 
tunity for  the  nearly  700  physicians 
in  that  area  to  meet  all  eight  area 
legislators.  It  is  an  embarrassment 
to  tell  you  that  there  were  more  leg- 
islators at  this  fundraiser  than  phy- 
sicians. I need  not  remind  you  that 
this  was  in  friendly  territory  at  a 
physician's  home. 

Participate  in  the  process 

Needless  to  say,  these  examples 
only  reinforce  the  image  at  the 
State  Capitol  that  individual  phy- 
sicians are  minor  players  in  the 
political  process.  We  can't  stand  on 
the  sidelines  during  campaigns 
and  elections  and  then  expect  to  be 
greeted  with  open  arms  when  we 
have  an  issue  before  the  legislature. 
Our  lobbyists  do  an  excellent  job 
for  us  but  that  work  would  be  tre- 
mendously enhanced  and  facili- 
tated if  there  were  more  of  us  in- 
volved in  WISPAC  and  Physicians 
for  Better  Government. 

When  I came  to  Wisconsin  in 
1969,  one  of  my  colleagues  and 
friends  recruited  me  to  support  a 


candidate  for  an  open  House  of 
Representatives  seat  vacated  when 
Congressman  Mel  Laird  had  been 
appointed  Secretary  of  Defense.  1 
have  tried  to  stay  politically  in- 
volved since  that  time.  I was  ini- 
tially wary  of  joining  WISPAC  fear- 
ing that  my  contributions  might  go 
to  candidates  that  I personally  did 
not  support.  I quickly  learned  that 
the  WISPAC  contributions  are  di- 
rected by  the  WISPAC  members  in 
the  electoral  district  who  turn  out 
for  the  WISPAC  candidate  inter- 
views and  then  take  a vote  on  who 
gets  the  support.  In  similar  fashion, 
the  money  in  the  Physicians  for 
Better  Government  pool  is  directed 
by  the  individual  contributor  to  go 
to  the  candidate  that  each  physi- 
cian contributor  designates  and 
cannot  be  released  without  the  per- 
mission of  the  individual  physi- 
cian. But  our  Society's  political  ef- 
forts are  enhanced  when  each  of 
these  contributions  is  delivered  as 
part  of  a pooled  contribution  to  the 
various  candidates. 

I encourage  you  not  to  consider 
yourself  above  politics.  Remember 
the  old  expression,  "Those  who  are 
too  smart  to  engage  in  politics  are 
punished  by  being  governed  by 
those  who  are  dumber."  It  is  criti- 
cal that  you  get  out  during  this 
election  season  and  get  to  know  the 
candidates  in  your  district.  Con- 
tribute to  their  campaigns,  hold 
fundraisers  for  them,  put  up  yard 
signs  supporting  them  and  then, 
when  they  are  elected,  have  the 
Medical  Society  set  up  legislative 
meetings  at  your  hospital  or  clinic 
every  few  months  so  that  they  re- 
main aware  of  your  support,  your 
interest  and  your  involvement. 
Offer  your  time,  ideas,  monetary 
and  other  support  as  best  as  you 
can.  Successful  candidates  remem- 
ber those  who  stood  by  them  in 
uncertain  times.  If  you  want  to  be 
heard  while  they  govern,  you 
need  to  be  known  while  they 
campaign.  ❖ 
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SMS  Welcomes  New  EVP,  John  E.  Patchett,  JD 


John  E.  Patchett,  JD,  of  Tallahas- 
see, FL  was  selected  by  the  SMS 
Board  to  serve  as  the  new  Execu- 
tive Vice  President  of  the  SMS. 
Patchett  will  fill  the  vacancy  cre- 
ated when  Tom  Adams  resigned  as 
EVP  on  August  1.  Patchett  plans 
to  be  in  the  SMS  offices  on  a full- 
time basis  beginning  October  7. 

For  the  past  two  years,  Patchett 
served  as  the  Deputy  Executive 
Vice  President  of  the  Florida  Medi- 
cal Association  in  Tallahassee, 
Florida.  Prior  to  that,  he  spent  10 
years  on  the  staff  of  the  American 
Medical  Association  in  Chicago  — 
four  years  in  Specialty  Society 
Relations  and  then  six  years  as 
Director  of  the  Department  of  State 
Legislation.  In  his  latter  capacity, 
he  worked  with  all  50  state  medi- 
cal societies  as  well  as  numerous 
specialty  organizations  on  key 
state  legislative  initiatives  relating 
to  health  matters,  focusing  espe- 
cially on  health  system  reform  ac- 
tivities at  the  state  and  federal 
level. 

Patchett  also  served  in  the  Iowa 
House  of  Representatives  from 
1973  to  1980.  He  earned  his  Juris 
Doctorate  degree  at  the  University 
of  Iowa  School  of  Law,  Iowa,  where 


he  also  received  his  Bachelor  of 
Arts  degree  in  political  science  and 
history. 

He  is  a member  of  the  Ameri- 
can Society  of  Association  Execu- 
tives, the  American  Society  of 
Medical  Association  Counsel,  the 
National  Health  Lawyers  Associa- 
tion, and  the  American  Bar  Asso- 
ciation. 

"I  am  very  excited  to  be  selected 
as  the  new  EVP  at  the  State  Medi- 
cal Society  of  Wisconsin,"  Patchett 
said.  "The  organization  is  viewed 
as  one  of  the  strongest  and  most 
progressive  in  the  nation,  with  ex- 
cellent physician  leadership  and  a 
highly  qualified  and  dedicated 
staff.  This  is  a tremendous  oppor- 
tunity, professionally  and  person- 
ally, and  I look  forward  to  joining 
the  team  on  October  7." 

"Physicians  and  patients  alike 
are  facing  many  challenges  in  the 
future,  as  the  health  system  and  the 
marketplace  continue  to  evolve.  I 
am  confident  that  the  SMS  will 
continue  to  be  the  pre-eminent  ad- 
vocate for  Wisconsin  patients,  the 
health  of  the  public,  and  physi- 
cians," said  Patchett. 

SMS  Board  Chair  Raymond  C. 
Zastrow,  MD,  noted  that  Patchett's 
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"broad  background  in  medical  as- 
sociation administration  and  in- 
depth  knowledge  of  medical  and 
health  care  policy  and  legislative 
issues  will  serve  the  Society  well 
as  it  moves  into  the  21st  century. 
We  look  forward  to  his  leadership." 

Patchett  and  his  wife  Mary  Rita 
have  three  children  — Sean,  Kaity 
and  Colin. ❖ 
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Letters  to  the  Editor 

Cultural  Diversity  is  Valuable  in  Healing 


To  the  Editor:  Allow  me  to 
speak  to  the  issue  of  commu- 
nication across  cultural  lines  which 
was  addressed  by  your  correspon- 
dent Vinoo  Cameron  (July  1996  is- 
sue). 

Contrary  to  Dr  Cameron,  whose 
sincerity  and  idealism  I admire,  I 
stand  in  awe  of  culture,  and  would 
find  it  unthinkable  to  "take  steps 
to  stop"  one  or  other  cultural  prac- 
tice, if  only  because,  pragmatically, 
it  won't  work. 

I would  like  to  share  with  you  a 
clinical  case  that  illustrates  my 
point.  Recently  I saw  a young 
Puerto  Rican  woman  who  had  had 
a son  --  her  first  child  — nine 
months  previously.  She  was  clini- 
cally depressed,  refused  to  care  for 
the  child  at  all,  feared  harming  him. 


and  obsessed  about  losing  her 
shapely  figure,  albeit  her  weight 
averaged  120  lbs.  Her  rather  older 
husband  was  at  his  wit’s  end  when 
he  brought  her  to  our  clinic.  After 
four  visits  (with  the  assistance  of 
an  able  Spanish  interpreter)  and 
unsuccessful  attempts  to  get  her  to 
try  an  antidepressant  (Prozac),  an 
anti-psychotic  (Risperdal),  and  a 
medication  for  obsessive-compul- 
sive disorder  (Luvox:  she  insisted 
on  wanting  to  see  a plastic  surgeon 
shortly  after  her  husband  was  laid 
off  from  his  factory  job  and  lost  his 
commercial  insurance)  I became 
convinced  that  we  were  going  no- 
where. 

There  seemed  to  be  no  trust,  no 
rapport.  With  the  patient’s  permis- 
sion I contacted  anthropologists  in 


our  two  largest  universities  and 
was  referred  to  a "curandera” 
(healer)  of  Cuban  descent.  The 
patient  expressed  enthusiasm 
when  I explained  what  kind  of  per- 
son I was  sending  her  to,  and  went 
to  see  her  promptly. 

The  "curandera"  (who  spoke  to 
me  after  their  first  visit)  listened  to 
the  patient,  prayed  with  her  and 
gave  her  a massage.  The  follow- 
ing week  when  they  returned  to 
the  clinic,  the  couple  reported  that 
the  patient  had  resumed  taking 
care  of  her  baby  for  the  first  time 
in  many  months.  Also,  she  was 
smiling. 

— Victoria  Lewin-Fetter,  MD 
Renew  Counseling  Center 
Milwaukee,  Wl* 


Physicians  at  the  Slot  Machines 


To  the  Editor:  I read  with  in- 
terest your  most  recent  Wis- 
consin Medical  Journal  on  the  sub- 
ject of  casino  gambling  and  its  ef- 
fects on  the  middle  class  and  lower 
class  people,  especially  the  elderly. 
I am  well  aware  of  the  problems 
casino  gambling  raises;  1 have  had 
patients  harmed  by  compulsive 
gambling  (including  having  to  file 
for  bankruptcy).  Imagine  my  sur- 
prise when  just  this  past  week  I 
received  an  invitation  to  attend  a 
medical  conference  sponsored  by 


a well-known  clinic.  The  confer- 
ence is  to  be  held  right  in  the  In- 
dian casino.  How  noble,  indeed. 

We  as  physicians,  when  we  put 
on  our  white  coats,  have  certain 
social  and  legal  obligations.  I trust 
we  have  certain  obligations  as 
members  of  the  State  Medical  So- 
ciety and  the  AMA,  although  in 
our  own  self  interest  we  have  of- 
ten kicked  around  the  messenger, 
who  is  telling  us  that  too  many  of 
us  have  our  perspectives  mixed  up. 
I am  afraid  our  profession  is  miss- 


ing its  drawers,  and  the  seat  is 
ripe  for  the  boot.  Let  the  whining 
begin! 

— Vinoo  Cameron,  MD 
Athens,  WI* 


Note:  Letters  to  the  editor 
may  be  edited  for  length, 
clarity  and  grammar. 
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Guest  Editorials 

Live  Better,  Live  Longer:  A New  Attitude 


Maury  Berger,  MD,  West  Allis 

Aging  in  the  United  States  has 
changed.  Just  two  genera- 
tions ago,  the  "elderly"  at  60  would 
be  retired  and  settling  into  a very 
quite  life  and  routine.  Today 
people  are  far  more  active  and  cer- 
tainly older  people  are  no  longer 
"old."  Medical  advances  have  im- 
pacted greatly  on  life  expectancy. 
People  born  in  the  1920s  have  a life 
expectancy  into  the  80s.  Children 
born  today  may  live  well  into  their 
100s.  The  medical  impact  on  re- 
search today  seems  to  be  not  nec- 
essarily on  the  life  span,  but  the 
extension  and  expansion  of  the 
health  of  the  population.  We  all 
need  to  do  our  part  in  fostering  the 
best  for  the  years  that  we  have. 

Expanding  the  health  span 

Aging  is  as  individual  as  we  are  as 
people.  Multiple  factors  play  a part 
in  the  different  rates  we  have  in  the 
aging  process.  Researchers  have 
determined  that  culture,  heredity, 
the  immune  system  and  the  more 
controllable  areas  of  environment, 
diet  and  activity  all  play  significant 
rolls  in  the  aging  process.  Aging 
does  not  need  to  mean  illness  and 
disease.  The  "new  aging"  phe- 
nomenon means  that  everyone  can 
take  control  of  his  or  her  life.  Re- 
defining your  energies,  your  mind, 
and  your  lifestyle  habits  can  really 
make  a difference.  Statistics  clearly 
indicate  that  heart  disease,  arthri- 
tis, and  stomach  ailments  can  be 


Dr  Berger  is  an  internist  specializing  in 
hematology  and  oncology.  He  is  a 
member  of  the  SMS  Commission  on 
Geriatric  Health. 


reduced  through  a healthy  and  ac- 
tive lifestyle.  Communication  is 
vital  in  your  health  span  plan  of 
action.  Research  suggests  that  be- 
ing among  friends  not  only  helps 
people  cope  better  emotionally,  but 
it  also  makes  them  more  healthy. 
Support  groups  should  be  at  the 
top  of  the  list  for  anyone  that  is 
alone.  The  need  to  feel  comfort- 
able and  talk  openly  about  your 
feelings  and  concerns  is  crucial  to 
your  well  being. 

Special  programs  for  seniors 
with  time  on  their  hands 

There  is  an  excellent  program 
called  RSVP  (Retired  and  Senior 
Volunteer  Program),  which  is  ac- 
tive in  many  parts  of  the  state. 
Through  this  program,  people  can 
get  involved  in  a variety  of  volun- 
teer work.  Activities  might  include 
ushering  at  cultural  events,  doing 
mailings  for  charitable  organiza- 
tions, pen  pal  programs,  crafts, 
mentoring  programs  for  children 
in  schools,  and  many  others.  In 
Milwaukee,  this  is  administered 
through  a program  called  Inter- 
faith. The  largest  RSVP  program  is 
located  in  Dane  County  and 
should  stand  as  a model  to  other 
localities  in  the  state.  I believe  such 
a program  should  be  expanded  to 
all  parts  of  the  state.  The  program, 
however,  receives  limited  govern- 
ment funding. 

Most  communities  have  adult 
education  classes  for  senior  citi- 
zens. In  Milwaukee,  the  LaFarge 
Lifelong  Learning  Institute  for 
adults  age  50  and  older  offers  a 
wide  variety  of  day  and  evening 
classes  that  include  harmonica 
playing,  gardening  and  US  and  for- 
eign policy.  Area  YMCAs  offer  ex- 


Maury  Berger,  MD 


ercise  classes  for  older  adults. 

Many  communities  offer  senior 
citizens  the  opportunity  to  be  a 
mentor  for  children.  In  Homewood 
Illinois,  a suburb  of  Chicago,  there 
is  a pilot  program  that  places  chil- 
dren, in  significant  numbers,  in  fos- 
ter homes  with  senior  citizens. 
Through  this  program  these  chil- 
dren receive  the  support,  the  affec- 
tion and  the  love  they  were  not  re- 
ceiving in  their  homes.  The  pro- 
gram has  been  very  successful  for 
both  the  children,  and  the  elderly 
who  volunteer  to  work  with  them. 

We,  as  physicians,  must  con- 
tinue to  prompt  our  senior  popu- 
lation into  volunteering,  continu- 
ing their  education,  exercising,  and 
generally,  staying  active.  We  must 
promote  the  continued  activity  of 
the  senior  age  group  so  that  their 
minds,  bodies  and  spirits  will  be 
maintained.  The  ability  to  age  well 
is  certainly  within  your  control. 
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We  all  come  in  different  shapes  and  sizes,  with  different  ideas  about  our  health.  At  Covenant 
Healthcare,  we're  dedicated  to  improving  men's  health  in  our  community.  With  advanced  heart  care  and 
cancer  treatments  and  more  than  2000  doctors  to  choose  from,  we're 
uniquely  qualified  to  care  for  each  and  every  one  of  you  throughout  your  life. 


HEALTHCARE 

Because  nobody's  quite  like  you. 


http://www.  covhealth.  org 
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Community  Television  and  Senior  Citizens: 
The  Beginning  of  a Wonderful  Relationship 


Joseph  Blustein,  MD,  Madison 

During  the  past  year,  "The 
Yesterday  Morning  Show," 
a local  cable  live  call-in  show  that  I 
host,  has  become  a Madison  insti- 
tution. The  idea  for  the  show  ac- 
tually came  from  one  of  my  pa- 
tients. During  her  eye  exam,  Lois 
said,  "You  know,  I watch  a lot  of 
television.  I watch  it  all  the  time, 
but  I wish  there  was  some  more 
local  stuff,  you  know,  things  I could 
relate  to."  This  started  me  thinking. 
I consulted  with  David,  my  older 
brother,  who  together  with  his 
wife,  Teryle,  produced  many  vid- 
eos in  the  Chicago  area  for  local 
access  television.  Included  in  their 
productions  are  the  award-win- 
ning series,  "The  Artist's  Eye"  and 
"The  Dream  Spinners."  David  had 
some  good  advice  even  though  it 
was  rather  cliche,  "Don't  just 
watch  TV,  make  TV,"  he  said.  He 
told  me  that  I should  start  out  by 
becoming  involved  with  my  area 
local  access  station.  The  next  day,  I 
called  TCI,  the  local  cable  company, 
and  was  routed  to  WYOU. 

Creating  a television  show 

At  WYOU,  I spoke  with  Kelly 
Wolff,  the  Outreach /Education 
Director.  She  told  me  what  I 
needed  to  do  to  become  a producer. 
Within  a week,  I was  at  the  WYOU 
Orientation  meeting  together  with 
a few  friends  from  work  and  the 
neighborhood.  At  that  meeting, 
Kelly  announced  that  there  was 
competition  for  a regular  Sunday 
show  time  slot.  The  applications 
for  that  slot  were  due  in  two  weeks. 


Dr  Blustein  is  the  Medical  Director  at 
WIPRO  and  a member  of  the  SMS 
Commission  on  Geriatric  Health.  For 
the  last  eight  years,  he  had  an 
opthalmology  practice  in  Madison. 


The  next  two  weeks  saw  the 
birth  of  the  plans  for  "The  Yester- 
day Morning  Show."  The  ideas 
came  from  a team  that  had  no 
boundaries.  Bill,  a writer  who  lives 
across  the  street,  contributed  quite 
a bit  of  the  intellectual  conception. 
Mike,  who  also  lives  on  the  block, 
is  an  expert  in  lighting  and  had 
experience  both  in  video  produc- 
tion and  acting.  Once  we  settled 
on  the  theme,  I took  many  of  the 
ideas  to  work  and  if  not  too  far  be- 
hind in  my  appointments,  would 
bounce  them  off  patients.  My  pa- 
tients really  helped  mold  the  final 
plans  more  than  anyone,  and  I 
truly  believe  that  is  why  "The  Yes- 
terday Morning  Show"  became 
such  a success. 

The  selection  committee  at 
WYOU  loved  the  idea  and  "The 
Yesterday  Morning  Show"  was  of- 
fered a regular  monthly  slot.  The 
first  45-minutes  is  an  interview 
with  a local  senior  citizen.  The  last 
15-minutes  is  for  call-in  questions 
from  viewers  in  the  neighborhood. 
Once  we  had  the  concept  figured 
out,  we  quickly  discovered  the 
hard  part:  getting  the  show  off  and 
running.  It  took  several  months 
and  many  hours  of  training  and  co- 
ordination to  get  things  going. 
Many  people  helped  to  bring  the 
show  to  life.  Nancy  and  Jenny  op- 
erated the  cameras.  Mike  was  the 
Director.  Natasha  and  Emily  de- 
signed the  title  posters.  Daniel  an- 
swered the  phones  and  Bill  was  a 
prompter.  I was  the  host.  Lynn 
Mason,  WYOU  Technical  Director, 
helped  work  through  the  details 
and  trained  the  crew. 

On  the  air 

Our  premiere  show  was  on  Super 
Bowl  Sunday,  last  January.  The 
guests  were  Eunice  and  Carol,  a 
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couple  who  dedicated  their  lives  to 
helping  others.  They  talked  about 
growing  up  in  Wisconsin  during  a 
different  time;  going  to  a one-room 
school  house  and  looking  forward 
all  year  to  an  ice  cream  cone.  They 
told  about  the  RSVP,  Retired  Senior 
Volunteer  Program,  and  how  ev- 
eryone and  anyone  could  help. 
Even  volunteering  to  call  someone 
was  needed.  The  show  was  an  in- 
stant success!  I was  surprised.  I had 
not  told  people  when  it  was  going 
to  be  on  but  many  of  my  patients 
said  they  saw  me  while  channel 
surfing  during  commercials  from 
the  Super  Bowl  Game.  I guess  the 
show  owes  its  success,  in  part,  to 
the  TV  remote  and  the  strong  de- 
sire to  surf.  Some  even  liked  what 
they  saw  so  much,  they  did  not 
switch  back  to  the  football  game. 
Especially  rewarding  was  the  fact 
that  some  viewers  even  called 
RSVP  the  next  week  and  became 
involved  in  the  community.  Eunice 
and  Carol  made  copies  of  their  in- 
terview and  gave  the  videos  to 
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their  children  as  Christmas  pre- 
sents. 

Subsequent  shows  featured 
other  Madison  seniors  such  as  Eu- 
gene, the  President  of  AARP  and 
Hugo,  a retired  police  officer  who 
teaches  seniors  how  to  drive  safely. 
Other  notables  include  Tony  a re- 
tired principal  and  active  volunteer 
in  the  Madison  Schools.  The  main 
theme  is  just  talking  with  people 
and  letting  them  share  whatever 
they  would  like  to  share.  This  is  a 
real  motivator  for  some  viewers 
out  there,  many  of  whom  may  feel 
isolated  from  the  community  at 
large.  People  relate  to  others  of 
similar  age  and  life  experiences 
and  "The  Yesterday  Morning 
Show"  helps  make  this  happen. 

Meet  interesting  people 
and  have  a lot  of  fun 

We  are  looking  for  others,  seniors 
preferably,  but  we  do  not  discrimi- 


nate based  on  age,  to  help  on  "The 
Yesterday  Morning  Show."  If  you 
are  interested,  give  Jenny  Braun  a 
call  at  608-882-6615. 

The  show  was  on  every  month 
until  WYOU  was  forced  to  move 
last  May.  WYOU  is  now  located  at 
650  E.  Main  Street.  The  live  studio 
will  be  up  and  running  soon  and 
"The  Yesterday  Morning  Show" 
will  also  return,  probably  Novem- 
ber if  all  goes  well.  If  you  live  in 
Madison,  watch  the  cable  listings 
for  WYOU  and  tune  in  for  the  next 
exciting  adventure  of  "The  Yester- 
day Morning  Show."  The  next 
show  will  feature  Conan  and  is 
chock  full  of  memories. 

If  you  do  not  live  in  the  Madi- 
son area  but  would  like  to  become 
involved  or  have  older  patients  (or 
anyone  else)  that  may  want  to  vol- 
unteer in  making  television  hap- 
pen give  Kelly  Wolff  a call  at  608- 


258-9644  or  send  her  e-mail  at 
wyou@danenet.wicip.org.  She  has 
many  volunteer  opportunities 
available  here  in  Madison  or  can 
direct  you  to  the  local  access  in 
your  community.  Public  access  is  a 
powerful  tool  and  the  only  free- 
speech  television  available.  WYOU 
is  there  for  you  to  share  your 
thoughts  with  the  community.  Get 
involved. 

Lois,  my  patient,  now  volun- 
teers as  a cablecaster  at  WYOU.  She 
says,  "I  feel  so  much  younger.  I 
come  in  to  the  station  once  a week 
for  four  hours.  I am  in  charge  of 
the  whole  afternoon  of  program- 
ming. I don't  agree  with  some  of 
the  things  that  go  out  and  I let  them 
know.  Making  television  happen  is 
not  for  everyone  but  it  is  definitely 
for  me.  It's  fun.  Try  it,  you  have 
nothing  to  lose.  You  may  even  like 
it,  or  worse,  you'll  love  it."  ❖ 


State  Medical  Society  of  Wisconsin 

Presents  Exciting  Tours  From  Chicago 


mv  HORIZON  - CARIBBEAN  CRUISE 

January  25  - February  1, 1997 

From  $949.00  Per  person,  double  occupancy  (Plus  Port  Taxes) 

This  exciting  seven  day  cruise  itinerary  is  planned  to  present  the  brightest  jewels  of 
the  Caribbean  and  all  that  each  island  has  to  offer  aboard  the  deluxe  Horizon. 

Ports  of  catL  San  Juan;  Catalina  Island,  D.R.;  Barbados;  Martinique;  Antigua;  St.  Thomas. 

CHINA  - YANGTZE  RIVER  CRUISE  • HONG  KONG 

March  20  - 31, 1997  $2,499.00 

March  28  - April  10, 1997  $2,899.00 

Per  person,  double  occupancy  (Phis  Taxes) 

A wonderful  introduction  to  the  Orient!  From  the  rich  history  of  the  People’s 
Republic  of  China,  to  the  dynamic  British  Crown  Colony  of  Hong  Kong. 

THE  BEST  OF  THE  ORIENT 

March  24  - April  3, 1997  $2,299.00  Per  person,  double  occupancy  (Plus  Taxes) 

From  resplendent  Bangkok  to  the  glistening  cities  of  Singapore  and  Hong  Kong. 

LUXURY  ALASKAN  CRUISE  ON  BOARD  THE  mv  HORIZON 

June/July  1997 

Details  available  soon. Northbound  or  Southbound  Glacier  Cruise  itinerary. 

Pre-  and  post-cruise  tours  available  to  Denali  National  Park,  Fairbanks, 

Anchorage  and  more! 

AVAILABLE  TO  MEMBERS,  THEIR  FAMILIES  AND  FRIENDS. 

For  additional  information  and  a color  brochure  contact: 

6L0BAL  HOLtMK 

9725  Garfield  Avenue  South,  Minneapolis,  MN  55420-4240  (61 2)  948-8322  Toll  Freed  -800-842-9023 
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Grandpa's  Bedtime  Story:  It  Pays  to  Tell  the  Truth 

Alan  Lieberthal,  MD,  FACE,  Milwaukee 


At  the  SMS  Commission  on 
Geriatric  Health  meeting 
last  month,  as  a new  member,  truth 
seemed  to  be  as  elusive  as  an  ex- 
planation of  why  one  grandchild 
said  he  teased  another.  The  discus- 
sion concerning  fraud  on  the  gull- 
ible elderly  (see  related  story  p. 
679)  seemed  straight  forward 
enough.  Where  was  the  truth  in  the 
discussion  on  capitation  and  man- 
aged care?  I thought  about  all  of 
this  on  the  bus  ride  home.  What 
troubled  me  was  how  we  can  teach 
our  grandchildren  the  value  of 
truthfulness.  My  son's  generation 
seemed  to  have  an  answer. 

Modern  fatherhood 

I like  feisty  two-year-olds.  Some- 
one who  talks  back  is  my  kind  of 
kid.  My  wife,  Eth,  always  liked  the 
helpless  stage  of  infancy.  In  my 
view,  diaper  changing  is  a chore  to 
be  avoided.  I did  not  understand 
the  new  father  who  does  it  all.  I 
never  learned  Laundry  101  which 
was  taught  diligently  to  my  sons 
before  they  left  for  university.  My 
mother  used  to  lovingly  wash,  iron 
and  carefully  fold  the  laundry 
which  was  returned  to  my  dorm 


Alan  Lieberthal,  MD,  is  a member  of 
the  SMS  Commission  on  Geriatric 
Health.  He  is  a graduate  of  the  Univer- 
sity of  Wisconsin  School  of  Medicine. 
He  practices  endocrinology  and  inter- 
nal medicine  at  Sinai  Samaritan  Medi- 
cal Center  in  Milwaukee,  where  he  was 
born,  and  at  Columbia  Hospital.  His 
wife,  Eth,  has  been  his  medical  tech- 
nologist and  is  mother  to  their  four 
sons.  They  have  nine  grandchildren, 
with  whom  Dr  Lieberthal  routinely 
shares  bedtime  stories. 


via  third  class  postal  service  for 
$1.82  in  a rectangular  heavy  card- 
board case  one  could  buy  at 
Rennies.  My  sons  wash,  clean, 
cook,  baby  sit,  play  ball,  and  have 
the  benefits  of  that  closeness  which 
they  claim  I was  too  busy  in  prac- 
tice to  do.  I have  given  up  remind- 
ing them  of  all  the  things  we  did 
together,  including  Indian  Guides. 
Now  I have  the  time  to  play  with 
my  grand  kids  who  expect  me  to 
have  the  energy  of  my  sons.  I only 
wish  I did. 

Instilling  values 

How  does  a grandfather  help  his 
sons  as  parents  instill  the  values  of 
truthfulness  to  grandchildren?  By 
telling  them  like  it  is.  To  the  curi- 
ous question  about  the  red  spots 
on  my  arms  and  legs  that  each  and 
every  one  of  them  asks,  I answer, 
"Those  are  teliangiectasias  which 
have  become  more  numerous  with 
age."  They  thought  they  were  in- 
juries. When  I say  they  are  collec- 
tions of  capillaries  in  the  skin,  they 
don't  understand,  but  still  they  do! 

One  of  our  grandchildren  who 
is  aged  four,  hates  taking  antibiotic 
medicine.  At  the  time  when  strep 
throat  is  prevalent,  he  has  it  fre- 
quently, and  he  has  it  again.  When 
he  is  getting  sicker  and  sicker,  it  is 
no  fun  wrestling  him  to  the  ground 
pouring  down  the  antibiotic  only 
to  see  it  thrown  up  a moment  later. 
That  proved  devastating  to  his 
mother,  a nurse.  One  Sunday,  she 
called  to  say  that  my  grandson  was 
wheezing,  and  she  wanted  to  bor- 
row a stethoscope.  Indeed,  the 
wheezing  was  there.  I knew  what 
was  forthcoming  and  suggested  to 
my  grandson,  "Why  don't  you  take 
your  medicine  and  call  me  up  and 
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tell  me  you  did  it!"  The  answer  was 
unequivocal  and  prompt.  "No,  I 
won't."  He  was  taken  home.  His 
mother  tasted  the  medicine  and 
said  to  him,  "This  tastes  terrible." 
His  father  took  the  medicine  aiid 
said,  "This  DOES  taste  terrible!" 
Whereupon,  as  they  say  in  those 
bedtime  stories,  my  grandson  took 
the  whole  dose  standing  up. 
Proudly,  he  called  me  up  to  tell  me 
that  he  did  it. 

Bitter  truth 

What,  if  any,  moral  is  there  to  this 
tale?  Hopefully,  the  purveyors  of 
managed  care  and  capitation  will 
tell  us  what  is  in  store  for  us,  the 
"gullible"  easily  defrauded  group, 
as  patients  and  doctors.  We  can 
take  the  medicine  standing  up,  but 
as  bitter  as  it  can  be,  whom  can  we 
call  to  tell  we  swallowed  it 
whole?  !❖ 
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Reports  of  Fraud  Directed  at  Elderly  Requested 


Lynn  Sherman,  SMS  Health  Policy  Analyst 

During  the  next  year,  the  SMS  Commission 
on  Geriatric  Health,  chaired  by  Richard 
Kane,  MD,  will  be  looking  closely  at  health  fraud 
and  the  elderly.  At  the  Commission's  September 
10, 1996,  meeting,  John  Renner,  MD,  Director  of  the 
Consumer  Health  Information  Research  Institute 
(CHIRI)  spoke  to  the  group  about  the  vast  number 
of  health  scams  that  are  targeted  toward  the  eld- 
erly. Due  to  their  lack  of  mobility  and  limited  abil- 
ity to  shop  around,  their  trust  of  others,  and  a 
greater  probability  for  chronic  illnesses,  the  elderly 
are  prime  candidates  for  fraudulent  marketing. 

The  Geriatric  Health  Commission  is  looking  for 
specific  examples  of  health  fraud  directed  at  your 
patients.  The  Commission  will  be  collecting  this 
information  and,  potentially,  developing  a Top  10 
list  of  products  to  educate  the  community  about 
and  avoid.  Dr  Renner  provided  the  following  in- 
formation for  physicians  to  communicate  to  their 
patients:  "Encourage  your  elderly  patients  to  think 
more  critically  about  the  products  they  purchase. 
They  do  not  have  to  be  victims  of  health  fraud." 

To  protect  yourself,  the  US  Department  of 
Health  and  Human  Services  advises  that  you  con- 
sider these  common  characteristics  often  associated 
with  quackery: 

1)  Does  the  individual  offer  a quick  and  painless 
cure? 

2)  Is  the  product  advertised  as  "special,"  "secret," 
"ancient,"  or  "a  foreign  formula,"  available  only 
through  the  mail  or  from  one  supplier? 

3)  Are  testimonials  or  case  histories  from  satisfied 
users  the  only  proof  the  product  works? 

4)  Is  a single  product  promoted  as  effective  for  a 
wide  variety  of  ailments? 

5)  Does  it  claim  it  is  a scientific  "breakthrough" 
or  "miracle  cure"  that  has  been  held  back  or 
overlooked  by  the  medical  community? 

If  patients  have  questions  about  a product  or  treat- 
ment, encourage  them  to  investigate  by  checking 
with  one  of  the  following  sources:  their  physician, 
pharmacists  or  other  health  professionals;  the  Bet- 


ter Business  Bureau;  the  State  Consumer  Protec- 
tion Hotline  at  the  Department  of  Agriculture, 
Trade  and  Consumer  Protection  at  800-422-7128; 
the  Federal  Trade  Commission;  the  Food  and  Drug 
Administration;  or,  the  Postal  Inspection  Service. 
Also,  please  encourage  them  to  contact  the  State 
Medical  Society  in  addition  to  the  agencies  listed 
above. 

If  you  would  like  additional  information,  please 
contact  the  State  Medical  Society's  Commission  on 
Geriatric  Health,  Lynn  Sherman,  at  1-800-362-9080 
or  via  e-mail  at  LYNNS@SMSWI.ORG.  John 
Renner,  MD,  can  be  reached  at  CHIRI  in  Indepen- 
dence, MO  at  816-228-4595.  ❖ 


NEUROLOGIST... 

There  is  an  immediate  opening  at  Brainerd 
Medical  Center  for  a Neurologist. 

Brainerd  Medical  Center,  PA 

• 35  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local 
hospital,  St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Located  in  central  Minnesota  less  than  2-1  /2  hours 
from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Call  collect  to  Administrator: 

Curt  Nielsen 

(218)  828-7105  or  (218)  829-4901 
2024  South  6th  Street 
Brainerd,  MN  56401 


Wisconsin  Medical  Journal  • October  1996 


679 


Taking  the  Blues  Out  of  Menopause 


Andrew  L.  Kosseff,  MD,  Madison 

Changing  the  way  we  practice 
medicine  (clinical  process 
improvement)  is  a difficult  but  es- 
sential activity.  Clinical  process  im- 
provement projects  require  signifi- 
cant time  and  effort,  incredible  pa- 
tience, and  belief  in  the  supernatu- 
ral. Even  when  all  these  elements 
are  present,  the  changes  are  re- 
markably slow  and  occur  incre- 
mentally as  the  project  develops. 

Schauberger  et  al.  should  be 
congratulated  for  their  work  in  im- 
proving the  rate  of  hormone  re- 
placement therapy  in  postmeno- 
pausal women  (see  A Quality  Im- 
provement Project  to  Increase  the 
Use  of  Postmenopausal  Hormonal 
Replacement  Therapy  p.  697).  They 
identified  the  need  to  increase  the 
number  of  postmenopausal 
women  taking  hormone  replace- 
ment therapy.  Before  the  project 
was  initiated,  the  rate  of  hormone 
replacement  therapy  in  family 
practice  and  internal  medicine  pa- 


Dr  Kosseff  is  the  Medical  Director  of 
Quality  Improvement  at  Dean  Health 
Systems. 


tients  included  in  the  study  was 
31%. 

The  first  interventions  were 
physician  and  patient  education 
about  the  benefits  of  hormone  re- 
placement. After  these  initial 
changes  the  rate  of  hormone  re- 
placement increased  to  43.3%  of 
family  practice  and  internal  medi- 
cine patients  and  48.4%  if  OB/ 
GYN  patients  are  included. 

The  next  project  interventions 
included  updating  educational 
material,  understanding  reasons 
for  patient  noncompliance,  and  a 
local  media  campaign  to  increase 
awareness.  Following  these 
changes  the  hormone  replacement 
rate  increased  to  64%  when  family 
practice,  internal  medicine,  and 
OB/GYN  patients  were  included. 
This  represents  a substantial  im- 
provement for  the  health  of  the 
patients  cared  for  at  the  Gundersen 
Clinic. 

This  project  represents  an  excel- 
lent example  of  the  use  of  quality 
improvement  to  effect  substantial 
changes  in  clinical  practice.  The 
authors  identified  an  opportunity 
for  improvement,  made  interven- 
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tions  that  improved  the  use  of  hor- 
mone replacement  therapy,  then 
made  additional  refinements  that 
resulted  in  further  improvements. 
A very  significant  lesson  from  this 
project  is  that  clinical  process 
change  often  requires  education 
not  only  of  clinicians  but  also  of 
patients.  ❖ 


MED  SOURCE 


(formerly  Caswell/Winters  & Assoc.,  Inc.) 

WE  DO  IT-  EVERYDAY 

That's  why  top  medical  professionals  choose  HPO  Med  Source  — the 
career  connection  for  prime  permanent  placement  and  locum  tenens. 

PRACTICE  OPPORTUNITIES 
for 

PHYSICIANS 

NATIONWIDE 

❖ No  Fees,  Easy-to-Use  Services  ❖All  Specialties 
❖ Employer-Paid  Expenses  ❖Responsive,  Confidential 


CALL  800-252-8493 
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Influenza  Vaccinations  Work,  But . . 


Kesavan  Kutty,  MD,  Milwaukee,  member  WMJ  Editorial  Board 


It  is  axiomatic  that  one  can  not 
argue  with  success.  In  this  is- 
sue of  th eWMJ,  Drs  Berry  and 
Murthy  show  by  indisputable  data 
that  they  were  successful  in  vacci- 
nating 66%  of  clinic  enrollees 
against  influenza  (see  paper  begin- 
ning on  p.  705).  According  to  them, 
the  numbers  clearly  surpass  the 
goals  that  have  been  set  by  the 
State  for  healthy  persons  four  years 
hence. 

Influenza  is  a bane 

While  it  means  a few  days  of  mis- 
ery for  healthy  persons  and,  per- 
haps, curtains  for  the  very  un- 
healthy, it  is  now  possible  to  pre- 
vent this  malady  or  at  least  reduce 
the  suffering.  As  a physician 
trained  in  afflictions  of  the  respi- 
ratory tract  and  involved  in  the 
medical  care  of  persons  with  res- 
piratory disorders,  I fully  believe 
in  the  usefulness  of  influenza  vac- 
cination and  implore  my  patients 
to  receive  it  year  after  year.  Some 
years  I even  receive  it  myself,  al- 
though, admittedly,  in  my  present 
state  of  health  or  age,  I do  not  fall 
into  any  of  the  high-risk  categories. 
As  physicians,  we  should  do  our 
utmost  to  prevent  illness  and  the 
authors  deserve  our  accolades  for 
devising  a thoughtful  program  to 
improve  influenza  vaccination  of 
enrollees  in  a large  health  care  sys- 
tem. 

The  solutions  that  they  used 
were  not  novel  by  any  means.  Led 
by  good  intentions,  they  even  sent 


Dr  Kutty  is  Professor  of  Medicine  at  the 
Medical  College  of  Wisconsin  and  Aca- 
demic Chairman  of  Medicine  at  St 
Joseph's  Hospital.  In  addition,  he  is  a 
member  of  the  SMS  Commission  on 
Continuing  Education. 


out  letters  to  patients  and  may  or 
may  not  have  had  the  approval  of 
the  primary  physician  caring  for 
the  patient;  they  authorized  non- 
physician personnel  to  administer 
the  vaccine,  even  without  a 
physician's  order.  One  may  take 
issue  with  these  actions  as  en- 
croachments on  physician  au- 
tonomy but,  in  a managed  care  sys- 
tem, perhaps  that  is  a moot  point. 
Most  notably,  the  authors  also  sug- 
gest a mechanism  for  identifying 
high-risk  persons  in  a clinic  popu- 
lation, using  billing  codes  and 
records. 

Another  perspective 

Perhaps,  one  can  take  issue  with 
their  conclusions.  They  did  not 
have  a solid  baseline  information 
prior  to  the  vaccination  program, 
ostensibly  due  to  poor  documen- 
tation. They  imply  that  using  re- 
minder letters  to  patients  may  be  a 
good  means  to  get  them  to  receive 
vaccination. 

Yet,  the  telephone  survey  they 
conducted  showed  that  only  about 
36%  of  patients  who  received  the 
reminder  note  ever  remembered  it 
and  86%  of  those  who  remembered 
it  would  have  received  vaccina- 
tions even  without  such  a re- 
minder, i.e.,  they  were  conscious 
about  their  health  and  the  need  for 
preventing  illness.  Prior  to  the  tele- 
phone survey,  the  rate  of  vaccina- 
tion was  22%  and  it  rose  to  66% 
afterwards. 

If  one  were  to  draw  any  conclu- 
sion, it  might  be  that  large-scale 
mailing  of  such  reminders  to 
people  may  not  be  cost-effective, 
that  it  may,  at  best,  only  be  mini- 
mally effective.  One  can  also  argue 
that  the  improvement  in  overall 
vaccination  rate  was  more  appar- 


Kesavan  Kutty,  MD 


ent  than  real,  i.e.,  due  to  better 
documentation  and  not  due  to  a 
substantive  increase  in  persons 
getting  vaccinated.  Patient  bias  in 
answering  questionnaires  may  also 
have  been  a factor,  as  the  authors 
have  admitted.  Presently,  there 
may  be  even  a financial  benefit  to 
the  clinic  ($9.00  reimbursement 
from  Medicare  as  opposed  to  $3.00 
cost  to  vaccinate  each  patient  in  the 
study).  Of  course,  while  such  prof- 
itability is  not  universal,  it  is  cer- 
tainly not  perpetual,  given  that  our 
"friends"  on  the  reimbursement 
side  read  these  articles  too.  They 
view  that  as  a 200%  profit. 

The  Bottom  Line 

In  all  fairness,  I do  not  want  to  ar- 
gue with  the  authors'  success.  I beg 
to  differ  by  stating  that  the  effec- 
tiveness of  the  strategy  that  they 
seem  to  advocate  is  yet  to  be 
proven.  However,  they  seem  to 
have  made  a beginning,  indeed,  a 
small  step  for  mankind. ❖ 
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Focus  on  Geriatric  Health 


Geriatric  Health:  What's  Your  Viewpoint? 

Judith  Burke,  managing  editor 


Quick.  What  do  you  think  of 
when  you  hear  the  words 
geriatric  health?  Nursing  homes? 
Incontinence?  Confusion? 

Think  again.  With  the  growing 
increase  of  elderly  in  the  popula- 
tion, our  definitions  of  what  con- 
stitutes elderly  and  what  consti- 
tutes elderly  health  are  going  to 
change.  Already,  many  health  care 
professionals  recognize  that  the 
health  of  a person  aged  70  today  is 
not  the  same  as  it  was  20  years  ago. 

More  and  more  seniors  are  lead- 
ing active,  full  post-career  lives.  In- 
deed, many  are  developing  new 
"careers"  in  areas  of  volunteer 
work,  hobbies  or  athletics  that 
were  previously  reserved  for  their 
middle-aged  counterparts.  And, 
Americans  are  leading  these 
healthier,  more  productive  lives  at 
what  used  to  be  the  end  of  the  life 
span. 

According  to  numerous  medical 
experts,  the  medical  profession  will 
have  to  redefine  the  ways  in  which 
it  conceives  of  and  delivers  geriat- 
ric health  care  in  order  to  effec- 
tively deal  with  the  changing 
population  and  the  health  care 
needs  of  this  changing  population. 

In  speaking  with  members  of 
the  health  care  community  about 
the  topic  of  geriatric  health,  we 
were  told  over  and  over  again  of 
stories  of  "old"  people  who  are 
achieving  incredible  things  with 
this,  the  last  stage  of  their  lives. 
There's  the  81  year  old  marathon 
runner  in  Marshfield;  Louise,  the 
volunteer  at  a public  television  sta- 
tion; Henry,  the  Hospice  Care  vol- 
unteer. 

Sickness  and  the  level  of  care 
physicians  provide  to  treat  sickness 


in  the  elderly  population  have  to 
be  rethought,  as  well.  One  Wiscon- 
sin doctor  shared  with  me  the  story 
of  a man  who  presented  to  the  phy- 
sician with  advanced  colon  cancer. 
The  patient  had  researched  the  ill- 
ness and  treatment  options  (largely 
via  the  Internet)  and  insisted  that 
his  doctor  provide  treatment  even 
when  the  physician  thought  there 
was  no  viable  treatment  available 
for  his  advanced-stage  illness.  The 
physician  agreed  to  try  chemo- 
therapy and  the  patient,  five  years 
later,  is  still  in  full  remission.  The 
patient  also  just  celebrated  his  100th 
birthday. 

Then  there  is  a story  I read  about 
a woman  who  visited  her  physi- 
cian with  a gynecological  problem 
that  interfered  with  her  dancing. 
When  the  doctor  asked  her  if  she 
had  ever  wanted  to  correct  the 
problem  the  patient  replied  that,  in 
fact,  she  had  approached  her  doc- 
tor about  it  when  she  was  in  her 
early  70s  and  he  said  she  was  too 
old  for  the  surgery.  The  current 
doctor  determined  that  the  woman 
was  in  excellent  health,  and  when 
she  couldn't  get  any  insurance  cov- 
erage for  the  procedure,  performed 
the  surgery  at  her  own  expense. 
The  woman  was  in  the  hospital 
two  days  and  was  up  and  dancing 
in  a week.  She  was  92. 

Raising  the  issues 
for  your  consideration 

This  month,  the  WM]  hopes  to 
shed  light  on  the  issues  that  will 
be  raised  by  the  changing  elderly 
demographics.  We  asked  members 
of  the  SMS  Commission  on  Geriat- 
ric Health  to  share  their  concerns 
or  anecdotes  about  dealing  with 


the  elderly  population.  Their  edi- 
torials start  on  page  674. 

Our  feature  articles  only  begin 
to  touch  on  the  many  issues  with 
which  geriatricians  struggle.  On 
page  686  the  first  of  two  stories 
highlighting  the  changing  demo- 
graphics across  the  state  appears, 
and  we  follow  that  up  with  a re- 
view of  the  current  status  of  geri- 
atric education  in  Wisconsin.  Then 
we  tackle  the  little  understood  and 
much  hidden  problem  of  depres- 
sion among  the  elderly.  Many, 
many  factors  contribute  to  the  de- 
mise of  their  mental  state,  and  we 
touch  on  a few  of  these  areas.  Fi- 
nally, we  wanted  to  open  up  for  re- 
view the  ravaging  dementia 
known  as  Alzheimer's  Disease. 
This  disorder  tears  apart  the  fabric 
of  an  individual's  life  and  family. 

We  present  this  issue  to  you 
with  the  hopes  of  raising  aware- 
ness of  the  "new"  elderly.  With  the 
shortage  of  geriatricians  across  the 
state,  and  aging  baby  boomers 
bringing  with  them  all  it  means  to 
be  a boomer— advanced  educations 
and  economic  status,  increased 
awareness  about  their  environ- 
ment and  control  over  their  lives 
and  health  care  options— more  and 
more  of  our  member  physicians 
will  be  treating  the  elderly  and  in 
new  ways.  As  you  enter  the  21st 
century  armed  with  a new  defini- 
tion of  geriatric  health  that  will 
help  you  to  better  understand  your 
patients,  remember  these  ancient 
words,  "J  grow  old  ever  learning 
many  things." 

Greek  Philosopher,  Solon 
c.  630  b.c.  - c.  555  b.c.  ❖ 
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Learning  Today  to  Treat  the  Elderly  of  Tomorrow 

Cheryl  McCollum,  contributing  editor 


Every  day  another  6,000  people  in  the 
United  States  reach  the  age  of  65. 

Today,  12%  of  our  population  is  over 
the  age  of  65  and  by  2030,  nearly  20% 
of  the  population  will  reach  that  age, 
more  than  65  million  people. 

The  "oldest  old,"  those  85  and  older, 
are  the  fastest  growing  age  group  in 
the  nation. 

Demands  on  physicians'  services  by 
older  adults  is  expected  to  increase 
22%  by  the  year  2000  and  115%  by 
the  year  2030. 

These  statistics  from  the  American 
Geriatrics  Society  point  out  the  ob- 
vious: as  the  proportion  of  the  eld- 
erly in  our  society  grows,  physi- 
cians will  be  spending  a greater 
percentage  of  their  time  treating 
them.  The  population  of  Wiscon- 
sin, like  the  rest  of  the  United  States 
is  simply  getting  older. 

As  the  only  geriatrician  at  the 
Dean  Medical  Center  in  Madison, 
Kae  Ferber,  MD  notes  that  as  the 
number  of  persons  age  65  and 
older  grows  faster  than  the  growth 
in  the  general  population,  our  so- 
ciety and  health  care  professionals 
will  face  many  challenges.  Most 
importantly,  she  notes,  the  chal- 
lenge lies  in  the  fact  that  the  12% 
of  the  population  over  age  65  that 
today  accounts  for  more  than  one- 
third  of  the  nation's  personal 
health  care  costs  is  expected  to  sky- 
rocket by  the  year  2030  when  this 
age  group  may  account  for  as 
much  as  50%  of  all  health  care  ex- 
penditure. 

Five,  10,  20  years  from  today 

As  Dr  Ferber  looks  five  years  down 
the  road,  she  says  there  will  defi- 
nitely need  to  be  some  changes  in 
the  medical  field.  One  change  Dr 
Ferber  said  she  hopes  to  see  is  the 


expansion  of  the  geriatric  nurse 
practitioner  program.  "Geriatric 
nurse  practitioners  will  need  to  get 
more  involved  in  patient  care,"  she 
noted.  "Patient  numbers  will  re- 
quire that,"  she  said. 

Because  early  diagnosis  is  so  vi- 
tal in  the  geriatric  population,  she 
said  it  is  important  that  the  physi- 
cians, social  workers  and  geriatric 
nurse  practitioners  now  work  as  a 
team  to  diagnose  patient  illnesses. 
Quality  of  geriatric  care  depends 
on  the  development  of  geriatric 
nursing,  medical  social  work,  oc- 
cupational and  physical  therapy 
and  other  related  fields,  she  said. 

"We  need  to  promote  the  team 
concept  of  care,"  she  said.  "We 
need  to  promote  the  importance  of 
RNs  getting  graduate  degrees  in 
the  geriatric  nurse  practitioner 
field." 

"Geriatrics  is  set  apart  from 
much  of  medicine  because  of  its 
intrinsically  interdisciplinary  na- 
ture, the  multiplicity  of  problems 
encountered  in  the  field  and  the 
range  of  interventions  utilized,"  Dr 


Kae  Ferber,  MD 


Ferber  added.  "A  team  is  needed 
to  address  all  of  these  issues,"  she 
said. 

In  10  years.  Dr  Ferber  believes 
that  only  the  very  frail  elderly  will 
be  living  in  nursing  homes.  "The 
majority  of  the  elderly  who  can  live 
outside  the  nursing  home,  will," 
she  said.  Community-based  resi- 
dential facilities  and  assistive  liv- 
ing programs  all  will  be  expanded. 
"There  will  be  less  custodial  care," 
she  said . 

"Twenty  years  ago,  grandma 
got  a little  confused  and  she  went 
into  a nursing  home.  It  doesn't 
happen  much  today  and  it  defi- 
nitely won't  happen  in  10  years," 
she  said. 

In  20  years.  Dr  Ferber  predicts 
that  capitation  and  rationing  will 
be  a reality.  "The  numbers  will  just 
require  that  to  be  a fact  of  life,"  she 
added. 

Geriatrician  Fred  Walbrun,  MD, 
Green  Bay,  says  he  suspects  there 
will  be  a "blend  of  changes  in 
Medicare"  in  the  next  few  years. 

He  predicts  that  the  states  will 
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pick  up  more  of  the  responsibility 
of  taking  care  of  the  elderly  and 
will  be  encouraged  to  develop  in- 
novative programs.  The  retirement 
age  will  probably  increase,  he  said, 
taxpayers  will  be  asked  to  pay 
more  and  the  federal  government 
will  encourage  long-term  care  in- 
surance and  individual  retirement 
accounts  for  nursing  home  care. 
"There  won't  be  just  one  solution, 
but  a whole  combination  of  solu- 
tions," he  said. 

Shortage  of  geriatricians 

Today,  there  are  175  physicians  in 
Wisconsin  who  have  a subspecialty 


certificate  in  geriatrics.  Both  Doc- 
tors Ferber  and  Walbrun  agree 
there  is  an  extreme  shortage  of  fel- 
lowship-trained geriatricians  and 
the  numbers  of  geriatricians  are 
unlikely  to  grow.  Because  of  the 
lack  of  geriatricians,  the  existing 
geriatric  specialists  are  required  to 
deal  with  a wide  range  of  issues. 

For  example,  Dr  Ferber  oversees 
several  geriatric  clinics,  including 
the  geriatric  functional  clinic, 
which  identifies  geriatric  impair- 
ments such  as  dementia;  the  geri- 
atric psychiatry  clinic,  which  treats 
depression  and  deals  with  behav- 
ioral management  issues;  the 


memory  assessment  clinic,  which 
is  geared  toward  evaluating  the 
early  stages  of  Alzheimer's  disease; 
and  the  incontinence  clinic. 

"In  my  profession,  I wear  many 
different  hats,"  she  said. 

Because  of  the  large  number  of 
issues  geriatricians  deal  with  on  a 
daily  basis,  both  Drs  Ferber  and 
Walbrun  agree  that  burnout  in  the 
profession  is  a very  real  problem. 

Dr  Walbrun  cites  the  high  burn- 
out in  this  field  to  issues  such  as 
the  cuts  in  Medicare  reimburse- 
ments and  that  the  fact  that  the 
amount  of  paperwork  involved 
with  this  age  group  is  far  greater 
than  other  specialities.  When  treat- 
ing this  population,  he  said  there 
is  also  a great  deal  of  psychologi- 
cal care  that  is  required  which  is 
"not  reimbursed." 

"All  the  chronic  and  incurable 
diseases  are  very  stressful  to  deal 
with,"  he  said.  "By  definition,  all 
your  patients  die.  That's  very  dif- 
ferent than  any  other  practice." 

Benefits  to  treating  the  elderly 

While  Doctors  Ferber  and  Walbrun 
agree  that  the  65  and  older  popu- 
lation is  a challenging  group  to 
treat,  they  also  agree  that  they  ex- 
perience a great  deal  of  satisfaction 
treating  this  population. 

"They  have  an  entire  lifetime  of 
wisdom  and  knowledge,"  Dr 
Walbrun  said,  adding  that  they 
have  fascinating  experiences  and 
are  wonderful  to  talk  with  about 
life. 

"You  get  more  positive  feedback 
from  these  patients,"  said  Dr 
Ferber.  "They  are  very  appreciative 
of  your  time  and  attention."  Dr 
Ferber  adds  that  generally  patients 
over  the  age  of  65  are  extremely 
loyal  to  their  providers. 

"I  have  some  really  incredible 
patients  that  are  a joy  to  treat,"  she 
said.*:* 


How  much  does  it  cost  to 
raise  a child? 

The  monthly  amounts  "presumed  to  be  correct"  for  raising 
one  child  as  defined  by  CHILD  SUPPORT  GUIDELINES  for 
different  states  is  shown  below: 


Family  Gross  Income 

Wl 

* 

< 

> 

Ml 

IL 

$ 1,000/month 

$ 170 

$ 196 

$ 230 

$ 180 

$ 3,000/month 

$ 510 

$ 445 

$ 470 

$ 440 

$ 5,000/month 

$ 850 

$ 666 

$ 650 

$ 680 

$ 10,000/month 

$1700 

$1014 

$1030 

$1310 

$20, 000/month 

$3400 

$1324 

$1620 

$2490 

* typical  of  guidelines  used  by  more  than  1 5 states  for  up  to  $ 10,000/mo. 

Why  does  it  costs  so  much  more  to  raise  a child  for 
HIGH  INCOME  FAMILIES  in  Wisconsin  than  in  other 
states?  Could  the  basis  behind  Wisconsin's  child  support 
standard  be  flawed?  For  more  information  contact: 

Wisconsin  Citizens  for  a Fair  Child  Support  Standard 

P.O.  Box  145  Greendale,  Wl  53129  or  call  (414)  425-4881 
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Migration  to  Mid-sized  Cities  Follows  Retirement 

Cheryl  McCollum,  contributing  editor 


By  the  year  2010,  Madison  will 
see  its  85-and-older  popula- 
tion grow  by  15%,  more  than  seven 
times  the  state's  overall  population 
growth,  while  Green  Bay  will  see 
its  85-and-older  population  in- 
crease by  10%,  more  than  five  times 
the  state's  growth.  While 
Wisconsin's  second  and  third  larg- 
est cities  will  see  incredible  growth 
rates  in  the  85  and  older  popula- 
tion group,  the  state's  largest  city, 
Milwaukee,  will  only  see  the  num- 
bers in  this  age  group  increase  by 
less  than  5%. 

Why  the  difference?  Fred 
Walbrun,  MD,  a geriatrician  from 
Green  Bay,  says  he  believes  the  sec- 
ond and  third  largest  cities  in  the 
state  are  acting  as  partial  retirement 
communities  for  people  who 
worked  their  careers  in  the  Mil- 
waukee area. 

"The  really  rich  people  go  to 
Florida,"  he  said.  "The  people  of 
moderate  means  go  to  the  rural 
communities." 

Madison  geriatrician  Kae 
Ferber,  MD,  agrees,  adding  that 
Madison  and  Green  Bay  serve  as 
the  ideal  transition  for  those  who 
lived  their  working  years  in  Mil- 
waukee. "They  are  fairly  big  cities 
surrounded  by  rural  communi- 
ties," she  said.  "It's  really  the  best 
of  both  worlds.  People  live  in 
Madison  to  avoid  the  hassles  of  an 
urban  setting." 

Both  physicians  agree  that  these 
communities  are  also  "full"  of 
wonderful  social  services  for  this 
age  group.  Transportation  services, 
transitional  type  housing,  senior 
apartment  settings,  nursing  homes 
and  medical  services  are  all  avail- 
able in  abundance  in  these  commu- 
nities. All  of  which  appeal  to  the 
older  population  age  group,  they 
said. 

While  the  general  population  in 
Wisconsin  will  rise  1.9%  from  2005 


to  2010,  nearly  all  the  counties 
statewide,  including  Milwaukee, 
will  see  double,  triple  and  higher 
increases  in  the  65  and  older 
crowd.  Counties  such  as  Dane  and 
Brown  county  will  see  even  larger 
population  increases  in  this  age 


group,  more  than  most  counties  in 
the  state.  (See  graphs  below  and 
on  next  page.) 

When  Sheryl  Thies,  vice  presi- 
dent of  marketing  at  Dean  Medi- 
cal Center  in  Madison,  saw  the  in- 
creased numbers  in  the  elderly 
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population  for  Dane  County,  she 
admitted  the  clinic  is  currently 
"not  doing  a lot"  to  prepare  for 
the  demographic  change  in  the 
population. 

"Wow  these  numbers  really 
show  we  are  becoming  an  older 
society,"  she  said. 

Thies  noted  that  Dean  Clinic 
is  aware  that  it  will  not  be  long 
before  they  have  to  retool  them- 
selves and  market  their  services 
to  the  older  population.  "We  un- 
derstand we  have  to  begin  mak- 
ing ourselves  more  knowledge- 
able to  the  current  population," 
she  said. 

Thies  noted  that  this  spring 
the  clinic  held  a series  of  pro- 
grams on  menopause.  "At  one  of 
the  programs  we  had  standing 
room  only,"  she  said.  "Obvi- 
ously," she  added,  "demand  for 
programs  for  the  older  adult 
population  is  on  the  rise." 
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Geriatric  Education  Program  Spreads  Throughout  State 

Cheryl  McCollum,  contributing  editor 


As  more  older  adults  migrate 
to  rural  communities,  the 
need  for  physicians  specializing  in 
geriatric  medicine  in  rural  America 
will  only  rise.  According  to  the 
American  Geriatric  Society  the  de- 
mand for  physician  services  by 
older  adults  is  expected  to  increase 
by  115%  by  2030.  Clearly,  the  need 
for  physicians  with  training  and 
skills  in  treating  older  patients  will 
be  great. 

The  impact  of  these  changes  will 
rest  on  the  shoulders  of  today's 
medical  students  as  the  largest  por- 
tion of  their  careers  will  take  place 
in  the  next  century.  That's  why 
Robert  Phillips,  MD,  internist  at  the 
Marshfield  Clinic  and  the  Wiscon- 
sin Geriatric  Education  Center's 
associate  director  at  the  clinic,  says 
it's  good  news  that  the  Marshfield 
Clinic  is  establishing  a geriatric  fel- 
lowship program  at  the  clinic  be- 
ginning in  July,  1997. 

With  the  help  of  the  Wisconsin 
Geriatric  Education  Center 
(WGEC),  based  at  Marquette  Uni- 
versity in  Milwaukee,  the  two-year 
program  will  likely  include  two 
post-residency  specialists  in  inter- 
nal medicine  or  family  practice. 
The  components  of  the  geriatric 
fellowship  include  clinical  training. 


research  and  education. 

Part  of  the  fellowship.  Dr 
Phillips  said,  is  for  the  post  resi- 
dents to  "learn  how  to  comprehen- 
sively evaluate  the  elderly"  from 
geriatric  depression,  to  gait  and  fall 
disorders,  neurological  problems, 
and  rehabilitation  disorders. 
"When  fellows  first  come  into  pro- 
grams such  as  this,  they  assume 
they  will  just  be  dealing  with  frail 
elderly  in  long-term  care  facilities," 
Dr  Phillips  said.  "But  there  is  a 
wide  range  of  people  they  deal 
with,  from  the  frail  elderly  to  the 
energetic  and  healthy  elderly,"  he 
said. 

Jennifer  Mendez,  PhD,  program 
director  of  the  Wisconsin  Geriatric 
Education  Center,  says  she's 
pleased  to  see  the  Marshfield  Clinic 
begin  a fellowship  program.  As  the 
newest  member  of  the  consortium, 
she  said,  it  is  good  to  see  such  in- 
terest in  the  program  from  the 
Marshfield  Clinic  physicians. 

While  the  Marshfield  Clinic  will 
be  the  newest  center  to  begin  a fel- 
lowship training  program  in  the 
state,  the  Medical  College  of  Wis- 
consin, the  Geriatrics  Institute  at 
Sinai  Samaritan  Medical  Center 
and  the  University  of  Wisconsin- 
Madison  have  held  their  own  fel- 


lowship training  programs  for  sev- 
eral years. 

Wisconsin  Geriatric  Education 
Center  celebrates  10th  year 

Established  10  years  ago,  the 
WGEC  has  conducted  programs 
for  more  than  10,000  physicians 
and  other  health  care  providers 
around  the  state  on  a variety  of 
geriatrics  and  gerontology  issues. 

Funded  through  the  US  Depart- 
ment of  Health  and  Human  Ser- 
vices, the  center  is  looking  to  meet 
the  growing  need  for  training  in 
areas  such  as  cultural  sensitivity  of 
staff,  behavior  symptom  manage- 
ment of  elderly  patients  and  dis- 
tance education  to  reach  rural  fac- 
ulty and  professionals.  The  center 
also  works  to  train  other  health 
care  providers  at  Marquette  Uni- 
versity, University  of  Wisconsin- 
Milwaukee  and  the  Milwaukee 
Area  Technical  College. 

The  center  offers  a resource  cen- 
ter that  includes  1,600  titles  in  ge- 
riatrics and  gerontology,  a catalog 
of  audiovisual  materials  and  a 
multidisciplinary  speaker's  bu- 
reau. For  more  information  about 
WGEC,  contact  Jennifer  Mendez  at 
(414)  288-3712.  ❖ 


Strengthening  Geriatric  Training  for  Residents 


Cheryl  McCollum,  contributing  ec 

The  growing  elderly  popula- 
tion presents  many  chal- 
lenges to  the  medical  profession 
and  medical  education.  In  some 
cases,  residency  program  faculty 
may  not  be  sufficiently  prepared 
for  the  rapid  need  for  information 
in  geriatric  medicine.  For  this  rea- 


son, the  Wisconsin  Geriatric  Edu- 
cation Center  (WGEC)  is  working 
with  a consortium  of  health  care 
affiliates  around  the  state  to 
strengthen  geriatric  training  in 
Wisconsin's  approximately  20  resi- 
dency training  programs  in  family 
medicine  and  internal  medicine. 


According  to  WGEC's  Educa- 
tion and  Program  Evaluation  Di- 
rector Deborah  Simpson,  PhD, 
WGEC  and  the  health  care  affiliates 
have  developed  a multiple  step, 
three-year  approach  to  address  the 
needs  for  geriatric  curriculum  at 
residency  sites. 
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Topic  areas  for  training 
and  curricula  design 

The  first  step  of  the  program  called 
Strengthening  Geriatrics  Training 
in  Physician  Residency  Programs 
started  two  years  ago  when  a post- 
card survey  was  sent  to  all  resi- 
dency directors  to  identify  the  top 
three  areas  in  which  they  needed 
geriatric  instructional  materials. 
This  survey  yielded  a list  of  eight 
to  nine  topic  areas  from 
Alzheimer's  disease  to  pharmacol- 
ogy to  immobility,  in  which  they 
felt  they  needed  more  training  re- 
sources. 

Step  two  involved  a two-day 
workshop  for  nine  expert  geriatri- 
cians from  the  Medical  College  of 
Wisconsin,  Sinai-Samaritan  Medi- 
cal Center,  Marshfield  Clinic,  the 
University  of  Wisconsin-Madison, 
and  the  Gundersen  Clinic  to  learn 
how  to  systematically  design  the 
geriatric  curricular  modules  for  the 


state's  residency  programs.  The 
workshop  was  lead  by  instruc- 
tional designers  from  Educational 
Services  and  Edmund  Duthie,  Jr., 
MD  from  the  Medical  College  of 
Wisconsin. 

Since  that  meeting,  Simpson 
notes  that  educational  consultants 
have  been  collaborating  with  the 
expert  geriatricians  to  complete  the 
educational  modules  for  presenta- 
tion in  January.  The  presentation 
will  be  the  third  step  of  the  project 
and  includes  a three-day  workshop 
for  residency  program  faculty.  Set 
for  this  January,  the  workshop  is 
structured  to  disseminate  four  of 
these  curriculum  modules  with 
consultation  by  geriatric  experts 
and  instructional  designers.  It  will 
also  provide  both  an  in-depth  re- 
view of  three  geriatric  topics  and 
the  associated  curriculum  mod- 
ules. 

"What's  nice  about  this  work- 


shop is  that  we  will  work  with  the 
residency  directors  to  adapt  these 
modules  to  their  site,"  Simpson 
said.  When  the  residency  directors 
finish  this  workshop,  Simpson  said 
they  will  have  "four  to  six  hours 
of  curriculum  in  geriatrics  that  they 
can  use  right  away."  The  curricu- 
lum modules,  she  adds,  will  in- 
clude slides,  handouts,  videos  and 
supporting  materials  to  enable  resi- 
dency training  program  faculty  to 
effectively  teach  these  geriatric  top- 
ics. 

"It  will  be  very  comprehensive 
and  will  hopefully  be  used  to  in- 
crease our  future  physician's  un- 
derstanding of  the  growing  elderly 
population,"  she  said. 

The  project  is  partially  sup- 
ported by  the  Helen  Bader  Foun- 
dation, the  Wisconsin  Area  Health 
Education  Center  System  and  the 
US  Department  of  Health  and  Hu- 
man Services.  ❖ 


The  physicians  of  the 
University  of  Chicago  Medical 
Center  invite  you  to  put  us 
on  your  medical  team. 


Teamwork  that  works ! 

Now  more  than  ever  before  in  our  history,  specialists 
here  are  getting  into  stride  with  primary  care  physicians  ,, 
and  other  specialists  outside  of  our  hospitals.  Today,  we’re 
in  an  excellent  position  to  go  the  distance 
with  you  in  the  best  interests  of  your  patients. 

Just  call  us  whenever  you  need  us — 24  hours  a day, 
seven  days  a week.  We’re  there  to  accept  the  health  care 
baton.  And  to  pass  it  back  as  appropriate. 

1-800-UCH-2282 
Physicians'  Access  Services 
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Alzheimer's:  Treating  A Family  Disease 


Marc  Kennedy,  Special  to  WMJ 

After  nearly  three  years  of 

trying  to  do  the  right  thing 
for  her  ailing  mother,  Brenda  Mor- 
gan of  Milwaukee  was  exhausted, 
exasperated  and  worried.  Her 
mother,  Ellen,  had  always  been 
strong-willed,  independent  and 
self-reliant.  Widowed  for  nearly  20 
years,  Ellen  divided  her  time 
among  her  five  children  and  dozen 
grandchildren.  However,  a few 
years  ago,  Ellen  began  acting 
strangely.  She  often  did  not  re- 
member where  she  was;  she  some- 
times failed  to  recognize  family 
and  friends;  she  would  stay  awake 
all  night  occasionally;  several  times 
she  would  wander  away  from  her 
home;  when  found,  she  would  say 
she  was  looking  for  someone  who 
had  died  years  before. 

Brenda,  a brother  and  their 
mother  met  with  their  family  phy- 
sician, who  agreed  that  the  behav- 
ior was  irregular.  He  suggested 
that  Ellen  might  consider  having 
someone  live  with  her  at  her  home 
in  a rural  town  near  the  Mississippi 
River,  move  in  with  one  of  the  chil- 
dren or  consider  a nursing  home  if 
she  was  unable  to  care  for  herself 
at  some  point  in  the  future. 

Ellen  bristled  at  these  sugges- 
tions. She  adamantly  demanded 
that  her  children  promise  never  to 
put  her  in  a nursing  home.  Brenda 
and  her  brothers  and  sisters  reluc- 
tantly agreed;  one  or  two  rational- 
ized that  since  she  was  lucid 
enough  to  make  such  decisions, 
maybe  she  was  just  suffering  from 
"old  age;"  after  all,  she  was  nearly 
70.  However,  their  physician  did 
not  perform  any  type  of  psycho- 
logical evaluation,  nor  begin  to  dis- 
cuss the  possibility  of  dementia  or 
other  types  of  medical  problems 
that  might  underline  Ellen's  aber- 


Marc  Kennedy  is  a freelance  writer  in 
Madison. 


rant  behavior. 

A few  months  later,  things  got 
worse.  The  brother  who  lived  clos- 
est found  their  mother  wandering 
two  miles  from  home  on  a chilly 
night  dressed  only  in  a bathrobe. 
She  was  confused,  and  said  she 
was  looking  for  her  father  who  had 
died  in  1962.  It  was  clear  that  Ellen 
could  not  be  left  at  home  despite 
her  protests. 

Brenda,  who  lived  about  three 
hours  away,  agreed  to  have  her 
mother  live  there.  She  soon  discov- 
ered that  she  and  her  husband  and 
two  children  were  not  prepared  to 
deal  with  having  Ellen  live  with 
them.  Her  strange  behavior  con- 
fused the  grandchildren;  and 
Brenda  and  her  husband  slept  little 
because  Ellen  roamed  the  house 
throughout  the  night.  After  two 
weeks,  Brenda  and  her  husband, 
against  the  wishes  of  the  other  sib- 
lings, began  searching  for  a nurs- 
ing home  for  their  mother.  In  the 
meantime,  during  another  visit  to 
the  family  physician,  he  first  men- 
tioned that  their  mother  may  be 
suffering  from  some  type  of  de- 
mentia, probably  Alzheimer's  Dis- 
ease, but  offered  little  information 
about  the  illness  nor  where  the 
family  could  turn  for  help. 

Two  nursing  homes  they  con- 
tacted were  not  equipped  to  handle 
residents  with  dementia.  Finally, 
Brenda  found  an  assisted-living 
residence  with  a special  Alzhei- 
mer's wing  staffed  by  profession- 
als highly  trained  in  caring  for  de- 
mentia residents.  Ellen  Morgan  is 
doing  well  at  the  residence,  though 
her  disease  continues  to  progress. 

Brenda  finally  got  the  help  her 
mother  needed,  but  it  was  a pro- 
longed, exhausting  process  that 
nearly  destroyed  a close-knit  fam- 
ily. This  is  a true  story,  though  the 
names  have  been  changed. 

Certainly  not  all  families  faced 


Alzheimer’s:  The  Facts 

First  described  by  Dr  Alois  Alzheimer  in  1906, 
this  disease  is  the  most  common  form  of  de- 
mentia. Alzheimer’s  mostly  affects  people  over 
age  65,  though  it  does  occur  during  the  40s 
and  50s. 

A degenerative  malady  that  destroys  the 
brain,  Alzheimer’s  impairs  memory,  diminishes 
cognitive  skills  and  alters  behavior.  Ultimately, 
those  affected  by  Alzheimer’s  become  unable 
to  care  for  themselves.  The  disease  progresses 
at  varying  rates  that  differ  from  person  to 
person.  Death  occurs  at  an  average  of  eight 
years,  though  this  period  ranges  from  three  to 
20  years. 

Symptoms 

Gradual  memory  loss;  confusion;  loss  of  ability 
to  perform  routine  tasks;  impaired  judgement; 
wandering. 

Treatment 

No  known  cure.  The  drug  Tacrine  is  currently 
the  only  FDA-approved  drug  that  has  proven 
moderately  successful  for  some  Alzheimer’s 
patients. 

Demographics 

Ten  percent  of  all  those  older  than  65  and 
about  40%  of  those  over  80  have  some  form  of 
dementia,  usually  Alzheimer’s.  Today,  there  are 
four  million  people  in  the  US  suffering  from 
Alzheimer’s  Disease.  By  2030,  experts  estimate 
there  will  be  16  million  people  afflicted  with 
the  disease. 

Costs 

Diagnosis,  treatment  and  care  together  cost  an 
estimated  $100  billion  annually  in  the  US.  The 
federal  government  covers  roughly  $4.4  billion, 
state  governments  another  $4.1  and  the  re- 
mainder is  shouldered  mostly  by  patients  and 
their  families. 


with  Alzheimer's  Disease  and 
other  dementias  endure  such  dif- 
ficulty. However,  this  scenario  is 
not  uncommon,  according  to  two 
of  Wisconsin's  well-known  geri- 
atricians: Kim  Petersen,  MD, 
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Physicians  Plus,  in  Madison,  and 
Thomas  Naughton,  MD,  St  Mary's 
Hospital,  Milwaukee,  Chairman  of 
the  Medical  and  Scientific  Advi- 
sory Committee  of  the  Southeast- 
ern Chapter  of  the  Wisconsin 
Alzheimer's  Association,  and 
Medical  Director  of  the  Alzheimer 
Disease  Unit  at  Village  of  Manor 
Park. 

They  offer  their  perspectives  on 
Alzheimer's  Disease  in  Wisconsin 
today,  and  suggest  how  physicians 
can  enhance  the  care,  diagnosis, 
and  treatment  for  Alzheimer's  pa- 
tients and  help  their  families  bet- 
ter understand  the  nature  of  the 
disease  and  how  they  can  help 
their  affected  loved  ones. 

Diagnosis 

According  to  Dr  Petersen,  Alzhei- 
mer's and  other  dementia  are  of- 
ten misdiagnosed  or  overlooked. 
The  problem  is  that  in  these  cases, 
the  onset  of  the  disease  is  gradual, 
so  the  family  gets  used  to  behav- 
ior patterns,  and  the  physician 
doesn't  see  the  patient  often 
enough  to  identify  the  symptoms 
properly. 

Also,  as  in  the  case  of  Brenda 
Morgan's  mother,  family  physi- 
cians often  do  not  recognize  symp- 
toms until  they  are  well  developed. 
In  addition.  Dr  Petersen  explains 
that  there  is  a human  factor  in- 
volved: "a  physician  who  is  also  a 
family  friend  may  overlook  the  dis- 
ease because  he  or  she  does  not 
want  to  believe  that  their  friend  is 
developing  such  a disabling  dis- 
ease. This  pattern  is  similar  to  phy- 
sicians who  overlook  symptoms  of 
alcoholism;  they  just  don't  want  to 
believe  it's  happening  to  a friend." 

For  Dr  Naughton,  part  of  the 
problem  with  making  a diagnosis 
is  the  definitions  of  what  consti- 
tutes "normal"  aging  deficiencies. 
"I  would  like  my  colleagues  to  let 
their  patients  know  that  memory 
difficulties  are  not  part  of  aging 
process,"  he  said.  Families  should 
be  encouraged  to  have  relatives 
who  display  symptoms  of  demen- 


tia receive  evaluation.  Dr 
Naughton  feels  that  "Once  a phy- 
sician identifies  signs  of  memory 
loss,  he  or  she  should  consider  fur- 
ther evaluation  to  help  rule  out  or 
identify  dementia." 

Of  course,  many  of  the  symp- 
toms related  to  Alzheimer's  are 
present  with  other  illnesses.  Rul- 
ing out  other  possible  causes  is 
necessary.  Dr  Petersen  feels  that, 
"Earlier  diagnosis  is  important,  but 
don't  be  too  quick  to  diagnose 
Alzheimer's  or  dementia  without 
sufficient  testing.  You  need  to  look 
for  hearing  loss,  vision  loss  or  evi- 
dence of  stroke  which  can  mimic 
Alzheimer's  symptoms.  Further 
observations  are  needed  to  identify 
Alzheimer's  Disease  properly." 

Both  specialists  feel  that  when 
a family  physician  is  uncomfort- 
able with  making  a diagnosis  of 
Alzheimer's  Disease  or  other  de- 
mentia, he  or  she  shouldn't  hesi- 
tate to  refer  the  patient  to  a neu- 
rologist or  geriatrician.  "Have 
someone  else  do  the  testing;  this 
way,  the  family  physician  can  help 
the  patient  and  family  cope  with 
the  results,"  says  Petersen. 

Sometimes,  patients  fully  un- 
derstand the  diagnosis  and  the 
ramifications;  they  accept  it  and 
ask  what  they  need  to  do.  "It  is 
often  more  upsetting  to  the  family 
and  the  physician  than  to  the  pa- 
tient," says  Dr  Petersen.  He  contin- 
ues, "In  other  situations,  the  diag- 
nosis may  not  sink  in.  The  patient 
doesn't  want  to  hear  it.  This  is  also 
why  it  is  important  for  the  fami- 
lies to  be  involved  as  well." 

If  the  family  or  a physician  ig- 
nores symptoms  of  Alzheimer's, 
sooner  or  later  there  will  likely  be 
a crisis  that  exemplifies  the  sever- 
ity of  the  situations.  Dr  Petersen 
related  a story  about  a man  in  the 
early  stages  of  Alzheimer's  who 
drove  around  the  state  for  48 
hours.  He  was  completely  lost,  but 
he  had  the  wherewithal  to  drive, 
use  a credit  card  to  gas  up  and  pick 
up  food.  He  just  couldn't  remem- 
ber where  he  lived  or  how  to  use 


the  map  properly.  He  actually 
stopped  at  police  stations  three 
times  to  ask  directions. 

Physicians  should  be  aware  of 
certain  cofactors  for  Alzheimer's 
Disease.  Chronic  depression  that 
is  never  treated  is  strongly  linked, 
while  hypertension  may  be,  ad- 
vises Petersen. 

Recommendations  for  Wisconsin 
Physicians 

Dr  Petersen  believes  that  early  in- 
tervention is  key.  "We  would  like 
family  practitioners  to  consider 
performing  baseline  mental  profile 
examinations  for  their  patients 
once  they  reach  50  or  so,"  he  com- 
mented. 

Dr  Petersen  goes  further,  saying 
that  even  training  the  staff  to  per- 
form a profile  is  fairly  simple  and 
it  can  be  worked  into  the  patient's 
annual  physical.  This  way,  physi- 
cians can  document  gradual  cog- 
nitive changes  that  can  help  diag- 
nose the  onset  of  Alzeheimer  Dis- 
ease or  other  dementia,  or  other 
problems  such  as  a silent  stroke. 

But  Dr  Naughton  believes  that 
while  creating  such  a benchmark 
is  worthwhile,  "realistically,  most 
physicians  won't  do  it  until  symp- 
toms are  present."  However,  he 
stressed  that  even  beginning  to 
document  these  symptoms  can 
provide  a good  "ball  park"  indica- 
tion of  how  the  patient  is  doing 
from  that  point  on.  Again,  "explain 
to  the  family  that  this  cognitive  loss 
is  not  part  of  the  normal  aging  pro- 
cess and  they  should  report  recur- 
rences to  the  physician,"  says 
Naughton. 

Taking  it  one  step  further.  Dr 
Petersen  recommends  that  physi- 
cians suggest  a post-mortem  to 
verify  that  the  patient  did,  in  fact, 
suffer  from  Alzheimer's  Disease. 
Since  there  appears  to  be  a genetic 
component  to  the  disease,  it  can 
help  relatives  in  considering  the  fu- 
ture of  their  own  health,  or  give 
them  peace  of  mind  that  their  loved 

Continued  on  next  page 
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Care  Alternatives  for  Patients  Suffering  From  Alzheimer’s 
Disease 

The  decision  on  where  to  place  a patient  depends  on  the  level  of  care  required,  whether  or  not  a spouse 
or  other  family  member  is  available  to  help  care  for  the  person,  and  how  manageable  he  or  she  is.  If, 
as  in  the  case  of  Ellen  Morgan,  the  patient  tends  to  wander  at  all  times  of  day  and  night,  it  can  be 
difficult  for  family  members  to  care  for  such  a loved  one  at  home. 

Home  Care 

If  circumstances  are  right,  some  Alzheimer  patients  can  remain  at  home.  The  familiar  surroundings  can 
help  them  feel  safe.  If  a spouse  or  relative  is  available  full-time  to  help  care  the  for  Alzheimer  patient 
at  home,  this  is  a viable  option. 

“We  recommend  some  sort  of  respite  care  for  the  care-giver  to  reduce  the  possibility  of  burnout,” 
said  Dr  Kim  Petersen,  geriatrician  with  Physician  Plus  in  Madison.  “If  a family  can  afford  it,  a part-time 
or  full-time  live-in  care-giver  is  an  option.  For  those  who  cannot  afford  it,  adult  daycare  can  meet  this 
need  while  the  care-giver  is  at  work  or  needs  respite.” 

Adult  Day  Care 

This  can  work  well  if  the  care-giver  has  to  work  outside  the  home.  This  can  help  Alzheimer  patients  who 
are  bored  and  usually  sit  quietly  at  home.  Adult  day-care  usually  offers  failure-free  activities  that  help 
boost  the  spirit  of  those  with  Alzheimer’s,  with  singing,  sometimes  dancing,  and  listening  to  music. 

“If  there  is  not  an  adult  daycare  center  available  in  your  community,  we  urge  physicians  to  meet  with 
community  leaders  and  your  local  Alzheimer’s  chapter  to  begin  getting  things  moving  to  develop  one,” 
suggested  Dr  Petersen. 

CBRF  (Community-Based  Residential  Facilities) 

Many  of  these  home-like  assisted  living  residences  are  equipped  to  help  people  with  Alzheimer’s.  Staff  are 
trained  and  living  areas  are  specially  designated  for  residents  suffering  from  Alzheimer’s. 

Nursing  Homes 

These  are  an  option,  but  often  nursing  homes  are  not  able  to  handle  special  needs,  especially  as  relates 
to  behavioral  changes,  of  Alzheimer  residents. 

Designated  Alzheimer  Residences 

These  residences  are  built  and  designed  with  the  needs  of  people  with  Alzheimer’s  in  mind.  The  floor 
plan  is  designed  around  a central  “wandering  path"  that  allows  residents  the  freedom  to  walk.  There  are 
few  sharp  corners  that  inhibit  and  confuse  some  Alzheimer  residents.  Staff  at  these  homes  are  specially 
trained  in  assisting  Alzheimer  residents,  as  well. 


Continued  from  previous  page 

one  was  not  suffering  from 
Alzheimer's  Disease. 

Informing  Patients  and  Families 

Physicians  can  play  a vital  role  in 
educating  patients'  families. Taking 
time  to  explain  the  nature  of  the 
disease  to  patients  and  their  fami- 
lies is  crucial  to  successfully  treat- 
ing the  disease.  Like  cancer, 
Alzheimer's  Disease  is  a family 
disease— relatives  need  to  under- 
stand the  disease,  and  how  it  can 
affect  their  loved  ones. 

Studies  have  shown  that  it  is 
worthwhile  for  physicians  to  take 
the  extra  effort  to  understand  de- 
mentia and  to  explain  how  the  dis- 
ease may  progress  to  the  family.  As 
indicated  in  the  scenario  describe 
above  with  Helen  Morgan,  family 
dynamics  often  supercede  rational 
action.  In  such  cases,  it  takes  in- 
tervention by  a respected,  inter- 
ested third  party  to  recommend  the 
action  that  is  best  for  all  involved. 

There  are  a number  of  resources 
available  to  assist  patients  and 
families  in  dealing  with  this  dis- 
ease (see  page  694).  Each  county 
in  Wisconsin  has  an  aging  unit  that 
has  information  available,  as  well. 

Additionally,  organizations 
such  as  the  Wisconsin  Alzheimer's 
Information  and  Training  Center 
(see  page  694)  has  informational  lit- 
erature available,  as  well  as  re- 
sources such  as  medical  facilities 
that  diagnose  and  treat 
Alzheimer's  patients,  and  options 
for  care,  including  home  care,  adult 
daycare,  nursing  homes,  commu- 
nity-based residential  facilities 
(CBRFs),  assisted  living  residences 
and  specially-designed  Alzhei- 
mer's Disease  residences. 

Dr  Petersen  says,  "I  think  Wis- 
consin is  blessed  with  having  a 
superb  statewide  network  of 
Alzheimer's  Disease  resources, 
and  I encourage  physicians  to  help 
patients  and  their  families  to  take 
advantage  of  this  information  and 
support  system." 


Once  onset  is  diagnosed,  it  is 
recommended  that  physicians  help 
get  families  connected  — provide 
them  with  all  the  information  they 
need  to  help  them  properly  care  for 
and  make  the  best  decisions  con- 
cerning their  loved  one. 

When  explaining  the  degenera- 
tive processes  involved  in  Alz- 
heimer's Disease  to  families,  Dr 
Naughton  says  he  likes  to  use  the 
analogy  of  a video  camcorder. 

"I  tell  them  to  think  about  hav- 
ing a video  of  their  relative  from 
the  day  of  their  birth  to  the 
present,"  he  said.  "Then,  I explain 
that  Alzheimer's  is  like  running  the 
video  backward.  The  first  pro- 


cesses they  lose  are  the  ones  most 
recently  learned.  For  example,  for 
those  for  whom  English  is  a second 
language,  they  begin  speaking 
only  in  their  native  tongue." 

Eventually,  the  Alzheimer  pa- 
tients will  lose  certain  functions 
that  they  learned  as  children,  in- 
cluding the  ability  to  talk,  control 
bodily  functions,  etc.  Understand- 
ing the  process  can  help  families 
cope  with  their  relative,  and  help 
them  decide  what  is  best  for  all 
concerned  when  caring  for  the 
Alzheimer's  patient  at  home  be- 
comes too  difficult. 

It  is  also  strongly  suggested  that 
the  patient  begin  to  get  legal  affairs 
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in  order  while  they  are  still  capable. 
This  is  particularly  important  con- 
cerning medical  guardianship.  Dr 
Petersen  also  suggests  that  practi- 
tioners make  time  to  work  with 
patients  and  families,  both  together 
and  separately. 

"Keep  in  mind  that  by  meeting 
privately  with  the  family  you  are 
not  doing  something  under- 
handed, behind  the  patient's  back. 
You  are  trying  to  help  the  family 
and  help  the  patient,"  he  points 
out. 

Care  and  Treatment 

Early  treatment  for  other  health 
care  issues  is  frequently  advocated, 
and  should  be  extended  to 
Alzheimer's  Disease,  as  well.  Dr 
Petersen  stresses  that  the  impor- 
tant thing  is  to  keep  people 
healthy:  care  for  them  like  any 
other  patient,  and  remember  that 
any  trauma  will  decrease  cogni- 
tion. Therefore,  he  feels  strongly 
that  hospitalization  should  be 
avoided  unless  totally  necessary. 
And  if  it  is  required,  avoid  ex- 
tended stays.  Consider  ambula- 
tory care,  nursing  care  at  home,  etc. 
Any  alternative  is  preferred  unless 
it's  totally  necessary  to  hospitalize 
someone  with  Alzheimer's.  Hos- 
pitals are  not  generally  well- 
equipped  to  deal  with  these  pa- 
tients because  behavioral  changes 
are  usually  the  more  pressing  issue. 

"Caring  for  Alzheimer's  pa- 
tients requires  a different  ap- 
proach," says  Dr  Naughton.  It  is 
important  not  to  confuse  them 
when  providing  care.  Techniques 
referred  to  as  "creative  reality"  or 
"validation  approach"  encourage 
care-givers  to  enter  the  world  of  the 
Alzheimer's  person  instead  of  ex- 
pecting the  patient  to  be  able  to 
relate  to  the  care-giver.  For  ex- 
ample, if  it's  1966  to  the  patient,  the 
care-giver  should  "go  along  with 
it,"  advises  Naughton.  "If  they  are 
looking  for  someone  long  de- 
ceased, don't  correct  them.  Go 
along  with  it.  Just  say  they  aren't 
here  right  now  and  they'll  be  back 


later.  Don't  confuse  them." 

Professionals  are  beginning  to 
be  creative  in  assisting  people  with 
Alzheimer's.  There's  been  some 
success  in  using  a variety  of  tech- 
niques including  music,  dance  and 
massage  therapies  to  help  patients. 
Pets  seem  to  help  as  well.  Creating 
a safe  environment  for  Alzheimer's 
patients  reduces  anxiety  and  fail- 
ure-free activities  please  them  and 
decrease  confusion. 

The  medical  profession  has 
learned  that  when  treating 
Alzheimer's,  one  is  really  treating 
many  different  diseases,  which  re- 
sults in  a whole  range  of  issues  that 
are  going  to  demand  more  inten- 
sive and  professional  care.  It  is  im- 
portant to  have  trained  profession- 
als identify  which  strategies  work 
best  for  an  individual  patient,  and 
do  the  best  they  can  to  make  the 
patient  feel  comfortable  and  safe. 

Prescribing  Drugs 

Dr  Petersen  also  suggests  use  of 
appropriate  medication  when  re- 
quired. 

He  points  out  that  there  is  only 
one  prescribed  drug  currently 
available.  Tacrine  (Cognex).  This 
is  not  a magic  bullet  by  any  means. 
About  30%  of  those  who  use  it  ben- 
efit somewhat,  but  it  is  not  an  easy 
drug  to  administer.  First,  it  costs 
about  $100  a month,  and  it  calls  for 
bi-weekly  lab  tests,  as  well.  And  it 
may  not  be  as  effective  when 
started  late  in  the  diagnosis;  there 
is  probably  too  much  memory 
damage  by  then.  However,  other 
drugs  are  being  developed  and 
may  be  available  soon.  Dr  Petersen 
suspects  that  when  something  is 
found  that  works  effectively,  it  will 
be  a multi-drug  regimen  rather 
than  a single  medication. 

Certain  non-steroidal  anti- 
inflammatories and  uptake  inhibi- 
tors hold  some  promise.  There  is 
some  evidence  that  Prozac  might 
help  in  cases  of  early  onset.  How- 
ever, Dr  Naughton  cautions 
against  too  many  medications  for 


the  elderly,  and  would  rather  pro- 
mote combinations  of  other  thera- 
pies and  behavior  modification 
with  limited  medication  for 
Alzheimer's  patients. 

Though  cognitive  loss  is  associ- 
ated with  Alzheimer's  Disease,  it 
is  often  less  of  an  issue  than  behav- 
ior. Mood  swings,  anger,  apathy, 
depression,  wandering,  and  bellig- 
erence all  may  accompany  the  on- 
set of  Alzheimer's.  Anti-depres- 
sants can  help  patients  cope.  Be- 
tween 30%  and  50%  of  Alzheimer's 
patients  face  depression.  This  is 
understandable;  they  realize  that 
their  mind  is  failing  and  this  de- 
presses them.  Dr  Petersen  stresses 
that  "Physicians  should  not  hesi- 
tate to  consider  using  anti-depres- 
sants to  help  patients  when  appro- 
priate." Some  patients  may  suffer 
from  delusions  which  are  also 
treatable. 


Future  Trends  in  Research, 
Diagnosis  and  Treatment 

Dr  Naughton  believes  that  more 
test  options  will  soon  be  available 
that  will  improve  early  diagnosis 
of  the  disease.  New  studies,  includ- 
ing some  from  Wisconsin,  have 
helped  increase  understanding  of 
the  pathology  of  Alzheimer's  Dis- 
ease. "At  this  point  we  are  focus- 
ing on  preventive  strategies,  as 
opposed  to  a cure." 

Some  recent  research  indicates 
that  estrogen  may  play  a role  in 
treating  Alzheimer's  Disease. 
Also,  there  is  some  controversial 
information  concerning  nicotine 
and  the  onset  of  Alzheimer's.  Ap- 
parently, people  who  smoke  seem 
to  have  less  of  a chance  of  devel- 
oping the  disease. 

The  identification  of  the  genetic 
link  is  getting  stronger.  There  is 
now  evidence  associating 
Alzheimer's  with  the  21  chromo- 
some, also  tied  with  Down's  Syn- 
drome. People  with  Down's  who 
live  long  enough  are  very  likely  to 
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develop  Alzheimer's.  Also  tied  to 
an  early  onset  of  Alzheimer's— 30 
to  50  years  of  age— is  chromosome 
14.  The  evidence  increasingly 
shows  a relationship  with  chromo- 
some 19  and  normal  onset  of 
Alzheimer's. 


Dr  Naughton  feels  that  PET- 
scans  of  the  brain  appear  as  though 
they  may  have  some  interesting 
implications.  Also,  the  APO-E 
gene  looks  as  though  it  is  involved 
in  Alzheimer's  inheritance. 

"I  can  envision  a time  when  ge- 
netic profiles  are  mapped  out  for 
patients,  with  profiles  that  identify 


risks  for  developing  cancer,  diabe- 
tes, alcoholism,  dementia,  etc.  We 
can  then  use  this  map  to  alter  be- 
havior to  minimize  the  effects  of 
the  genetic  predisposition.  The 
longer  we  live,  the  more  our  ge- 
netic make-up  expresses  itself.  So, 
knowing  family  history  is  impor- 
tant when  considering  Alzhei- 
mer's Disease  diagnoses. "❖ 


Resources  Available  in  Wisconsin 
to  Aid  Sufferers  of  Alzheimer’s  Disease 

For  more  information  on  Alzheimer’s  Disease,  and  resources  in  Wisconsin,  contact  the  Wisconsin  Alzheimer’s  Association  Chapter  Network  in  your  area: 

Indianhead  Chapter,  Eau  Claire,  715-835-7050, 800-499-7050,  serving  Barron,  Buffalo,  Chippewa,  Dunn,  Eau  Claire,  Jackson,  Pepin,  Pierce,  Polk,  Rusk,  and 
St.  Croix  counties. 

Lake  Superior  Chapter,  Ashland,  715-682-6478,  800-682-6478,  serving  Ashland,  Bayfield,  Douglas,  Burnett,  Iron,  Price,  Sawyer,  and  Washburn  counties. 

Midstate  Wisconsin  Chapter,  Marshfield,  715-389-3200,  serving  Adams,  Clark,  Portage,  laylor,  Waushara,  and  Wood  counties. 

North  Central  Wisconsin  Chapter,  Wausau,  715-848-1221, 800-200-1221,  serving  Florence,  Forest,  Langlade,  Lincoln,  Marathon,  Oneida,  and  Vilas 
counties. 

Northeastern  Wisconsin  Chapter,  Green  Bay,  414-498-21 10,  800-360-21 10,  serving  Brown,  Calumet,  Door,  Green  Lake,  Kewaunee,  Manitowoc, 
Marinette,  Marquette,  Menominee,  Oconto,  Outagamie,  Shawano,  Waupaca,  and  Winnebago  counties. 

Riverland  Chapter,  La  Crosse,  608-784-5011,  800-797-1656,  serving  Crawford,  Juneau,  La  Crosse,  Monroe,  Vernon,  Trempealeau  and  Houston  County, 
Minnesota. 


South  Central  Wisconsin  Chapter,  Madison,  608-232-3400, 
Sauk  counties. 

Southeastern  Wisconsin  Chapter,  Milwaukee,  414-479-8800, 
Racine,  Rock,  Sheboygan,  Walworth,  Washington,  and  Waukesha  counties. 

Other  agencies  that  can  help  families  include: 

Board  on  Aging  and  Long  Term  Care,  800-242-1060 
Wisconsin  Bureau  on  Aging,  608-267-9583 
Wisconsin  Division  of  Health,  608-266-8481 


0-428-9280,  serving  Columbia,  Dane,  Grant,  Green,  Iowa,  La  Fayette,  Richland,  and 
00-922-2413,  serving  Dodge,  Fond  du  Lac,  Jefferson,  Kenosha,  Milwaukee,  Ozaukee, 


Ihe  Health  and  Human  Services  Agency  for  Healthcare  Policy  and  Research  (AHCPR)  has  issued  a new  Alzheimer’s 
Clinical  Practice  guideline  available  by  calling  1-800-358-9295.  Ihe  order  number  is  96-7123.  A new  Patient  and  Family  Guide  is  also  available, 
order  #96-0704. You  can  also  access  the  guide  via  the  Internet  at  www.ahcpr.gov/guide.5everal  other  guideline  documents  for  clinicians  will  be  available  later 
this  winter. 

Alzheimer’s  Association  Produces  Physician’s  Reference  Manual 

A physician’s  reference,  Diagnosis  & Treatment  of  Alzheimer's  Disease  and  Other  Related  Demensias  is  available  free  of  charge  through  the  State  Medical  Society. 
Ihis  manual  was  developed  with  the  advice  and  review  of  physicians  from  the  Medical  College  of  Wisconsin,  UW  Medical  School  and  the  SMS  Commission  on 
Geriatric  Health. 

Ihe  manual  has  been  endorsed  by  the  SMS,  the  Wisconsin  Academy  of  Family  Physicians  and  the  Wisconsin  Society  of  Internal  Medicine.  It  provides  specific 
information  on  psychological  and  functional  assessment,  suggested  neurological  exams,  recommended  behavioral  and  environmental  interventions  and  pharma- 
cological treatments.  Ihe  need  for  support  services  for  the  family  is  also  discussed. 

Ihe  Alzheimer’s  Association  of  Southeastern  Wisconsin,  supported  by  grants  from  the  state  and  Parke  Davis,  produced  the  manual.  For  a free  copy  or 
more  information  contact  Lynn  Sherman  at  the  SMS,  LynnS@SMSWI.ORG  or  Barb  Lawrence  at  the  Alzheimer’s 
Association  at  414-479-8800. 
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Depression  Among  the  Elderly 

Jennifer  L.  Fessler,  Special  to  WMJ 


The  aging  process  brings  many 
changes  such  as  loss  of  occu- 
pational and  social  roles,  and  an  in- 
crease in  the  frequency  of  health 
problems.  What  is  not  a natural 
result  of  aging,  however,  is  depres- 
sion. 

According  to  the  American  As- 
sociation for  Geriatric  Psychiatry, 
about  15%  of  older  adults  suffer 
from  late-life  depression,  and  have 
the  highest  rate  of  suicide  in 
America. 

The  Geriatric  Psychiatric  Alli- 
ance (GPA)  reported  that  the  num- 
ber of  depressed  senior  citizens  in 
the  United  States  totaled  close  to 
six  million.  Of  that  number,  the 
GPA  determined  that  only  one  mil- 
lion are  properly  diagnosed  and 
treated. 

Causes  of  Depression 

Dr  David  Watts,  Associate  Profes- 
sor with  the  University  of  Wiscon- 
sin Department  of  Medicine,  Geri- 
atrics section  in  Madison,  stated 
that  knowledge  of  the  cause  is  ben- 
eficial due  to  the  fact  that  depres- 
sion is  commonly  secondary  to  a 
medical  problem.  Dr  Watts  ex- 
plained that,  while  major  depres- 
sion is  not  much  more  common 
among  older  adults,  there  are  more 
problems  with  demoralizing  fre- 
quent illnesses.  Early  Parkinson's 
and  Alzheimer's,  for  example,  are 
closely  associated  with  depression. 
Dr  Anthony  Braus,  of  the  William 
S.  Middleton  Veterans  Memorial 
Hospital,  explained:  "You  end  up 
talking  in  circles.  A person  has 
Parkinsons,  slows  down,  sinks  into 
depression,  and  then  develops  a 
greater  vulnerability." 

David  Winemiller,  MD,  of 
Marshfield  Clinic,  Marshfield, 
stated  that  there  is  also  a high  inci- 
dence of  post-stroke  depression 
which  has  been  gaining  notice  dur- 
ing the  past  15  years.  Fortunately, 


added  Dr  Watts,  understanding  the 
cause  of  depression  is  not  neces- 
sary for  effective  treatment  in  all 
cases. 

Dr  Braus  explained  that,  while 
no  one  is  certain  of  a cause,  many 
social  factors  are  also  closely  asso- 
ciated with  depression.  Bereave- 
ment, loss  of  self-esteem  due  to 
forced  retirement,  and  less  social 
contact  are  all  believed  to  contrib- 
ute to  depression.  A family  history 
also  increases  the  chances  a person 
will  ever  suffer  the  effects  of  de- 
pression, and  should  be  considered 
if  a diagnosis  of  depression  is  ques- 
tionable. 

The  possibility  of  drug-drug  in- 
teractions must  also  be  considered, 
Dr  Winemiller  added.  The  pharma- 
codynamics change  as  the  body 
ages,  so  prescriptions  must  be  re- 
viewed. As  a result,  the  elderly  are 
also  more  prone  to  side-effects  of 
medications. 

Diagnosis 

According  to  Dr  Braus,  "It  is  not 
part  of  aging  to  be  unhappy  and 
slow  down."  Simply  ascribing 
symptoms  of  depression  to  a 
chronic  illness,  he  believes  is  "a 
dangerous  bias."  Untreated  de- 
pressed patients  will  die  sooner 
and  be  less  responsive  to  treat- 
ment, even  in  terminal  patients. 
With  successful  treatment  of  the 
depression,  he  stated,  patients  can 
live  longer  and  recover  from  illness 
more  quickly. 

Patients  may  not  always  voice 
commonly  known  symptoms  of 
depression.  The  elderly  may  be 
more  comfortable  conveying 
physical  complaints  such  as  that  of 
a headache.  Dr  Braus  said,  rather 
than  explaining  emotional  prob- 
lems or  mental  deficiencies.  Symp- 
toms such  as  slowed  thinking  or 
memory  loss  may  be  difficult  to 
report  for  patients  who  are  afraid 


of  a diagnosis  of  senility.  "The  eld- 
erly may  also  have  more  anxiety 
rather  than  feelings  of  sadness. 
This  can  lead  to  other  related  medi- 
cal complaints,"  Dr  Braus  said. 

Dr  Winemiller  assented  that  an 
increased  focus  on  somatic  con- 
cerns is  frequently  seen  in  the  eld- 
erly. When  elderly  patients  com- 
plain about  aches  and  pains,  or  a 
lack  of  energy,  physicians  must 
consider  the  possibility  of  a psychi- 
atric problem. 

Dr  Watts  stressed  the  impor- 
tance of  becoming  familiar  with  the 
symptoms  of  depression.  In  addi- 
tion to  the  high  frequency  in  the 
elderly  population,  depression  is 
thought  to  affect  up  to  25%  of 
women  at  some  point  in  their  lives. 
Therefore,  there  is  a high  likelihood 
physicians  will  be  called  upon  to 
recognize  and  treat  multiple  de- 
pressed patients. 

An  effective  device  for  remem- 
bering the  eight  major  symptoms 
of  depression  follows: 

S Sleep  disturbance 
I decrease  in  Interest 
G Guilt  — feelings  of  "I'm  no 
good" 

E decrease  in  Energy 
C difficulty  Concentrating 
A Appetite  loss 
P Psychomotor  impairment 
S thoughts  of  Suicide 

An  instructional  program  for 
physicians,  which  Dr  Braus  found 
helpful,  is  available  from  Pfizer, 
Inc.  Upon  request,  Pfizer  will  pro- 
vide meeting  information  and  in- 
structional packets.  Information 
can  be  obtained  by  calling  (212) 
573-2323  or  by  fax  (212)  573-7851. 

Also  important  to  consider  are 
serious  physical  conditions,  such 
as  hypothyroidism  and  dementia, 

Continued  on  next  page 
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which,  according  to  Dr  Winemiller, 
can  present  a "fairly  convincing 
depression."  Roughly  one  third  of 
patients  with  Alzheimer's  will 
show  depressive  symptoms.  De- 
pression either  primary  or  second- 
ary to  other  medical  problems  can 
result  in  further  induced  cogni- 
tive impairment.  If  the  depression 
is  successfully  treated,  this  cogni- 
tive impairment  will  clear  up,  Dr 
Winemiller  stated. 

Treatment 

Medication 

"A  general  rule  to  follow,"  ex- 
plained Dr  Braus,  "is  that  if  the 
depression  is  severe,  the  person 
will  not  get  well  unless  the  patient 
takes  medication.  Medication  pro- 
vides quick  relief , and  is  effective." 

Dr  Braus  recommends  that  if  a 
patient  has  one  episode  only,  with 
no  prior  history,  the  patient  should 
stay  on  the  prescribed  medication 
for  at  least  six  months.  About  one 
third  of  patients  will  not  respond 
to  the  first  medication,  but  the  de- 
termination of  the  ineffectiveness 
of  the  medication  should  not  be 
made  until  after  at  least  six  weeks. 
If  the  patient  has  had  one  prior 
episode.  Dr  Braus  suggested  the 
medication  be  continued  for  at 
least  one  year.  For  patients  with  a 
history  including  three  or  more 
episodes,  medication  must  be 
taken  indefinitely. 

With  medication.  Dr  Braus  said 
there  is  a 75%  chance  the  symp- 
toms will  improve,  with  a 25% 
chance  of  relapse  over  a year. 

The  elderly,  as  previously  men- 
tioned, are  more  susceptible  to 
drug  interactions.  Tricyclic  antide- 
pressants, according  to  Dr 
Winemiller,  "are  good  for  depres- 
sion, but  tend  to  have  more  side- 
effects  when  used  on  an  elderly 
population."  Recent  advance- 
ments, fortunately,  have  produced 
different  classes  of  drugs  with  both 
fewer  side  effects  and  better  re- 
sults, and  therefore  a greater 


chance  that  a suitable  medication 
can  be  found.  "If  one  agent  doesn't 
work,  there  are  now  four  to  five 
categories  of  agents  from  which  to 
choose,"  Dr  Watts  said. 

One  standard  to  remember 
when  prescribing.  Dr  Winemiller 
stated,  is  to  start  low,  go  slow,  and 
keep  going.  He  stressed  that  phy- 
sicians can  be  too  timid  to  push  an- 
tidepressants to  the  next  level  with 
geriatric  patients.  "The  issue  which 
must  be  discussed  with  the  patient 
is  how  aggressive  to  make  the 
treatment.  Side  effects  resulting 
from  being  too  aggressive  may 
scare  patients,  but  under  medicat- 
ing them  can  also  be  frustrating." 

Dr  Braus  also  advised  against 
under  medication  of  patients.  He 
said  he  believed  that,  while  the 
level  of  knowledge  and  sensitivity 
in  primary  care  is  increasing,  there 
is  still  room  for  improvement. 
"Physicians  either  do  one  or  both 
of  the  following:  They  don't  pre- 
scribe or  use  too  low  of  a dosage, 
or  they  don't  refer  the  patient  to  a 
psychiatrist.  There  is  under  treat- 
ment." He  also  noted  the  impor- 
tance of  "being  aggressive  on  mak- 
ing diagnosis,  and  following 
through  with  asking  the  right  ques- 
tions." 

Dr  Winemiller's  elderly  patients 
often  express  concern  about  the 
amount  of  medications  they  are 
already  taking.  "They  often  say 
'I'm  already  taking  so  many,  I don't 
want  to  take  any  more."  Patients 
of  Dr  Braus  often  worry  about  the 
effects  of  the  medication.  "They  are 
concerned  that  the  medication  will 
produce  a personality  change  or 
cause  addictions,"  he  said.  "Elderly 
patients  may  not  accept  the  infor- 
mation they  are  provided  with  on 
the  first  visit.  They  can  be  unwill- 
ing to  accept  treatment." 

Psychotherapy 

"A  combination  therapy  is  most 
effective,"  Dr  Braus  said.  The  trend 
today  is  toward  short,  focused 
therapy,  usually  lasting  for  a period 
of  three  to  six  months.  "If  I see  a 


person  once  a month  after  that,  the 
chances  of  relapse  are  significantly 
less,"  he  added.  Due  to  the  short 
duration  of  treatment  his  patients 
usually  have  a sizable  portion  of 
the  treatment  paid  for  by  insur- 
ance. 

Alternative  Measures 
Environmental  manipulation, 
changing  the  elements  in  one's  sur- 
roundings, according  to  Dr  Braus, 
is  often  necessary.  "It  is  a matter 
of  problem-solving,  of  seeing  that 
the  patient  has  real  needs."  Such 
measures  are  effective  in  treating 
depression  associated  with  isola- 
tion and  even  economic  problems. 

"Among  the  elderly,  therapy 
should  be  practically  oriented,"  he 
explained.  "Depressed  patients 
must  consider  the  things  about 
their  own  thinking  and  behavior 
that  tend  to  support  depression." 

These  behaviors  include  social 
isolation  and  lack  of  exercise.  "Ex- 
ercise releases  endorphines,"  Dr 
Watts  said,  "Which  counteract  de- 
pression somewhat." 

ECT  (electroconvulsive  therapy) 
is  a treatment  identified  by  Dr 
Winemiller  as  "not  in  the  first  line 
of  defense  but  one  that  has  been 
helpful  to  patients  who  cannot  take 
antidepressants,  or  who  have  very 
severe  or  retractory  depression." 

Emphasis  must  be  placed  on 
furthering  the  knowledge  that  de- 
pression is  not  a natural  conse- 
quence of  aging,  and  that  there  are 
effective  treatments  available  with 
few  side-effects.  Physicians  must 
be  well-versed  on  the  major  and 
often  difficult-to-distinguish 
symptoms  of  depression  second- 
ary to  chronic  illness.  Dr  Watts  rec- 
ommends that  physicians  familiar- 
ize themselves  with  at  least  one  or 
two  classes  of  antidepressants,  and 
increase  awareness  of  referral 
sources.  An  understanding  and 
recognition  of  the  trend  toward 
under  treatment,  identified  by  Dr 
Braus,  is  also  beneficial  to  ensure 
patients  receive  proper  treatment.*:* 
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A Quality  Improvement  Project  to  Increase 

the  Use  of  Postmenopausal  Hormonal  Replacement 

Therapy  (HRT) 

Charles  W.  Schauberger,  MD,  Robert  H.  Caplan,  MD,  Philip  J.  Dahlberg,  MD,  Cheryl  Strom,  BSN,  and 
Andrea  Kyser,  BSN,  La  Crosse 


Many  medical  institutions  are  initiating  quality  improvement  and 
disease  prevention  programs.  In  this  paper,  we  report  the  results  of  a 
program  designed  to  increase  the  rate  of  hormonal  replacement 
therapy  (HRT)  in  a postmenopausal  population.  After  initially  assess- 
ing the  rate  of  HRT  use,  we  instituted  an  educational  program  directed 
at  both  physicians  and  patients.  Reassessment  two  years  later  indicated 
the  rate  of  HRT  had  increased  from  31%  to  48.4%.  Further  educational 
efforts  were  followed  by  a reassessment  three  years  later  that  showed  a 
further  improvement  in  prescription  rate  to  64%.  We  conclude  that  our 
educational  program  directed  at  physicians  and  patients  dramatically 
increased  the  rate  of  HRT  prescription  of  postmenopausal  women. 

Wis  Med  J 1996;95(10):697-701. 


Introduction 

The  scientific  literature  supports 
the  use  of  hormonal  replacement 
therapy  (HRT)  for  most  postmeno- 
pausal women.1-2  The  administra- 
tion of  estrogens  with  or  without 
progestins  reduces  the  frequency 
of  osteoporotic  fractures3  and  re- 
duces total  all-cause  mortality  pri- 
marily due  to  a dramatic  reduction 
in  coronary  artery  disease  and 
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other  cardiovascular  disorders.4 
Other  advantages  include  preven- 
tion of  urogenital  atrophy  and  pos- 
sibly lower 'rates  of  Alzheimer's 
disease.5'6 

Unfortunately,  the  use  of  HRT 
remains  dismally  low  despite  an 
expanding  literature  indicating  its 
effectiveness  and  safety.  Several 
studies  estimate  that  only  about 
15%  of  women  eligible  for  estrogen 
prescription  are  on  this  medica- 
tion.7'8-9 The  reasons  for  low  usage 
rates  may  be  complicated,  involv- 
ing patient  concerns  and  physician 
factors.  Patients  fear  that  estrogens 
may  cause  endometrial  and  breast 
cancer  and  many  are  intolerant  of 
continued  vaginal  bleeding.10-13 
Physicians  lack  confidence  in  pre- 


scribing the  medication  and  man- 
aging complications.  Fear  of  law- 
suits because  of  complications  of 
HRT  may  or  may  not  be  a factor.1415 

Individual  physicians  or  physi- 
cian groups  have  varying  rates  of 
HRT  prescription,  depending  on 
specialty,  practice  patterns,  experi- 
ence in  prescribing  estrogen  prepa- 
rations, or  confidence  in  managing 
complications  of  HRT.  Ferguson 
and  co-authors  suggested  that  ob- 
stetrician-gynecologists were  more 
likely  to  prescribe  estrogen  than 
general  internists.16 

With  increasing  focus  on  man- 
aged care,  more  efforts  will  be 
made  in  disease  prevention.  Since 
managed  care  organizations  such 
as  health  maintenance  organiza- 
tions (HMOs)  will  need  to  focus  on 
ways  to  improve  long-term  health, 
an  expanded  use  of  HRT  for  meno- 
pausal women  will  be  a major  ef- 
fort for  such  organizations.  This 
report  describes  a five-year  qual- 
ity improvement  project  conducted 
at  the  Gundersen  Lutheran  Medi- 
cal Center  that  dramatically  in- 
creased HRT  prescription  by  the 
physician  staff. 

Continued  on  next  page 
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Table  1.  Hormone  replacement  therapy  use  by  specialty  and  phases  of  the  stuciy. 


Internal  Medicine 

Family  Practice 

Ob-Gyn 

1 

2 

3 

1 

2 

3 

1 

2 

3 

Phases 

n=89 

n=106 

n=132 

n=l 

n=8 

n=l 

n=40 

n=53 

On  HRT 

31% 

41% 

57% 

0 

62.5% 

73% 

not 

62.5% 

79% 

Not  on  HRT 

69% 

57% 

37% 

100% 

37.5% 

27% 

included 

35% 

19% 

Unknown 

0 

2% 

6% 

0 

0 

0 

2.5% 

2% 

Continued  from  previous  page 

Material,  Methods  and  Results 

The  Gundersen-Lutheran  Medical 
Center  is  a large  multispecialty 
medical  facility  with  more  than  300 
physicians  practicing  in  24  regional 
clinics  and  a main  medical  center 
located  in  La  Crosse,  Wisconsin.  In 
the  fall  of  1990,  the  Quality  Im- 
provement Service  identified  the 
prescription  of  estrogen  to  post- 
menopausal women  to  be  an  im- 
portant clinical  issue. 

Phase  1. 

A study  was  designed  to  assess  the 
rate  of  HRT  prescribing  for  a ran- 
domly-selected group  of  patients, 
ages  55-60,  receiving  their  health 
care  from  members  of  the  Depart- 
ments of  Internal  Medicine  and 
Family  Practice.  We  selected  the 
patient  population  by  reviewing 
CPT-4  codes  for  services  provided 
to  established  or  new  patients  from 
intermediate  to  comprehensive 
care.  Patients  were  listed  by  clinic 
number  and  every  tenth  patient's 
record  was  reviewed.  Patients  with 
breast  or  endometrial  cancer  his- 
tory were  excluded.  Of  the  133  re- 
viewed, 90  patients  were  identified 
as  being  seen  for  annual  or  periodic 
examinations.  The  average  age  was 
57  years.  Thirty  (33%)  had  a prior 
hysterectomy.  Thirty-one  percent 
of  the  entire  group  and  63  % of  the 
women  with  prior  hysterectomy 
were  receiving  hormone  replace- 
ment therapy  (Table  1). 

To  improve  the  rates  of  HRT  pre- 
scription, we  distributed  the  fol- 
lowing informational  materials  to 


the  staff  physicians  in  the  depart- 
ments of  Internal  Medicine,  Fam- 
ily Practice,  and  Obstetrics  and  Gy- 
necology: 1 .)  a current  summary  of 
the  literature  on  prevention  of  os- 
teoporosis in  postmenopausal 
women;  2.)  a bibliography  and  re- 
prints of  pertinent  articles;  3.)  an 
osteoporosis  fact  sheet  to  be  placed 
in  all  exam  rooms  as  a reference 
tool  and  reminder  for  staff;  and  4.) 
printed  patient  education  material 
distributed  by  the  staff  and  made 
available  in  waiting  rooms. 

Phase  2. 

In  October  1992,  the  Quality  Im- 
provement Services  reported  a fol- 
low-up study  of  HRT  usage.  The 
patient  numbers  were  increased 
and  included  patients  seen  within 
the  Department  of  Obstetrics  and 
Gynecology  for  primary  care.  In- 
clusion criteria  included  all  post- 
menopausal women  seen  in  these 
departments  between  09/01/91 
and  06/01/92.  A randomly-se- 
lected group  based  on  a similar  se- 
lection technique  was  utilized  to 
select  a group  of  159  patients.  A 
mail  survey  was  sent  to  women 
identified  to  have  been  on  estrogen 
in  the  past. 

The  results  of  the  study  are  pro- 
vided in  Tables  1-3:  Table  1 sum- 
marizes the  frequency  of  HRT; 
Table  2 compares  HRT  prescrip- 
tions in  patients  with  or  without 
hysterectomies;  Table  3 lists  the  rea- 
sons why  HRT  was  not  utilized. 
Notably,  62%  of  the  patients  were 
not  receiving  HRT  because  their 
physicians  had  not  prescribed 
these  drugs  and  27%  of  patients 


were  not  taking  the  hormones  pre- 
viously prescribed.  Patients  with 
hysterectomy  were  more  likely  to 
receive  estrogen  therapy.  Aggres- 
sive educational  efforts  increased 
HRT  from  31%  to  48%  (p  < .001). 
The  increased  hormone  use  was 
almost  exclusively  seen  in  women 
without  prior  hysterectomy. 

We  identified  improved  rates  of 
physician  prescription  (or  docu- 
mentation) and  patient  compliance 
as  major  factors  for  further  im- 
provement. Plans  for  continued 
improvement  included:  1.)  updat- 
ing and  redistribution  of  educa- 
tional materials  to  primary  care 
providers;  2.)  providing  more  in- 
formation on  the  pros  and  cons  of 
different  HRT  regimens;  3.)  encour- 
aging local  press  coverage  to  in- 
crease awareness  among  patients 
in  the  community;  4.)  surveying 
noncompliant  patients  to  deter- 
mine why  they  refused  or  stopped 
therapy;  and  5.)  considering  devel- 
opment of  an  automatic  reminder 
system. 

A chart  comparing  different 
HRT  regimens  was  provided  to 
each  physician.  The  chart  provided 
drug  dosages,  costs  and  advan- 
tages and  disadvantages  of  each 
regimen.  An  appendix  included  a 
discussion  of  when  patients  re- 
quire endometrial  biopsies  and 
other  related  issues.  A summary 
paper  on  postmenopausal  proges- 
tin management  was  included. 

In  the  summer  of  1993,  20  pa- 
tients from  the  previous  survey 
who  had  stopped  or  refused  HRT 
were  surveyed  by  mail.  Twelve  re- 
sponses were  analyzed.  One  pa 
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Table  2.  Hormone  replacement  therapy  by  phases  based  on  previous 
history  of  hysterectomy 


On  HRT 
Not  on  HRT 
Unknown 

Phase  1 

Phase  2 

Phase  3 

Hyst  No  Hyst 
n=30  n=60 

Hyst  No  Hyst 
n=49  n=110 

Hyst  No  Hyst 
n=73  n=127 

63%  15% 

37%  85% 

0 0 

63%  42% 

37%  56% 

0 3% 

84%  53% 

15%  41% 

1%  6% 

Table  3.  Reasons  given  by  patients  for  not  using  estrogen, 
tion. 

’hase  2 evalua- 

Ob-Gyn 

1M/FP 

Total 

n=13 

n=66 

3 

II 

sO 

Stopped  by  patient 

7.7% 

10.6% 

10.1% 

Recommended  by  MD,  but 

patient  refused 

38.5% 

13.6% 

17.7% 

Gyn.  malignancy  noted 

7.7% 

0 

1.3% 

Not  recommended  by  MD,  not 

refused  (or  not  documented) 

15.4% 

71.2% 

62.4% 

MD  decided  against  for  other 

medical  reasons 

7.7% 

1.5% 

2.5% 

Stopped  due  to  development  of 

cancer  or  other  illness 

23.1% 

3.0% 

6.3% 

tient  was  receiving  estrogen,  but 
this  fact  had  not  been  documented 
in  the  medical  record.  Six  patients 
had  never  started  HRT  primarily 
because  their  physician  had  not 
recommended  it.  Of  those  who  had 
discontinued  HRT,  most  did  so  be- 
cause they  were  unhappy  with  side 
effects,  especially  vaginal  bleeding. 
Recommendations  made  after  this 
survey  included  increased  patient 
education. 

Phase  3. 

In  the  fall  of  1995,  a repeat  survey 
of  patients  seen  between  09/ 01  / 93 
and  06/01/94  was  performed.  The 
same  inclusion  and  exclusion  cri- 
teria and  random  selection  tech- 
niques were  utilized.  Two  hundred 
patient  records  were  reviewed.  The 
overall  rate  in  HRT  was  64%,  a sta- 
tistically significant  improvement 
over  the  rate  of  31%  in  1990  (p  < 
.001)  and  the  rate  of  48%  in  1992  (p 
< .003)  (Table  1 and  Figure  1). 

Statistical  assessment  was  per- 
formed by  Chi-square  analysis 
with  significance  defined  at  a P- 
value  of  .05. 

Discussion 

This  study  indicates  that  intensive 
and  continued  physician  and  pa- 
tient education  may  dramatically 
increase  the  rate  of  HRT.  Over  a 
five  year  period,  HRT  increased 
from  31%  to  64%.  Traditionally, 
universities  and  large  group  prac- 
tices have  been  able  to  provide  a 
greater  educational  advantage  for 
their  physicians.  In  the  future,  a 
significantly  greater  burden  in 
physician  education,  quality  assur- 
ance and  quality  improvement  will 
be  borne  by  managed  care  organi- 
zations. Efforts  to  educate  patients 
will  become  important  for  all  insti- 
tutions. This  paper  provides  an 
example  of  how  such  organiza- 
tions might  successfully  provide 
education  to  alter  physician  pre- 
scription practices  and  improve 
patient  compliance. 

Previous  attempts  at  changing 
physician  behavior  through  educa- 


tion projects  have  not  always  been 
successful.  Eisenberg  reported  un- 
successful efforts  to  modify  labo- 
ratory usage  by  house  staff  through 
an  educational  program.16 
Soumerai  and  Avorn  reported  ef- 
forts to  improve  medication  use 
through  a similar  educational  pro- 
gram.17 Davis  and  coauthors  evalu- 
ated methods  of  changing  physi- 
cian performance  and  found  that 
lectures  and  conferences  had  little 
effect,  but  that  multifaceted  ap- 
proaches such  as  reminders  and 
audits  with  feedback  were  more 
effective.18  This  paper  should  be 
reviewed  by  anyone  planning  in- 
terventions by  physician  training. 

The  first  analysis  in  1990  in- 
cluded only  the  Departments  of 
Internal  Medicine  and  Family  Prac- 
tice whereas  the  survey  in  1992  and 
the  third  survey  in  1995  included 
the  Department  of  Obstetrics  and 
Gynecology.  Since  our  study  and 
others  suggest  a greater  rate  of 


HRT  prescription  for  gynecolo- 
gists, it  might  be  speculated  that 
the  initial  prescription  rate  might 
have  been  higher  if  they  had  been 
included  in  the  initial  survey. 
Nonetheless,  there  was  a statisti- 
cally significant  increase  between 
the  second  and  the  third  survey 
(1992-1995).  Since  the  rate  of  estro- 
gen prescription  is  about  15%  in 
other  studies,  a rate  of  31%  could 
still  be  considered  to  be  quite  good. 
This  improvement  occurred  for 
each  of  the  three  departments. 

There  have  been  no  studies  re- 
ported in  the  last  five  years  to  al- 
low us  to  compare  our  improved 
results  to  HRT  prescription  with 
other  medical  groups.  Thus,  a con- 
trol group  is  not  included  in  this 
study.  Some  of  the  highest  pre- 
scription rates  (approximately 
60%)  are  seen  in  menopause  clin- 
ics in  which  the  patient  population 

Continued  on  next  page 
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ESTROGEN  REPLACEMENT  THERAPY 
POSTMENOPAUSAL  WOMEN 


Percentage 


1900-1994  P<  001 
1992-1994  P<  003 


Figure  1 Improvement  in  usage  rates  during  a quality  improvement  study,  1990-1994. 


Continued  from  previous  page 

is  self-selecting  and  extensive  edu- 
cational efforts  are  made.19,20  Be- 
cause we  have  obtained  similar 
rates  in  a multispecialty  clinic,  this 
range  is  also  probably  achievable 
in  other  clinical  settings. 

We  will  continue  our  efforts  to 
educate  patients  about  the  advan- 
tages of  HRT  so  that  we  can  achieve 
even  higher  acceptance  levels. 
New  methods  of  administration  or 
dosing  will  be  considered.  For  in- 
stance, recent  studies  suggest  that 
transdermal  estrogen  administra- 
tion21-22 and  blister-pack  packag- 
ing23’24  may  increase  patient  con- 
tinuance rates.  We  also  believe  that 
nurse  educators  and  pharmacists 
should  be  recruited  as  allies  in  con- 
tinuing educational  efforts  in  the 
future. 

One  of  the  greatest  barriers  to 
physician  prescription  of  HRT  is 
the  inability  to  manage  complica- 
tions successfully  or  comfortably. 
Most  gynecologists  have  experi- 
ence in  endometrial  sampling  but 
most  internists  do  not  perform  this 
procedure.  Continued  educational 
efforts  should  provide  non-gyne- 
cologists experience  in  performing 
this  procedure  or  making  consul- 
tation for  this  procedure  easily 
available.  We  will  continue  to 
monitor  the  rate  of  estrogen  use  in 
our  population.  We  have  also 
pledged  to  keep  the  staff  updated 
on  recent  research  on  the  subject  of 
estrogen  and  progestin  therapy 
and  different  regimens  that  may 
decrease  the  rate  of  complications 
and  improve  patient  acceptance. 

Finally,  it  is  our  hope  that  a dia- 
logue among  our  staff  will  be 
opened  as  to  the  optimal  rate  of 
estrogen  and  progestin  therapy  in 
our  patients.  Should  estrogen  be 
prescribed  for  all  postmenopausal 
women?  This  philosophical  ques- 
tion will  need  to  be  considered 
now  as  our  rate  of  estrogen  therapy 
has  risen  to  this  level. 
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Mortality  Rate  of  Pelvic  Fracture  Patients 


Figure  1.  Breakdown  of  Injuries 


Mechanism 

# of  Patients 

Deaths 

Motor  vehicle  accident 

41 
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Falls 

34 
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Other 
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Robert  C.  Wubben,  MD,  Neenah 

Abstract 

The  records  of  77  consecutive  pa- 
tients admitted  to  Theda  Clark  Re- 
gional Medical  Center  in  Neenah, 
Wisconsin  with  a diagnosis  of  pel- 
vis fracture  over  a three  year  pe- 
riod were  reviewed.  Data  was 
gathered  to  determine  factors  as- 
sociated with  survival  to  hospital 
discharge.  The  series  included  41 
patients  injured  in  a motor  vehicle 
accident  and  34  patients  injured  in 
falls.  The  mortality  rate  was  9.1% 
(7/77).  Factors  found  significantly 
associated  with  increased  mortal- 
ity included  coagulopathy  and 
head  injury. 

The  diagnosis  of  pelvic  fracture 
has  a relatively  high  associated 
mortality  rate(6.4%  - 30%)4-6'7.  The 
deaths  among  these  patients  are 
not  usually  a direct  result  of  the 
fractures  themselves  but  are  a re- 
sult of  concomitant  injures  and 
complications5'6-9.  The  prompt  di- 
agnosis of  pelvis  trauma,  associ- 
ated injuries,  and  other  conditions 
linked  to  a high  mortality  rate  can 
help  identify  those  patients  most 
at  risk  early  in  their  care. 

This  article  attempts  to  identify 
specific  factors  linked  to  increased 
mortality.  Such  clinical  information 
is  helpful  prognostically  as  well  as 
in  prioritizing  patient  care. 

Materials  and  Methods 

Seventy-seven  patients  were  ad- 
mitted to  Theda  Clark  Regional 
Medical  Center  with  diagnoses 
that  included  a pelvic  fracture  over 
a 3 year  period  (1992-1994).  Data 
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was  gathered  which  included  age, 
mechanism  of  injury,  laboratory 
studies,  vital  signs,  and  co-existing 
injuries. 

All  injuries  were  the  result  of 
blunt  trauma  with  the  exception  of 
one  pelvic  stress  fracture.  Thirty- 
four  patients  were  injured  in  falls 
and  41  were  injured  in  motor  ve- 
hicle accidents.  The  motor  vehicle 
accidents  included  one  pedestrian 
struck  by  a car  and  one  bicyclist 
struck  by  a car.  Another  patient 
was  injured  by  a tree  falling  on  him 
(Figure  1).  Twenty-seven  of  these 
patients  initially  arrived  at  our  in- 
stitution via  helicopter  air  ambu- 
lance. 

Victims  of  multiple  trauma  were 
evaluated  and  treated  in  the  emer- 
gency room  according  to  a "trauma 
blue"  protocol.  This  protocol  in- 
volved notifying  appropriate  phy- 
sicians and  ancillary  personnel  and 
having  them  in  attendance  prior  to 
patient  arrival.  A general  surgeon 
was  present  with  the  participation 
of  the  emergency  room,  ortho- 
paedic surgeon, neurosurgeon, and 
other  specialties,  as  required.  Com- 
puterized tomography  scans  were 
obtained  on  all  the  more  seriously 
injured  patients.  The  scan  always 
included  the  abdomen  and  pelvis 
with  the  head  and  thorax  being 
scanned  when  indicated. 

Results 

The  average  age  of  patients  in  this 
series  was  44.  There  was  no  signifi- 
cant age  difference  in  the  survivors 


verses  the  non-survivors.  The  age 
distribution  was  bimodal  with 
most  of  the  motor  vehicle  accidents 
occurring  in  the  younger  age  group 
while  most  of  the  patients  injured 
in  falls  were  older  (Figures  2-4).  Al- 
cohol was  documented  as  a factor 
in  17  of  the  77  injured  patients. 
Seven  of  the  pelvic  fracture  admis- 
sions in  this  study  did  not  survive 
to  hospital  discharge.  During  the 
same  period  at  the  same  institu- 
tion, there  were  30,985  admissions 
and  611  deaths.  That  is,  pelvis  frac- 
ture patients  comprised  0.25%  of 
admissions  but  1.15%  of  deaths. 
The  average  length  of  stay  was  12.4 
days  (range  1-107  days).  There  was 
a documented  total  of  146  surgical 
procedures  performed  on  these 
patients  for  an  average  of  1.9  pro- 
cedures per  patient  (range  0-37). 
The  most  common  surgical  proce- 
dure was  tissue  debridement. 
Other  surgeries  include  the  appli- 
cation of  11  pelvic  external  fixators, 
the  internal  or  external  surgical 
fixation  of  21  extremity  fractures 
and  the  open  reduction  internal 
fixation  of  seven  acetabular  frac- 
tures (Figure  5).  Nine  of  the  pa- 
tients had  injuries  to  the  liver  or 
spleen  documented  on  CT  scan. 
Seven  of  these  required  laparoto- 
mies with  surgical  repair  or  sple- 
nectomies. 

An  elevated  prothrombin  time 
developed  in  only  seven  of  the  70 
surviving  patients  during  their 
admission.  In  contrast,  six  of  the 
seven  non-survivors  in  this  series 
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Pelvic  Fracture  Age  Incidence 
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Pelvic  Fractures  Caused  by  MVA's 
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Pelvic  Fractures  Caused  by  Falls 
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had  developed  an  elevated  pro- 
thrombin time  greater  than  or 
equal  to  15  seconds  or  greater  than 
two  seconds  above  control . Of  the 
non-survivors  who  developed  el- 
evated prothrombin  times,  all  did 
so  within  12  hours  of  admission. 
In  four  of  these  six,  this,  in  concert 
with  a declining  hemoglobin,  was 
the  first  laboratory  evidence  of  a 
coagulopathy.  A decrease  in  plate- 
lets below  normal  was  docu- 
mented five  of  these  six,  but  it  pre- 
ceded a decrease  in  the  prothrom- 
bin time  in  only  one.  Correlation 
of  these  factors  with  time  of  death 
was  not  always  possible  as  three  of 
the  non-  survivors  were  placed  on 
life  support  for  consideration  of  or- 
gan donation. 

A total  of  16  patients  had  evi- 
dence of  closed  head  injuries.  This 
included  1 2 of  the  70  survivors  and 
four  of  the  seven  non-survivors 
making  this  combination  of  inju- 
ries a significant  indicator  of  a poor 
outcome  (Figure  6). 

It  is  of  interest  to  note  that  the 
patient  who  had  the  most  proce- 
dures performed  (37),  the  most 
units  of  pack  cells  (98  units)  and  the 
longest  length  of  stay  (107  days), 
was  a survivor.  The  procedures 
performed  on  this  patient  included 
multiple  debridements,  a left  hip 
disarticulation,  a intramedullary 
rodding  of  a right  tibia  fracture,  a 
colostomy,  and  later  a colostomy 
reversal.  This  patient  had  a signifi- 
cant coagulopathy  in  the  absence 
of  a head  injury. 

Discussion 

The  human  pelvis  has  evolved  into 
a strong  structure  with  important 
supportive  and  hematopoietic  du- 
ties. It  follows  that  blunt  trauma 
severe  enough  to  fracture  the  pel- 
vis is  often  associated  with  con- 
comitant injuries  and  has  a higher 
mortality  and  disability  rate  than 
fractures  elsewhere. 

Like  other  studies  of  mortality 
and  pelvic  fracture  patients,  this 
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Figure  5.  Associated  Injuries/ Procedures 
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Figure  6. 

Survivors 

Non  Survivors 

Number  of  Cases 

70 

7 

Average  Age 

53  y/o 

49  y/o 

Average  Transfusion  (PRBC's) 

3.3  u 

10.8  u P>0.05 

Closed  Head  Injury  (%) 

12  (17.1%) 

4 (57.1%)  P<0.05 

Prothrombin  Time  >15  seconds 

7 (10%) 

6 (85.7%)  PcO.0001 

Continued  from  previous  page 

series  found  that  evidence  of 
coagulopathy  had  a high  correla- 
tion with  mortality.  Eighty-six  per- 
cent of  the  non-survivors  in  this 
series  had  an  elevated  prothrom- 
bin time  versus  only  10%  of  the  sur- 
vivors. Closed  head  injury  coexist- 
ing with  a pelvic  fracture  increases 
the  chances  of  death  by  more  than 
three.  A coagulopathy  has  been 
associated  with  more  massive  in- 
juries including  head  trauma 
which  can  release  massive  quanti- 
ties of  thromboplastic  materials 
into  the  circulation12-3.  The  very 
high  mortality  associated  with 
coagulopathy  requires  its  early 
detection  and  aggressive  treatment 
with  volume  replacement  and  ap- 
propriate quantities  of  plasma, 
pack  cells  and  platelets.  Unlike 
other  reviews4-6'8,  in  this  small  se- 
ries, there  were  no  deaths  directly 
attributable  to  exsanguination 
from  a large  pelvic  vessel  or  sep- 
sis. 

The  high  incidences  of  associ- 
ated injuries  in  pelvic  fracture  pa- 
tients emphasizes  the  need  for  a 
team  approach  in  their  treatment. 
Many  patients  in  our  series  had  si- 
multaneous procedures  done  un- 
der the  same  anesthesia  by  mul- 
tiple surgeons  working  on  the  ex- 
tremities, the  abdomen,  and  the 
head.  The  mortality  rate  in  this  se- 
ries of  9.1%  compares  favorably 
with  other  series.  It  is,  of  course, 
difficult  to  compare  mortality  rates 
from  various  institutions.  One 
would  expect  that  the  mortality 
rate  at  a community  hospital  to  be 
lower  than  that  at  a major  trauma 
center  that  receives  seriously  in- 
jured patients  in  transfer.  Our  in- 
stitution is  currently  functioning  in 
both  capacities  but  is  experiencing 
an  increasing  number  of  acute 
trauma  referrals.  This  study  repre- 


sents an  ongoing  investigation  of 

mortality  as  well  as  disability  after 

serious  trauma. 
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Exceeding  the  Healthy  People  2000  Goal 
for  Influenza  Vaccination  Through  a 
Collaborative  Effort  at  Eight  Primary  Care  Clinics 

Bruce  B.  Berry  MD  and  V S Murthy,  MD,  Milwaukee 


Abstract: 

The  use  of  trivalent  influenza  vac- 
cination has  been  shown  to  reduce 
hospitalizations  and  mortality  in 
high  risk  persons  receiving  the  vac- 
cine prior  to  endemic  periods.  De- 
spite the  generally  accepted  benefit 
of  this  vaccine,  its  use  remains  rela- 
tively low,  with  less  than  40%  of 
high  risk  persons  actually  receiv- 
ing the  vaccination.  Increasing  the 
vaccination  rate  is  particularly  dif- 
ficult for  physicians  in  small 
groups,  practicing  without  sophis- 
ticated information  systems,  and 
for  those  practices  in  which  small 
percentages  of  the  patients  are  in 
HMO's  or  capitated  plans. 

The  setting  for  our  study  was 
eight  primary  care  clinics,  in  a pre- 
dominantly fee  for  service  environ- 
ment. We  used  several  interven- 
tions to  achieve  the  Healthy  People 
2000  goal  of  vaccinating  60%  of  the 
high  risk  of  population.  Those  in- 
terventions included:  mailings  to 
patients  recommending  they  get 
vaccinated,  empowering  non  phy- 
sician clinic  personnel  to  adminis- 
ter vaccines  without  specific  phy- 
sician orders,  and  distributing 
comparative  data  of  the  vaccina- 
tion rates  at  all  participating  clinic 
sites. 

We  found  that  by  using  these 
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interventions  at  eight  different  pri- 
mary care  clinic  sites,  we  were  able 
to  achieve  an  influenza  vaccination 
rate  of  66.4%  for  our  high  risk 
population.  We  concluded  that 
through  collaboration  eight  pri- 
mary care  clinics  can  exceed  the 
Healthy  people  2000  goal  of  60% 
compliance  with  influenza  vacci- 
nation. 

Introduction 

Influenza  accounts  for  10,000- 
40,000  deaths  per  year1,  and  is  as- 
sociated with  a significant  number 
of  hospitalizations  with  pneumo- 
nia and  congestive  heart  failure.23 
Many  of  these  deaths  could  be  pre- 
vented with  immunization.  Stud- 
ies by  Nickol  et  al,  have  shown  36- 
54%  reductions  in  death  rate  per 
year,  for  those  patients  receiving 
influenza  vaccine.2  In  a recent 
meta-analysis  of  the  efficacy  of  in- 
fluenza vaccine  in  elderly  persons, 
the  vaccine  was  found  to  be  32%- 
45%  effective  for  preventing  hos- 
pitalizations with  pneumonia,  and 
from  43%-50%  effective  for  pre- 
venting hospital  deaths  from  all 


respiratory  conditions.4 

Individual  physicians  tend  to 
overestimate  their  own  vaccination 
rates,5  and  this  along  with  other 
barriers,  tends  to  keep  this  rate  less 
than  optimal.  Eliminating  barriers 
to  vaccination,  such  as  cost,  access, 
and  fear  of  side-effects  may  im- 
prove vaccination  rate. 

Other  studies  have  shown  the 
benefits  of  interventions  such  as: 
letters  to  patients  advising  them  to 
be  vaccinated,  education  programs 
to  patients  at  risk,  and  empower- 
ing clinic  personnel  to  administer 
vaccines  without  a specific  physi- 
cian order.  However,  many  of  these 
studies  have  been  conducted  in 
large  organizations  with  a well 
defined  patient  base  such  as  a 
Veteran's  Administration  Medical 
Center  population6,  or  a large 
HMO  population7,  or  medical  clin- 
ics of  a teaching  hospital.  5 

We  tested  a set  of  interventions 
to  be  used  in  eight  primary  care 
clinics  across  a health  care  system. 

Continued  on  next  page 


Table  1 - Population  at-risk  included  in  study. 

> 65  years 

High  risk  individuals  (greater  than  6 months  of  age) 

• nursing  home  residents,  long  term  care  facility  residents 

• immunocompromised  (For  example:  cancer,  steroids,  congenital  immune 
deficiency) 

• renal  failure 

• diabetics 

• HIV  infection  /AIDS 

• chronic  cardiopulmonary  disorders  (For  example:  Asthma,  COPD,  CHF, 
Cystic  Fibrosis,  Congestive  Heart  Disease) 
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Figure  1 . Individual  site  comparison  as  of  10/15/95  for  influenza  vaccination. 
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Figure  2.  - Influenze  vaccination  rates  for  1995. 
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These  interventions  were  proposed 
to  meet  the  Healthy  People  2000 
goal  of  60%  of  at  risk  persons  to 
be  vaccinated.8  These  clinics  did 
not  have  specifically  defined 
"populations"  by  insurance  carrier. 
This  environment  is  similar  to  that 
facing  many  physicians  today,  par- 
ticularly in  areas  with  relatively 
little  managed  care  or  HMO  pen- 
etration. Many  physicians  simply 
do  not  know  what  patients  they  are 
responsible  for  at  any  given  time, 
as  patients  may  exit  a physician's 
practice  without  the  physician's 
knowledge. 

Methods 

Aurora  Health  Care,  is  a not-for- 
profit  Integrated  Health  Care  Sys- 
tem serving  approximately  one 
million  persons  in  Southeastern 
Wisconsin.  Aurora  consists  of  ten 
acute  care  hospitals  and  a multi- 
tude of  clinics  (greater  than  100)  in 
both  urban  and  rural  settings. 
Eleven  clinic  sites  were  selected 
based  on  their  size  (5-50  physi- 
cians) and  their  geographic  distri- 
bution within  the  Aurora  service 
area  and  eight  clinics  felt  they 
could  participate.  One  site  felt  they 
had  already  exceeded  the  goal  of 
60%,  so  they  chose  not  to  partici- 
pate. Another  clinic  lacked  the 
clinical  and  administrative  leader- 
ship, and  the  third  did  not  want  to 
spend  the  money  necessary  to  ob- 
tain the  demographic  data  from  the 
computer  system  at  their  clinic. 

The  project  was  initially  estab- 
lished as  a Quality  Improvement 
Project,  chartered  at  the  system 
level  by  the  Aurora  Clinical  Qual- 
ity Coordinating  Council.  V. 
Shrinivas  Murthy,  M.D.,  a practic- 
ing physician  with  considerable 
experience  in  immunization  pro- 
cess improvement,  in  primary  care 
settings  was  chosen  as  the  team 
leader. 

An  advisory  team  of  physicians 
reviewed  the  current  literature  on 
recommendations  for  who  should 


receive  the  vaccine.  This  team  was 
led  by  an  Infectious  Disease  spe- 
cialist and  included  two  Pediatri- 
cians, two  Family  Practice  physi- 
cians, and  two  Internal  Medicine 
physicians.  This  team  accepted  the 
ACP  recommendations  for  influ- 
enza vaccination  with  only  slight 
modifications.9  For  the  pediatric 
population  the  recommendations 
in  the  1994  Red  Book,  Report  of  the 
Committee  on  Infectious  Diseases10 
were  used  (Table  1).  Modifications 
from  either  source  consisted  of 
dropping  the  groups  of  people  that 


could  not  be  identified  from  bill- 
ing data,  such  as:  alcoholics, 
asplenic  individuals,  firemen,  com- 
munication workers,  and  health 
care  workers.  Contraindications  to 
receiving  the  vaccine  were  summa- 
rized from  the  literature  as  well 
(Table  1). 

A multidisciplinary  Quality  Im- 
provement Team  was  organized  a 
plan-do-check-act  cycle.  The  team 
included  representatives  from: 
pharmacy,  nursing,  administra- 
tion, medical  assistants.  Public 
Health  Department  officials. 
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Figure  3.  - Individual  site  comparison  as  of  1/1/96  of  influenza  vaccination. 
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P.H.D.  = Public  Health  Department 
V.N.A.  = Visiting  Nurses  Association 


Figure  4.  - Who  provided  the  influenza  vaccination? 


Visiting  Nurse  Association  nurses, 
primary  care  physicians,  market- 
ing representatives,  and  support 
staff.  A facilitator,  trained  in  team 
dynamics,  was  assigned  to  the 
team. 

Possible  causes  of  low  vaccina- 
tion rates  discussed  by  the  team 
included:  a)  individual  patients  not 
knowing  they  were  at  increased 
risk,  b)  fear  of  needles,  c)  cost  con- 
cerns, d)  access  barriers,  e)  physi- 
cians not  recommending  it  during 
an  encounter,  and  f)  patients  not 
having  a clinic  encounter  during 


the  influenza  vaccination  period 
October  1 through  December  31. 
Existing  literature  was  reviewed 
and  a set  of  interventions  was  de- 
termined to  be  used  to  try  to  in- 
crease vaccination  rates  and  over- 
come barriers  to  receiving  vaccina- 
tions. 

All  participating  sites  agreed  to 
query  their  computers  to  generate 
the  names  and  addresses  of  their 
high  risk  patients  to  be  included  in 
the  study  population.  The  study 
population  was  defined  as  all  pa- 
tients with  a visit  to  the  clinic  in 


the  last  2 years  with:  a)  a diagnosis 
that  would  put  them  at  high  risk 
(Table  1),  or  b)  who  were  now  age 
65  or  more. 

A recruitment  letter  was  de- 
signed and  sent  to  all  those  persons 
identified  as  being  in  the  study 
population  by  the  computer  que- 
ries. This  letter  included  a state- 
ment saying  that  they  were  identi- 
fied as  being  at  high  risk  for  influ- 
enza, and  their  physician  was  rec- 
ommending they  receive  the  influ- 
enza vaccine.  The  letter  included 
the  instructions  for  making  an  ap- 
pointment to  get  a vaccination  at 
the  clinic.  The  letters  also  included 
the  time  and  locations  where  influ- 
enza vaccinations  were  being  of- 
fered in  the  community,  by  the 
Public  Health  Departments  and  by 
home  care  associations. 

Each  clinic  was  visited  by  a rep- 
resentative of  the  vaccination  team, 
usually  the  team  leader,  and  the  in- 
terventions were  outlined  along 
with  the  expectations  for  the  clinic 
personnel.  Providers  at  each  clinic 
site  agreed  to  allow  clinic  person- 
nel to  administer  the  influenza  vac- 
cination to  high  risk  persons  (Table 
1)  without  a specific  order  from  the 
primary  physician.  Empowering 
clinic  personnel  to  ask  about  vac- 
cination status  and  to  provide  vac- 
cination without  specific  physician 
input  has  been  shown  to  increase 
vaccination  rates  in  other  vaccina- 
tion programs.5'6,7 

The  next  intervention  was  de- 
signed to  motivate  physicians  and 
other  providers  to  try  to  increase 
vaccination  rates  by  showing  them 
how  they  compared  to  other  pro- 
viders in  the  study  group.  Each 
study  site  obtained  the  number  of 
influenza  vaccinations  given  to 
patients  in  the  study  population 
from  October  1, 1995  to  December 
31, 1995,  a rate  was  calculated  and 
graphed.  These  were  created  and 
mailed  to  each  site  at  two  week  in- 
tervals from  October  15  to  Decem- 
ber 31  (sample  report  Figure  1). 

Continued  on  next  page 
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Continued  from  previous  page  why  did  patients  decide  not  to  get  vaccinated? 


Other  (10.0%) 
Doesn’t  Work  (10.0%) 


Side-Effects  (24.5%) 


Afraid  of  Needles  (6.4%) 

Inconvenient  (7.3%) 

Forgot  (5.5%) 


Will  get  the  Flu  (13.2%) 
Too  Expensive  (2.3%) 
Didn’t  Need  One  (20.9%) 


Total  greater  than  100%  due  to  multiple  reasons  being  given  by  each  patient 


Figure  5.  - Reasons  why  patients  decided  not  to  get  vaccinated. 


A telephone  survey  was  used  to 
make  the  final  measurement  of  in- 
fluenza vaccination  rate.  The 
greater  of  5%  or  50  patients  were 
randomly  sampled  from  each  site. 
A standard  script  was  used  by  the 
telephone  interviewers  to  elicit  if 
the  patients  received  a influenza 
vaccination  during  the  study  pe- 
riod October  1,  1995  through  De- 
cember 31, 1995.  The  question  used 
to  calculate  the  vaccination  was 
"Did  you  get  a flu  shot  between 
September  1,  1995  and  January  1, 
1995."  Responses  were  either  "yes" 
or  "no."  The  number  of  "yes"  re- 
sponses divided  by  the  number  of 
patients  contacted  determined  the 
vaccination  rate. 

Patients 

Eight  outpatient  clinics  were  in- 
cluded in  the  study.  The  billing  sys- 
tems were  queried  and  all  patients 
who  had  a clinic  encounter  in  the 
last  two  years  (from  9/1/93-9/1/ 
95)  with  a diagnosis  putting  them 
at  high  risk  (Table  1)  or  who  were 
age  65  or  more  (by  9/1/95),  were 
included  in  the  study.  Some  de- 
ceased patients  were  included  if 
their  records  had  not  been  purged 
from  the  systems.  These  clinics  did 
not  have  a strictly  defined  popu- 
lation of  patients  for  which  they 
were  providing  care;  therefore,  we 
tried  to  determine  the  defined 
population  served  by  each  clinic. 
We  assumed  that  if  the  patient  had 
been  seen  in  the  last  two  years  they 
might  still  consider  the  clinic  pro- 
viders to  be  their  primary  medical 
doctors.  This  assumption  is  not 
completely  valid,  but  is  necessary 
to  establish  a population  to  calcu- 
late a vaccination  rate. 

Some  of  the  patients  in  the  se- 
lected population  may  not  be  ob- 
taining their  care  at  the  clinics  in- 
volved in  the  study  any  more.  This 
is  an  illustration  of  the  problems 
that  many  primary  care  clinics 
have  in  identifying  who  their  pa- 
tients are,  so  that  they  can  in  fact 


measure  influenza  vaccination 
rates.  This  is  a distinction  from 
other  studies  where  the  at  risk 
population  is  better  defined 
through  insurance  contracts  or  by 
the  use  of  Veterans  facilities.2,6,7 

Specifics  were  not  collected  on 
the  demographics  of  these  12002 
patients,  however  among  the  eight 
primary  care  clinic  sites  there  was 
a one  Pediatric  clinic,  one  Obstet- 
rics and  Gynecology  clinic,  and  the 
remaining  six  sites  were  Internal 
Medicine  and  Family  Medicine 
groups. 

Results 

Of  the  12,002  patients  identified  to 
be  high  risk,  7969  patients  (66.4%) 
received  an  influenza  vaccination 
during  the  three  month  study  pe- 
riod from  10/1/95  through  12/31/ 
95.  The  vaccination  rate  varied 
considerably  by  site,  from  a high 
of  80.2%  to  a low  of  46.4%  (Figure 
2). 

During  the  study  period,  the 
data  generated  to  produce  the  com- 
parative reports  were  obtained 
from  each  individual  clinic's  bill- 
ing system.  If  a patient  received  a 
vaccine  at  a study  clinic,  and  it  was 
billed,  the  patient  was  captured 
into  the  study  as  a patient  having 
received  the  vaccine.  The  range  of 
vaccination  rates  based  solely  on 


billing  data  was  2.4%-40.0%  with 
an  average  rate  of  20.0  % (Figure 

3) . 

Vaccinations  received  at  sites 
other  than  the  study  clinics  were 
not  captured  on  an  ongoing  basis. 
In  order  to  better  measure  the  true 
vaccination  rate  for  the  patients  in 
the  study  population,  a follow  up 
telephone  survey  was  performed. 
A random  sample  was  obtained, 
yielding  a survey  population  of 
959,  of  which  702  (73.2%)  were  will- 
ing to  respond  to  the  survey  ques- 
tions. 

The  vaccination  rate  prior  to  the 
survey  averaged  22.0  % , after  the 
survey  the  overall  rate  was  mea- 
sured to  be  66%.  Of  those  people 
receiving  the  influenza  vaccina- 
tion, 63.4%  of  them  received  it  in  a 
physician's  clinic.  Sixteen  percent 
of  the  patients  received  it  in  the 
community  at  churches,  stores, 
and  senior  centers  and  these  com- 
munity sites  were  staffed  by  the 
Visiting  Nurse  Association  nurses. 
Four  percent  of  respondents  re- 
ceived the  vaccination  at  Public 
Health  Departments.  The  remain- 
ing 17%  of  patients  reported  receiv- 
ing the  vaccine  elsewhere  (Figure 

4) . 

We  did  not  specifically  test  each 
of  the  interventions  to  see  what 
independent  effect  they  had  on  the 
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vaccination  rate.  However  with  the 
telephone  survey  we  were  able  to 
learn  that  only  36%  of  those  pa- 
tients getting  an  influenza  vaccine 
even  recalled  getting  the  letter  from 
the  clinic  advising  them  to  be  vac- 
cinated. Of  those  patients  recalling 
the  letter,  86%  of  them  would  have 
gotten  the  vaccine  even  without 
the  reminder  letter. 

Discussion 

The  overall  influenza  vaccination 
rate  of  66  % exceeds  the  Healthy 
People  2000  goal  of  60%.  Our  rate 
is  similar  to  that  found  in  other 
studies  using  some  of  the  interven- 
tions we  used.2'56-7'10  Unfortunately, 
a baseline  rate  could  not  be  mea- 
sured because  of  very  poor  docu- 
mentation of  influenza  vaccination 
status  in  the  medical  records  we  re- 
viewed prior  to  the  study.  We  con- 
sidered doing  a survey  at  the  in- 
ception of  the  project  (July  1995), 
but  were  concerned  about  the  abil- 
ity of  patients  to  remember  if  they 
received  a vaccination  last  fall. 
Therefore,  it  is  difficult  to  say  posi- 
tively, that  these  interventions  re- 
sulted in  an  improvement  over  the 
prior  situation. 

The  set  of  interventions  we 
used:  a)  a reminder  letter  mailed 
to  the  patients  advising  them  to  be 
vaccinated,  b)  comparative  reports 
to  the  providers,  and  c)  empower- 
ing clinic  personnel  to  administer 
vaccinations  without  a physician's 
order,  may  have  contributed  to  the 
success  of  the  project.  The  use  of 
letters  and  standing  orders  for  vac- 
cinations have  been  shown  to  be 
effective  in  other  studies.5,710  The 
key  benefit  of  mailing  a letter  to 
high  risk  persons  is  that  it  reminds 
them  to  get  a vaccination  even 
though  they  were  not  in  the  physi- 
cians' clinic  during  influenza  sea- 
son. 

From  our  study  we  found  that 
only  22%  of  patients  were  billed  for 
vaccines  at  the  clinic  sites,  yet  63% 
of  the  study  population  said  they 
received  a vaccine  at  a physician's 
office.  It  was  difficult  for  the  sur- 


veyors to  accurately  determine  if 
the  patients  received  the  vaccine  at 
their  primary  physician's  clinic,  or 
just  at  a physician's  office.  It  is  also 
possible  that  a proportion  of  sub- 
jects vaccinated  at  the  physician's 
offices  did  not  get  billed  for  this 
service.  This  practice  could  lead  to 
under  estimation  of  the  actual  im- 
munization rate.  Also  some  clinics 
had  chosen  in  the  past  not  to  bill 
for  influenza  vaccinations  because 
of  the  negative  effects  of  co-pay- 
ments  on  the  physician-patient  re- 
lationship. Some  patients  might 
have  received  the  vaccine  at  a dif- 
ferent physician's  clinic  not  in  the 
study  group.  If  patient  recall  was 
in  error,  then  the  survey  might 
have  overestimated  the  true  vacci- 
nation rate,  or  the  patients  might 
have  been  biased  to  answer  yes  to 
the  question  " Did  you  receive  a 
influenza  vaccination  between  10/ 
1/95  and  12/31/95"  because  they 
knew  it  was  recommended. 

Patients  offered  many  explana- 
tions as  to  why  they  did  not  receive 
an  influenza  vaccination  (Figure  5). 
Surprisingly  46%  of  the  patients 
who  did  not  receive  a vaccination 
stated  they  did  not  think  they 
needed  one.  This  entire  population 
had  received  a letter  from  their  pri- 
mary physician  advising  them  to 
get  vaccination,  because  they  were 
at  increased  risk.  This  raises  the 
question  of  how  useful  is  the  letter 
in  increasing  vaccination  rates. 
Only  36%  of  respondents  remem- 
bered getting  a letter  advising  them 
to  be  vaccinated,  and  only  13.6% 


of  those  remembering  got  the  vac- 
cine solely  because  the  letter  told 
them  to.  It  is  possible  that  many 
others  did  get  vaccinated  because 
of  the  letter,  but  simply  forgot 
about  receiving  it. 

The  method  we  used  to  deter- 
mine our  study  population  has  its 
limitations.  Using  all  patients  with 
a visit  to  a clinic  site  within  the  last 
two  years  with  any  of  the  condi- 
tions putting  them  at  high  risk 
(Table  1 ) does  not  accurately  reflect 
the  specific  population  a physician 
or  clinic  actually  serves.  However, 
this  study  presents  a practical 
means  to  work  within  these  limi- 
tations, as  many  physicians  have 
only  a small  percentage  of  their 
patients  "defined"  for  them  by  an 
insurance  carrier.  Despite  overes- 
timating the  actual  population  of 
patients  we  were  still  serving,  (by 
including  some  patients  that  may 
have  changed  physicians  or  moved 
away,  or  died)  we  still  produced  a 
vaccination  rate  that  was  better 
than  most  estimates  of  influenza 
vaccination  rates.1,11  Overestimat- 
ing the  population  at  risk  would 
probably  tend  to  lower  our  vacci- 
nation rate,  as  we  had  no  chance 
to  measure  vaccination  rates  in 
those  patients  who  moved  away  or 
had  died  during  the  last  two  years. 

The  cost  of  identifying  the  indi- 
viduals at  high  risk,  and  mailing 
them  a letter  was  about  $0.30  per 
patient  (using  non-profit  mailing 
status,  conventional  postage 

Continued  on  next  page 


Table  2.  Contraindictions. 

* person  who  have  anaphylactic  reactions  or  hypersensitivity  to  eggs 

* acute  febrile  illness 

* patient  who  had  Guillain-Barre  reaction  to  prior  vaccinations 

* children  less  than  6 months  of  age 

* 1st  trimester  of  pregnancy  (thereafter  must  weigh  risk/benefits) 
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would  have  raised  that  to  $0.54  per 
patient ).  To  undertake  a telephone 
survey  of  702  individual  patients 
cost  $4000.  Administrative  ex- 
penses including  producing  re- 
ports, statistical  analysis,  and  dis- 
tribution of  materials  were  esti- 
mated at  $3500.  The  total  per  pa- 
tient cost  to  do  the  project  was 
about  $1.10  per  patient  in  the  study 
Influenza  vaccine  costs  about  $1 .90 
per  dose  when  purchased  in  a 
multi  dose  vial.  Medicare  allows 
about  $9.00  for  the  influenza  vac- 
cine and  its  administration,  so  even 
after  factoring  in  the  cost  of  doing 
the  mailings,  reimbursement  is 
more  than  adequate. 

Studies  have  shown  a cost  sav- 
ings to  an  HMO  population  on  av- 
erage of  $117  per  high  risk  patient 
vaccinated  per  year.2  This  includes 
costs  associated  with  all  aspects  of 
their  care  including  hospitaliza- 
tions for  influenza,  pneumonia, 
and  congestive  heart  failure. 

Conclusion 

We  were  able  to  achieve  the 
Healthy  People  2000  goal  of 
greater  than  60%  of  high  risk  pa- 
tients to  be  vaccinated  for  influ- 
enza. We  did  this  by  estimating  the 
population  at  risk,  sending  them 
letters  advising  them  to  be  vacci- 
nated, empowering  clinic  person- 
nel to  vaccinate  without  specific 
orders  from  a physician,  and  pro- 


viding comparative  reports  to  pro- 
viders at  all  clinic  sites  in  the  study 
during  the  study  period. 

Our  study  was  limited  by  our 
ability  to  determine  the  patients  to 
be  included  in  the  study  popula- 
tion. Trying  to  determine  who  the 
patients  are  in  the  denominator  of 
a vaccination  rate  is  difficult  with- 
out a managed  care  population. 
Our  methodology  is  reasonable 
and  can  be  used  by  other  primary 
care  physicians  in  similar  environ- 
ments. 

A simple  search  of  billing 
records  can  produce  a list  of  per- 
sons at  high  risk  for  influenza  in 
nearly  any  physician's  clinic.  The 
interventions  we  used  to  increase 
vaccination  rates  were  simple  and 
could  be  replicated  by  most  physi- 
cian offices  with  relatively  few  re- 
sources. With  the  obvious  benefits 
in  reduction  of  morbidity  and  mor- 
tality, and  monetary  savings  asso- 
ciated with  vaccination  of  high  risk 
persons,  it  behooves  us  to  make 
more  of  an  effort  to  get  high  risk 
patients  vaccinated. 
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Summary 

With  funding  support  from  the 
Northern  Wisconsin  Area  Health 
Education  Center,  we  conducted  a 
survey  to  assess  continuing  educa- 
tion needs  of  health  care  profes- 
sionals providing  diabetes  self-care 
management  and  nutrition 
therapy  to  patients  with  Type  II 
diabetes  in  rural  northern  Wiscon- 
sin and  conducted  a conference  to 
address  the  identified  needs.  Of  the 
topics  surveyed,  respondents 
ranked  themselves  lowest  in 
knowledge  and  experience  in  the 
following  areas:  1)  application  of 
revised  guidelines  for  medical  nu- 
trition therapy,  2)  considering  pa- 
tients' differing  cultural  needs,  and 
3)  team  management  of  diabetes. 
They  were  most  comfortable  with 
the  technical  aspects  of  care,  e.g., 
insulin  administration  and  blood 
glucose  monitoring.  One  hundred 
seven  health  care  professionals  at- 
tended a one-day  continuing  edu- 
cation conference  sponsored  by  the 
Eau  Claire  Family  Practice  Resi- 
dency and  the  University  of  Wis- 
consin-Eau  Claire  School  of  Nurs- 
ing, to  address  the  topics  identified 
by  the  needs  assessment  survey. 
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Team  Management 

The  Diabetes  Control  and  Compli- 
cations Trial  (DCCT)  results  clearly 
demonstrated  that  intensive  man- 
agement of  diabetes  results  in  a 
decreased  incidence  of  complica- 
tions.1 To  achieve  the  favorable 
outcome  reported  by  the  DCCT, 
investigators  used  a multi-disci- 
plinary team  approach  to  manage- 
ment that  included  diabetes 
nurses,  dietitians,  and  physicians. 
The  success  of  the  DCCT  multi-dis- 
ciplinary management  of  diabetes 
led  the  American  Diabetes  Associa- 
tion (ADA)  to  issue  guidelines  for 
medical  care  of  diabetes  that 
specify  the  need  for  team  manage- 
ment for  patient  education  in  diet 
and  self  care.2  In  order  to  learn  how 
to  manage  diabetes  successfully  in 
this  environment,  health  care  pro- 
fessionals should  be  trained  to 
manage  diabetes  as  a collaborative 
multi-disciplinary  team. 

While  multi-disciplinary  train- 
ing is  available  for  specialists  at 
Diabetes  Research  and  Training 
Centers  at  several  sites  in  the  US, 
80%  of  health  care  visits  for  diabe- 
tes are  to  primary  care  physicians 
where  multi-disciplinary  teams  are 
not  always  available  on  site.  In 
most  educational  settings,  health 
professionals  are  not  trained  to 
work  in  team  management  be- 
cause they  are  educated  separately. 
As  a result,  there  is  little  opportu- 
nity to  apply  the  principles  for 
team  management  because  of  lim- 
ited interaction  among  health  pro- 
fessionals in  training.  Team  man- 
agement is  also  difficult  in  rural 
health  care  settings  because  of  dis- 
tance between  geographic  loca- 
tions of  various  health  care  team 
members  at  their  respective  health 
care  delivery  sites,  e.g.,  clinic,  hos- 
pital, nursing  home,  public  health 


facilities,  and  home  care  nursing, 
etc. 

This  report  describes  the  results 
of  a needs  assessment  for  continu- 
ing education  of  health  profession- 
als in  rural,  northern  Wisconsin 
who  provide  diabetes  care  to  eld- 
erly patients  with  type  II  diabetes. 

Methods 

With  funding  support  from  the 
Northern  Wisconsin  Area  Health 
Education  Center  (AHEC),  a sur- 
vey was  mailed  to  132  health  care 
professionals  affiliated  with  the 
Northern  Wisconsin  AHEC  to  as- 
sess the  perceived  needs  for  con- 
tinuing education  in  Type  II  diabe- 
tes in  the  areas  of  diabetes  manage- 
ment, patient  self-  care  education, 
and  nutrition  therapy.  The  re- 
sponse rate  was  56%.  Respondents 
ranked  pathophysiology  of  diabe- 
tes and  blood  glucose  monitoring 
highest  in  both  knowledge  and  ex- 
perience. The  revised  diabetes  diet 
guidelines,  cultural  considerations 
in  the  care  of  the  diabetic,  and  team 
management  of  diabetes  were 
ranked  lowest  in  both  knowledge 
and  experience. 

Respondents'  greater  experi- 
ence and  confidence  in  the  techni- 
cal aspects  of  care,  e.g.,  insulin, 
blood  glucose  monitoring,  reflect 
the  emphasis  on  technical  aspects 
of  care  during  their  training.  Team 
management  and  cultural  issues 
are  rarely  addressed  in  educational 
programs.  The  expressed  need  for 
information  in  diet  and  nutrition 
therapy  is  not  surprising  because 
the  revised  diet  guidelines  released 
in  1994  recommend  discarding 
"American  Diabetes  Association 
(ADA)  diets."  The  guidelines  rec- 
ommend greater  individuality  and 

Continued  on  next  page 
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Perceived  knowledge  and  experience  of  health  care 
diabetes  management. 

professionals  in 

Topic 

Average  score  Average  score 
knowledge  experience 

Diet  guidelines  for  carbohydrates 

1.62 

1.55 

Considering  differing  cultural  needs 

1.84 

1.78 

Team  management 

1.91 

1.80 

Evaluating  blood  sugar  logs 

1.92 

1.86 

Exercise  for  diabetes 

1.93 

1.90 

Interpreting  lab  values  for  diabetes 

1.97 

2.03 

Considerations  for  the  elderly 

2.00 

1.97 

Considering  functional  levels 

2.01 

1.97 

Oral  hypoglycemic  agents 

2.03 

1.97 

Insulin 

2.04 

2.03 

Preventing/ treating  complications 

2.08 

1.99 

Assessing  patients’  support  systems 

2.13 

1.99 

Pathophysiology  of  diabetes 

2.14 

2.07 

Self  blood  glucose  monitoring 

2.15 

2.05 

1 = introductory,  2 = intermediate,  3 = advanced 

Continued  from  previous  page 

flexibility  in  the  diet  for  diabetes, 
teaching  patients  to  use  feedback 
from  blood  glucose  monitoring  to 
alter  their  own  diets,  and  increas- 
ing emphasis  on  the  effects  of  di- 
etary carbohydrates  of  all  kinds  on 
blood  sugar.3 

To  address  the  needs  identified 
in  the  survey,  a one  day  conference 
was  presented  in  Eau  Claire.  A to- 
tal of  107  health  care  professionals 
from  rural,  northern  Wisconsin  at- 
tended the  conference,  jointly 
sponsored  by  the  Eau  Claire  Fam- 
ily Practice  Residency  and  the  Uni- 
versity of  Wisconsin-Eau  Claire 
School  of  Nursing.  Eighty-three 
percent  of  those  who  attended  the 
conference  were  from  rural  areas. 
Seventy-five  percent  were  nurses, 
16%  were  dieticians,  3%  were  cer- 
tified diabetes  educators,  3%  were 
physician's  assistants,  and  3%  did 
not  indicate  their  profession.  At- 
tendees had  over  twelve  years' 
average  experience  caring  for  eld- 
erly patients  with  diabetes  in  hos- 
pitals, ambulatory  clinics,  home 
health  care,  and  public  health  set- 
tings. 

The  educational  objectives  of  the 
conference  were  to:  1)  compare 
how  multidisciplinary  teams  man- 
age diabetes  in  different  settings; 
2)  learn  how  to  apply  the  revised 
American  Diabetes  Association 
guidelines  for  diet  management; 
and  3)  identify  strategies  to  address 
cultural  issues  of  rural  elderly. 

The  conference  topics  focused 
on  multi-disciplinary  management 
of  diabetes  in  rural  elderly  for  the 
non-physician  members  of  the 
health  care  team.  The  topics  in- 
cluded the  following: 

• Application  of  revised  Ameri- 
can Diabetes  Association  diet 
guidelines; 

• Update  on  ambulatory  diabetes 
management  (medications,  in- 
terpreting blood  sugar  logs, 
laboratory  monitoring,  the  lat- 
est in  equipment,  and  exercise); 


• Cultural  issues  and  needs  of  eld- 
erly patients  with  diabetes; 

• Opportunities  for,  and  barriers 
to,  team  management  of  diabe- 
tes in  different  settings:  HMO 
clinic,  hospital,  community 
health  center,  rural  clinic; 

• Diabetes  support  groups  for 
adults. 

The  conference  was  not  directed  to 
physicians  and  none  attended  (ex- 
cept the  two  who  presented).  The 
purpose  of  the  conference  was  to 
help  the  target  audience,  nurses 
and  dietitians  in  rural  Wisconsin, 
build  confidence,  knowledge  and 
skills  in  multi-disciplinary  care  of 
diabetes  and  to  prepare  them  to 
work  with  local  physicians  in  team 
care. 

One  criticism  of  the  DCCT  is 
that  the  results,  i.e.,  reduced  com- 
plications through  tighter  blood 
glucose  control,  may  only  be  pos- 
sible in  large  urban  medical  centers 
where  specialized  teams  are  avail- 
able. 

The  greater-than-expected  at- 
tendance to  the  conference  shows 
an  interest  in  updating  knowledge 
of  diabetes  management,  patient 
education  and  an  interest  in  ap- 


proaches to  multi-disciplinary 
team  care  among  nurses  and  dieti- 
tians in  rural  northern  Wisconsin. 
The  survey  and  conference  atten- 
dance highlight  the  needs  of  nurses 
and  dietitians  for  continuing  edu- 
cation about  team  management  of 
diabetes  and  how  to  adapt  the 
methods  employed  in  the  DCCT  to 
rural  areas. 
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What's  New  In.... 

Potassium  Channels: 

New  Targets  for  Drug  Treatment 


Nancy  J.  Rusch,  PhD,  Milwaukee 

Abstract 

Potassium  channels  in  cell  mem- 
branes regulate  cellular  excitability, 
proliferation  and  growth.  The  cen- 
tral role  of  these  ion  channels  in  cell 
function  has  made  them  the  targets 
for  current  drug  treatment  of  hy- 
pertension, hair  loss  and  diabetes, 
and  also  the  subject  of  intense  re- 
search for  new  drug  therapies. 

Therapeutic  pathways 
of  potassium  channels 

Potassium  channels  are  protein 
pores  in  cell  membranes,  which  are 
selectively  permeable  to  K+  ions. 
During  channel  opening,  K+  ions 
diffuse  down  their  concentration 
gradient  across  cell  membranes, 
and  the  exit  of  positively-charged 
K+  ions  leaves  a negative  charge  in 
the  cell  interior.  This  resulting 
negative  inside-potential  closes 
voltage-dependent  Ca2+  channels, 
thereby  reducing  Ca2+  influx  into 
the  cell  and  lowering  intracellular 
calcium  levels  (Figure  1).  In  smooth 
muscle  tissues,  opening  of  K+  chan- 
nels reduces  Ca2+-dependent  tone 
in  bronchial  and  vascular  smooth 
muscle,  resulting  in 

bronchodilation  of  pulmonary  air- 
ways and  vasodilation  of  arteries 
and  veins.  By  mechanisms  appar- 
ently independent  of  smooth 
muscle  effects,  activation  of  K+ 
channels  also  promotes  cell  prolif- 
eration, including  the  stimulation 
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of  epidermal  hair  follicles  to  en- 
hance hair  growth  (Figure  2).  These 
diverse  effects  of  K+  channel  open- 
ing, including  smooth  muscle  re- 
laxation and  promotion  of  hair 
growth,  suggest  that  pharmaco- 
logical tools  such  as  "K+  channel 
openers"  may  be  useful  in  the  treat- 
ment of  asthma,  vasospasm,  hy- 
pertension, and  hair  loss. 

Conversely,  "K+  channel 
blockers"  which  close  K+  channels 
have  therapeutic  value  for  the 
treatment  of  endocrine  disorders. 
Closing  or  inactivation  of  K+  chan- 
nels retains  K+  ions  in  the  cell  inte- 
rior, confering  a positive  inside-po- 
tential. This  positive  potential 
opens  voltage-dependent  Ca2+ 
channels,  thereby  increasing  Ca2+ 
entry  and  raising  intracellular  cal- 
cium levels  (Figure  1).  In  endocrine 
cells,  this  rise  in  internal  calcium 
following  K+  channel  closure  trig- 
gers exocytosis.  For  example,  clos- 
ing of  K+  channels  in  the  6-cells  of 
the  pancreatic  islets  of  Langerhans 
promotes  the  Ca2+-dependent  re- 
lease of  insulin,  which  regulates 
serum  glucose  levels  (Figure  2). 
Because  K+  channels  are  found  in 
most  types  of  endocrine  cells,  re- 
search interest  in  K+  channels  is 
fueled  by  the  therapeutic  potential 
of  targeting  this  ion  channel  to  treat 
endocrine  disorders. 

Diverse  families  of  K+  channels 
exist,  and  a single  cell  membrane 
may  express  a variety  of  K+  chan- 
nel types.  Contemporary  drug  de- 
velopment has  heeded  this  diver- 
sity, and  accordingly  many  K+ 
channel  types  are  being  considered 
as  distinct  targets  for  therapeutic 
intervention.  Nonetheless,  only 
one  K+  channel  family  has  received 


wide  attention  in  the  treatment  of 
clinical  disorders.  This  group  of  K+ 
channels  is  referred  to  as  "ATP-sen- 
sitive  K+  channels",  because  chan- 
nel opening  is  inhibited  by  normal 
intracellular  levels  of  adenosine 
triphosphate  (ATP).  ATP-sensitive 
K+  channels  (KATp  channels)  are 
highly  expressed  in  muscle,  skin, 
endocrine  and  neuronal  cells. 
However,  channel  identity  be- 
tween tissues  is  probably  not  the 
same,  because  KATD  channels  show 
altered  sensitivities  to  drug  action 
between  tissues. 

K+  Channel  openers 
as  vasodilator  agents 

Smooth  muscle  relaxants  have 
been  used  as  antihypertensive 
agents  for  several  decades.  How- 
ever in  some  cases,  their  mecha- 
nism of  action  was  not  known  un- 
til recent  years.  It  is  now  recog- 
nized that  this  class  of  vasodilator 
agents,  which  includes  diazoxide, 
minoxidil  and  pinacidil,  relaxes 
vascular  smooth  muscle  by  open- 
ing Kvrp  channels  in  vascular 
muscle  membranes.  Nicorandil, 
which  has  been  introduced  as  an 
antihypertensive  agent  in  Europe 
and  Japan,  also  has  a similar  mode 
of  action.  Collectively  these  drugs 
are  termed  "K+  channel  openers", 
although  their  chemical  structures 
are  highly  diverse.  However  they 
share  the  common  feature  of  po- 
tently activating  ATP-regulated  K+ 
channels  in  smooth  muscle  tissue 
to  induce  vascular  relaxation. 

A physiological  perspective  of 
the  KATp  channel  provides  several 
clues  as  to  why  these  "K+  channel 
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openers"  are  highly  effective  va- 
sodilator agents.  First,  KATp  chan- 
nels are  densely  expressed  in  vas- 
cular tissue,  providing  an  abun- 
dance of  drug  binding  sites  for  "K+ 
channel  openers".  Second,  vascu- 
lar smooth  muscle  cells  are  small 
cells,  and  thus  opening  of  only  sev- 
eral KATp  channels  has  a major  im- 
pact on  cellular  function.  Third, 
because  internal  ATP  concentration 
is  normally  well-maintained  in 
muscle  cells  (and  ATP  blocks  chan- 
nel opening),  KATp  channels  remain 
mostly  closed  in  vascular  tissue. 
Thus  vascular  KATp  channels  repre- 
sent a dense  population  of  silent 
drug  targets,  to  which  "K+  channel 
openers"  bind  to  trigger  channel 
opening.  Channel  opening  conse- 
quently elicits  vasodilation  by  in- 
hibiting Ca2+  entry  and  reducing 
the  intracellular  calcium  available 
to  activate  contractile  proteins. 

"Potassium  channel  openers" 
appear  to  act  preferentially  on 
smooth  muscle  membranes,  even 
though  KATp  channels  are  expressed 
in  many  tissues  of  the  body.  The 
specificity  of  these  compounds  for 
vascular  muscle  probably  explains 
their  usefulness  as  antihyperten- 
sive agents  without  profound  ef- 
fects on  other  tissue  types.  It  fur- 
ther implies  that  KATp  channels  in 
vascular  muscle  membranes  differ 
from  similar  ATP-regulated  chan- 
nels identified  in  other  cells,  and 
thus  may  represent  unique  mo- 
lecular targets  for  vasoactive 
drugs.  Based  on  this  premise,  sci- 
entists are  trying  to  clone  the  vas- 
cular channel  to  define  its  ex- 
act  amino  acid  sequence  and  iden- 
tify its  drug  binding  sites,  so  that 
new  classes  of  "K+  channel  open- 
ers", highly  specific  for  vascular 
tissue,  can  be  designed  as  potent 
vasodilating  agents  with  few  non- 
vascular  side  effects. 

K+  Channel  openers  as 
hair-growth  inducing  agents 

A much-heralded  property  of  "K+ 


Opening 

I 

cell  hyperpolarization 

(negative  inside-potential) 

I 

I voltage-dependent 
Ca2+  influx 

I 

i intracellular  Ca2+ 


channel  openers",  which  was  dis- 
covered serendipitously,  is  their 
ability  to  promote  hair  growth. 
"Potassium  channel  openers"  were 
developed  as  smooth  muscle  relax- 
ants,  but  early  clinical  trials 
showed  that  systemic  diazoxide, 
pinacidil  and  minoxidil  induced 
hypertrichosis  when  used  as  anti- 
hypertensive agents.  Increased  fa- 
cial hair,  thickening  of  eyebrows, 
and  diffuse  hair  growth  across  the 
upper  back  and  limbs  were  ob- 
served in  some  treated  patients. 
Consequent  clinical  trials  using 
topical  minoxidil  showed  that  this 
drug  increased  scalp  hair  in  a sub- 
set of  balding  men,  implicating 
KATp  channels  as  regulators  of  hair 
growth.  It  is  now  recognized  that 
"K+  channel  openers"  are  useful  in 
the  treatment  of  some  forms  of 
balding,  and  minoxidil  recently 
became  available  as  the  first  non- 
prescription drug  for  the  treatment 
of  hair  loss. 

However  despite  the  success 
story  of  "K+  channel  openers"  as 
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(positive  inside-potential) 

I 

t voltage-dependent 
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I 
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hair-growth  inducing  agents,  it  is 
not  readily  apparent  why  activa- 
tion of  Katp  channels  in  hair  fol- 
licles enhances  hair  growth.  One 
possibility  is  that  follicular  blood 
flow  is  improved  after  topical  ap- 
plication of  these  compounds,  and 
thus  promotion  of  hair  growth  is 
simply  secondary  to  vasodilation. 
While  this  possibility  cannot  be  ig- 
nored, recent  studies  in  cultured 
mouse  hair  follicles  show  that  "K+ 
channel  openers"  directly  stimu- 
late cell  proliferation  in  hair  fol- 
licles in-vitro.  For  example, 
minoxidil  sulfate,  the  active  me- 
tabolite of  minoxidil,  maintains 
proliferation  and  differentiation  of 
the  hair  epithelium  that  forms  hair 
shafts.  Thus,  KATP  channels  appear 
to  be  an  integral  part  of  systems 
which  regulate  follicular  function, 
and  activation  of  KATp  channels  by 
"K+  channel  openers"  appears  to 
induce  hair  growth  independent  of 
follicular  blood  supply. 

Histological  studies  show  that 
hair  follicles  are  reduced  in  length 


Fig.  1 Opening  of  K*  channels  lowers  intracellular  calcium  (left  pathway),  while 
closing  of  K+  channels  raises  intracellar  calcium  (right  pathway). 
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Fig.  2 Opening  of  K+  ATP  channels  dilates  vascular  muscle  and  stimulates  hair 
follicles  to  enhance  hair  growth.  Closing  of  pancreatic  K+ATp  channels  triggers 
insulin  secretion. 


and  arrested  in  early  anagen  in  the 
balding  scalp,  and  it  is  assumed 
that  "K+  channel  openers"  induce 
hair  growth  by  reversing  some  of 
these  changes.  However  the  com- 
plexity of  hair  follicles  makes  it  dif- 
ficult to  identify  K+  channel  types 
and  function,  or  to  pinpoint  the 
cellular  actions  of  hair-growth  in- 
ducing agents.  Hair  follicles  are 
composed  of  multiple  cell  types, 
including  dermal,  epidermal,  neu- 
ral and  immune  cell  components, 
and  many  of  these  cell  types  prob- 
ably express  K up  channels  and 
thus  possess  inherent  sensitivity  to 
"K+  channel  openers".  Thus  the 
development  of  new  and  more  ef- 
fective hair-growth  inducing 
agents  will  depend  on  an  increased 
understanding  of  the  role  that  K+ 
channels  play  in  regulating  hair 
growth. 

Oral  sulfonylurea  drugs 
are  K+  channel  blockers 

Pancreatic  KAT,„  channels  are  the 
targets  for  oral  sulfonylurea  com- 
pounds, which  are  drugs  adminis- 
tered to  promote  insulin  secretion 
in  patients  with  type  II  diabetes. 


These  K XT|,  channels  have  been 
studied  intensely  during  the  past 
decade,  in  order  to  unravel  how 
they  regulate  endocrine  function. 
It  is  now  clear  that  channels 
in  pancreatic  6-cells  are  a unique 
subtype  of  KATP  channel,  and  they 
play  a pivotal  role  in  coupling 
changes  in  blood  glucose  to  insu- 
lin secretion. 

Pancreatic  channels  are 

ATP 

spontaneously  open  under  normal 
conditions,  and  thus  maintain  a 
negative  inside-potential  and  low 
intracellular  calcium  in  the  13-cells 
of  the  islets  of  Langerhans.  How- 
ever when  blood  glucose  levels  in- 
crease and  glucose  metabolism  in 
the  6-cell  is  accelerated,  more  in- 
tracellular ATP  is  produced,  which 
acts  to  close  KATp  channels.  The  re- 
sulting depolarization  activates 
voltage-sensitive  Ca2+  channels, 
which  leads  to  an  increase  in  intra- 
cellular calcium  levels  in  pancreatic 
6-cells,  and  causes  exocytosis  of  in- 
sulin-containing granules.  Thus 
K.xn  channels  are  the  metabolic 
"sensors"  in  the  pancreas,  which 
monitor  blood  glucose  levels  and 
signal  the  pancreatic  6-cells  to  se- 


crete appropriate  amounts  of  insu- 
lin. 

The  oral  sulfonylurea  drugs,  in- 
cluding tolbutamide  and 
glyburide,  are  potent  blockers  of 
K vrp  channels  in  pancreatic  6-cells. 
Similar  to  the  physiological  action 
of  high  glucose,  sulfonylurea  drugs 
close  pancreatic  K up  channels, 
which  consequently  depolarizes  6- 
cells,  enhances  Ca2+  influx,  and  ul- 
timately triggers  insulin  release. 
Thus  in  patients  with  type  II  dia- 
betes, who  often  show  normal  in- 
sulin release  but  still  maintain  high 
serum  glucose  levels,  oral  sulfony- 
lurea drugs  can  maximize  insulin 
release  in  an  attempt  to  normalize 
glucose  levels.  Interestingly,  al- 
though sulfonylurea  drugs  were 
used  for  several  decades  as  antidia- 
betic agents,  their  mechanism  of 
action  remained  obscure  until  re- 
cently. However,  it  is  now  recog- 
nized that  the  KATp channel  in  pan- 
creatic 6-cells  is  composed  of  two 
subunits,  which  represent  a pore- 
forming unit  linked  to  a sulfony- 
lurea receptor  protein.  In  the  6- 
cells,  sulfonylurea  drugs  show  a 
1000-fold  higher  affinity  for  this 
receptor  compared  to  other  tissues, 
which  permits  a somewhat  selec- 
tive block  by  sulfonylurea  drugs  of 
pancreatic  KATp  channels.  Surpris- 
ingly, "K+  channel  openers",  which 
readily  activate  K V[p  channels  in 
vascular  smooth  muscle  to  induce 
vasodilation,  do  not  affect  insulin 
release.  Thus  the  K,Tn  channel  in 
pancreatic  6-cells  is  pharmacologi- 
cally distinct  from  Kvrp  channels 
found  in  the  cardiovascular  sys- 
tem, and  remains  an  important  tar- 
get in  the  management  of  diabetes. 

What's  "in  the  pipeline?" 

Because  K+  channels  are  minute-to- 
minute  regulators  of  cellular  excit- 
ability, drugs  which  affect  their  ac- 
tivity have  tremendous  therapeu- 
tic potential  for  altering  cell  func- 
tion. At  present,  drugs  which  act 
on  K+  channels  include  antihyper- 

Con tinned  on  next  page 
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tensive  compounds,  hair-growth 
inducing  agents,  and  antidiabetic 
drugs.  However  during  the  next 
decade,  therapies  using  drugs 
which  modify  K+  channels  will 
likely  extend  to  many  other  disease 
states.  Scientists  are  identifying 
specific  subtypes  of  K+  channels 
which  are  tissue-selective,  and 
these  discoveries  will  pave  the  way 
for  developing  new  therapeutic 
drugs  with  few  side-effects.  For 
example,  one  type  of  K+  channel 
recently  cloned  from  vascular  tis- 
sue is  not  found  in  the  cardiac 
myocardium. "Potassium  channel 
openers"  which  activate  this  chan- 
nel would  be  expected  to 
vasodilate  the  coronary  vascula- 


ture to  enhance  coronary  blood 
flow,  but  have  no  adverse  effect  on 
cardiac  function.  These  com- 
pounds are  already  in  develop- 
ment. "K+  Channel  openers", 
which  are  potent  smooth  muscle 
relaxants,  also  are  being  investi- 
gated as  novel  drugs  for  the  symp- 
tomatic treatment  of  asthma  and 
bronchospasm.  Another  intense 
field  of  investigation  has  demon- 
strated that  "K+  channel  openers" 
reduce  myocardial  and  neuronal 
damage  and  death  caused  by  an- 
oxic episodes,  and  thus  "K+  chan- 
nel openers"  show  initial  promise 
as  cardiac  and  neuroprotective 
agents.  The  central  role  of  K+  chan- 
nels in  cellular  function,  their  di- 
versity between  tissues,  and  the 
emergence  of  new  molecular  tech- 


niques for  their  study,  suggest  that 
compounds  which  modulate  K+ 
channels  will  emerge  from  "the 
pipeline"  during  the  next  decade 
as  new  drug  therapies. 
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Introduction 

The  benefits  of  routine  preventive 
services  delivered  in  a clinician's 
office  are  now  widely  acknowl- 
edged. Through  regular  screening 
and  counseling,  many  diseases  can 
be  prevented  or  detected  at  an 
early  stage  when  treatment  is  more 
likely  to  be  successful.1  Organiza- 
tions such  as  the  National  Cancer 
Institute,  the  American  Cancer  So- 
ciety, and  the  US  Preventive  Ser- 
vices Task  Force  have  established 
detailed  screening  and  counseling 
guidelines.  While  it  is  clear  that 
physicians  play  a critical  role  in 
recommending  screening  proce- 
dures for  their  patients,  it  is  unclear 
to  what  extent  Wisconsin  physi- 
cians are  following  the  existing 
screening  guidelines. 

The  purpose  of  this  study  is  to 
assess  Wisconsin  physicians'  cur- 
rent screening  and  counseling 
practices  in  various  areas,  includ- 
ing breast  and  cervical  cancer,  to- 
bacco use,  diabetes,  prostate,  and 
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colorectal  cancer.  These  results  will 
be  contrasted  with  existing  recom- 
mendations, and  will  provide 
baseline  information  to  monitor 
trends  in  the  future. 

Methods 

In  May  1995  we  surveyed  1,350 
Wisconsin  primary  care  physicians 
(family  practice,  general  practice, 


internal  medicine,  obstetrics  and 
gynecology,  and  geriatrics)  by  mail. 
These  physicians  were  randomly 
selected  from  the  Department  of 
Regulation  and  Licensing  physi- 
cian listing.  To  encourage  physi- 
cians to  complete  the  survey,  the  in- 
strument was  brief  (one  page)  with 

Continued  on  next  page 


Table  1 .—  The  interval  that  reflects  physician's  usual  practice  when  screening 
disease-free  adults,  Wisconsin,  1995. 


Variable  (Ages) 

Annual 

(%) 

2-3  Yrs. 
(%) 

4-5  Yrs. 
(%) 

Never 

(%) 

No  Fixed 
(%) 

Clinical  breast  exam 

[98] 

1 

0 

0 

l 

Mammography 

(50+) 

[95] 

4 

0 

0 

0 

(40-49) 

11 

73 

6 

2 

[7] 

(35-39) 

1 

8 

39 

10 

[42] 

Pelvic 

82 

13 

2 

0 

[3] 

Pap 

(18-64) 

[81] 

[17] 

0 

0 

2 

(65+) 

37 

46 

7 

2 

[7] 

Total  Hyst. 

8 

27 

26 

22 

17 

Digital  rectal  (50+) 

92 

5 

0 

0 

[3] 

PSA  (50+) 

48 

11 

1 

[9] 

30 

Fecal  occult  (50+) 

76 

8 

1 

3 

[12] 

Sigmoidoscopy  (50+) 

2 

23 

52 

2 

[21] 

Skin  exam 

56 

16 

3 

4 

[22] 

Tobacco  use 

89 

2 

1 

0 

[8] 

Blood  pressure 

[95] 

[1] 

0 

0 

[3] 

Height/Weight 

[87] 

[6] 

[1] 

0 

[6] 

Cholesterol 

30 

23 

[33] 

0 

[13] 

Glucose  (high  risk) 

[53] 

[22] 

[6] 

1 

[18] 

Vision  (65+) 

31 

24 

2 

10 

[33] 

Hearing  (65+) 

[16] 

[20] 

[5] 

11 

[47] 

Domestic  abuse 

32 

3 

0 

[11] 

54 

[ ] = Recommendation  by  the  U.S.  Preventive  Services  Task  Force.1 


Wisconsin  Medical  journal  • October  1996 


717 


Continued  from  previous  page 


Table  2.--  The  interval  that  reflects  physician's  usual  practice  when 
counseling  disease-free  adults,  Wisconsin,  1995. 


Variable 

Almost 

Always 

Sometimes 

Rarely 

Never 

N.A. 

Increase  dietary  fiber 

34% 

58% 

8% 

i% 

0% 

Decrease  dietary  fat 

53 

43 

4 

0 

0 

Decrease  dietary  sodium 

21 

62 

15 

l 

1 

Increase  activity 

62 

37 

2 

0 

0 

Quit  smoking 

94 

5 

0 

0 

0 

Limit  alcohol  use 

55 

42 

3 

0 

0 

Reduce  occup.exposure 

12 

47 

33 

6 

1 

Perform  breast  self-exam 

83 

16 

2 

0 

0 

Prevent  STD/ HIV 

36 

49 

14 

1 

1 

Prevent  unintended  preg. 

46 

39 

12 

1 

2 

Use  seat  belts 

38 

35 

22 

5 

1 

Use  motorcycle  helmets 

29 

32 

28 

9 

2 

Use  bike  helmets 

28 

35 

25 

10 

2 

Reduce  firearm  risks 

10 

28 

39 

20 

3 

N.A.  = Not  applicable 


survey  questions  on  one  side  and 
a paragraph  describing  the  survey 
with  instructions  on  the  other.  The 
survey  was  tri-folded  as  a self- 
mailer  requiring  the  recipient  to 
open  it,  complete  the  survey  and 
refold  it  to  show  the  business  re- 
ply address.  No  financial  incentive 
was  provided.  A follow-up  survey 
was  sent  four  weeks  later  to  all 
non-respondents. 

The  survey  questionnaire  con- 
sisted of  48  questions  covering  the 
following  areas:  screening  prac- 
tices (21  questions),  counseling 
practices  (21  questions),  and  char- 
acteristics of  the  physician's  prac- 
tice setting  (six  questions).  The  in- 
strument was  pilot  tested  among 
20  randomly  selected  Wisconsin 
primary  care  physicians. 

Of  the  1,350  mailed  surveys,  we 
excluded  120  (9%)  responses  for 
the  following  reasons:  the  survey 
was  not  deliverable  by  the  postal 
service  and  we  were  unable  to  de- 
termine the  physician's  current 
address  (54);  physicians  had  retired 
(38),  moved  from  Wisconsin 
(eight),  died  (eight),  were  special- 
ists (eight),  or  were  not  currently 
working  (four).  Of  the  remaining 
1,230  surveys,  487  (40%)  were  re- 
turned. 

Results 

Information  on  screening  practices 
is  presented  in  Table  1.  For  refer- 
ence, the  response  interval  that  cor- 
responds to  the  1989  US  Preventive 
Services  Task  Force  screening  rec- 
ommendation is  in  brackets. 

In  Table  1,  screening  procedures 
such  as  clinical  breast  exam,  mam- 
mography for  women  age  50  years 
and  over,  and  blood  pressure  mea- 
surement have  a widely  accepted 
annual  screening  interval  that  is 
followed  by  Wisconsin  physicians; 
very  little  practice  variation  is  ob- 
served. In  contrast,  there  is  little 
consensus  regarding  the  screening 
intervals  for  services  such  as  Pap 
testing  for  women  who  have  un- 


dergone a hysterectomy,  prostate- 
specific  antigen  testing,  choles- 
terol, and  vision  testing  for  adults 
age  65  years  and  over.  In  many 
cases,  physicians  report  providing 
the  service  more  often  than  is  cur- 
rently recommended  by  the  US 
Preventive  Services  Task  Force. 

Information  on  counseling  ser- 
vices is  presented  in  Table  2.  A 
majority  of  respondents  (94%)  re- 
port counseling  their  patients  who 
smoke  to  quit  using  tobacco  prod- 
ucts, and  talking  to  their  female 
patients  about  the  importance  of 
performing  monthly  breast  self 
exams  (83%),  yet  they  report  per- 
forming the  remaining  counseling 
services  less  frequently.  This  dis- 
parity in  counseling  intervals  oc- 
curs despite  the  general  recom- 
mendation that  all  the  services  be 
performed  regularly  or  periodi- 
cally. 

Discussion 

Wisconsin  primary  care  physicians 
appear  to  closely  follow  the  inter- 
val and  age  guidelines  for  the  most 
widely  publicized  and  agreed 
upon  screening  and  counseling  ser- 
vices (e.g.,  breast  cancer,  smoking 


cessation).  Where  there  is  a lack  of 
consensus  among  professional 
medical  organizations  in  determin- 
ing certain  screening  and  counsel- 
ing guidelines,  or  where  the  opti- 
mal interval  for  conducting  proce- 
dures has  not  been  determined  or 
is  ambiguous,  physicians  must 
synthesize  information  from  a va- 
riety of  sources.  In  these  instances, 
a greater  variation  in  physician 
practice  is  observed. 

Recently,  the  US  Preventive  Ser- 
vices Task  Force  released  the  2nd 
edition  of  its  guidelines.2  In  this 
edition,  the  Task  Force  graded  the 
strength  of  recommendations  for 
or  against  preventive  interven- 
tions. Of  the  nearly  290  preventive 
services  studied,  141  (49%)  had  a 
grade  of  "A"  (23%)  or  "B"  (26%), 
indicating  good  or  fair  evidence  of 
the  effectiveness  of  the  interven- 
tion. These  screening  and  counsel- 
ing services  include: 

• mammograms  for  women  aged 
50-69  years, 

• pap  testing  in  women  who  have 
been  sexually  active  and  who 
have  a cervix, 

• fecal  occult  blood  testing  and/ 
or  sigmoidoscopy  for  persons 
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aged  50  years  and  over, 

• blood  pressure  measurement, 

• height  and  weight  measure- 
ments, 

• serum  or  blood  cholesterol  test- 
ing in  men  aged  35-65  years  and 
in  women  45-65  years, 

• and  vision  testing  and  hearing 
questions  for  elderly  persons, 

counseling  to: 

• increase  fiber  intake, 

• limit  dietary  fat  intake, 

• promote  physical  activity, 

• reduce  or  quit  smoking, 

• limit  alcohol  consumption, 

• prevent  unintended  pregnancy, 

• and  use  automobile  lap/shoul- 
der belts. 

Conversely,  ten  percent  of  the  pre- 
ventive services  studied  were 
given  a grade  of  "D"  (9%)  or  "E" 
(1%),  indicating  that  there  is  fair  or 
good  evidence  against  the  effec- 
tiveness of  these  services.  These 
services  include: 

• digital  rectal  exam, 

• prostate-specific  antigen  testing, 

• and  routine  pelvic  exam  for  the 
general  female  population. 

Despite  the  evidence  against  their 
effectiveness,  our  study  demon- 
strates that  97%  of  physicians  in 
Wisconsin  recommend  digital  rec- 


tal exams  and  routine  pelvic  exams 
and  60%  recommend  routine  pros- 
tate-specific antigen  testing. 

Finally,  the  single  most  assigned 
grade  was  “C"  with  41  % of  the  ser- 
vices studied  having  insufficient 
evidence  to  recommend  for  or 
against  their  usage.  Given  this  lack 
of  evidence,  other  factors  are  used 
by  physicians,  such  as  tradition, 
cost,  or  patient  demand,  in  decid- 
ing whether  to  provide  the  service. 

Considerable  research  has  been 
conducted  on  the  effectiveness  of 
clinical  preventive  services.  The 
challenge  is  to  translate  this  re- 
search into  clinical  practice.  Prior- 
ity should  be  given  to  promoting 
those  preventive  services  which 
have  been  shown  to  be  effective 
and  continued  research  is  needed 
where  evidence  is  lacking. 
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More  than  1.  KM)  physicians  in 
Wisconsin  are  operating  in  the 
21st  century 


WHIN  - Wisconsin  Health  Information  Network-links 
physicians  to  the  data  they  need  at  labs,  pharmacies,  hospitals, 
clinics  and  insurance  companies.  It's  the  professional  way  to 
communicate,  for  today,  and  tomorrow. 

With  WHIN  you  can  • Quickly  access  test  results  and  X-ray 
reports  • Instantly  confirm  insurance  eligibility...  before  service  i 
provided  • Reduce  claim  processing  time  and  cost  • Review 
patient  census...  and  more,  from  anywhere,  any  time. 

WHIN  is  all  about  improved  quality 
of  care  and  cost  control  in 
your  practice.  That's  why 
WHIN  is  endorsed  by 
groups  like  the  State 
Medical  Society  of 
Wisconsin  and  Primary 
Resources,  Ltd.,  a subsidiary 
of  the  Wisconsin  Hospital  Association. 

And,  that's  why  physician  enrollment 
in  WHIN  today  is  1,270  plus...and 
counting! 


For  more  information  on  the  Wisconsin  Health  Information  Network  and  how  you  can  sign  on, 
please  call  414-792-6161  or  1-800-331 -WHIN  (9446). 

lour  lloaldicaro  Connection 

^ Wisconsin  Health  Information  Network 

HI  450  North  Sunnyslope  Road,  Suite  90 
CZZ3E^  Brookfield,  Wl  53005 

Visit  our  home  page  at  http://www.fet(h.com/whin/net.html 
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A Word  from  WIPRO 

Alzheimer's  Disease  Caregiver  Cooperative  Project 


Kristine  Miesbauer,  RN,  Joseph  Blustein,  MD,  MS,  Nathan  Williams,  MS,  and  Jay  Gold,  MD,  JD,  MPH,  Madison 


The  Wisconsin  Peer  Review 
Organization  recently  col- 
laborated with  six  Wisconsin  pro- 
viders in  a cooperative  quality  im- 
provement project  to  aid 
Alzheimer's  disease  caregivers. 
The  objective  of  the  project  was  to 
improve  the  process  used  by  hos- 
pitals to  provide  support  and  in- 
formation to  caregivers  of  hospital- 
ized Alzheimer's  disease  patients. 

A study  group  of  experts  from 
across  the  state  representing  psy- 
chiatry, gerontology,  nursing,  social 
service,  and  the  Alzheimer's  Asso- 
ciation guided  the  project  design 
and  educational  strategy.  There 
were  four  acute-care  hospitals  and 
two  psychiatric  hospitals  that  par- 
ticipated in  the  project.  We  also 
formed  a partnership  with  the 
Southeastern  Wisconsin  Chapter  of 
the  Alzheimer's  Association  in  pre- 
senting information  to  providers. 
The  idea  for  the  project  was  in- 


A Word  from  WIPRO  is  not  reviewed 
by  the  WMJ  Editorial  Board.  Ms. 
Miesbauer  is  Project  Coordinator;  Dr. 
Blustein  is  Clinical  Coordinator;  Mr. 
Williams  is  Biostatistician;  and  Dr. 
Gold  is  Principal  Clinical  Coordinator, 
and  are  all  associated  with  WIPRO. 
Reprint  requests  to  Jay  A.  Gold,  MD, 
JD,  MPH,  WIPRO,  2909  Landmark 
Place,  Madison,  WI  53713. 


Quality  Indicators  in  the  Social  Service  Process 


WIPRO,  1996 


Figure  1 


Alzheimer's  Caregivers 


spired  by  a 1993  study1  in  which 
caregivers  of  Alzheimer's  disease 
patients  were  randomly  assigned 
to  either  a treatment  group  or  a 
control  group.  The  treatment 
group  received  family  and  indi- 
vidual counseling,  support  group 
participation  and  ad  hoc  consulta- 
tion. The  control  group  received 
only  routine  support.  The  study 
concluded  that  support  for 
caregivers  reduced  the  burden  of 
the  disease  on  the  family  and  soci- 
ety. We  believe  that  comprehensive 
support  programs  for  Alzheimer's 
disease  caregivers,  initiated  with 


the  social  service  or  discharge  plan- 
ning departments  of  hospitals, 
could  decrease  the  anxiety,  stress 
and  burnout  that  80%  of  caregivers 
report. 

WIPRO  requested  medical 
records  from  the  six  providers  for 
all  discharges  in  1993  and  1994 
with  a coded  diagnosis  of 
Alzheimer's  disease  and  discharge 
to  home.  We  confirmed  the  dis- 
charge disposition  and  excluded 
the  case  if  discharged  to  a nursing 
home  or  community-based  resi- 

Continued  on  next  page 
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dential  facility.  (Approximately 
30%  of  the  selected  cases  were  ex- 
cluded because  of  coding  errors, 
i.e.,  the  patient  was  not  actually 
discharged  home).  The  total  num- 
ber of  cases  selected  after  exclusion 
was  161. 

There  were  four  quality  indica- 
tors developed  for  the  project  (Fig- 
ure 1): 

• The  first  indicator  dealt  with  the 
rate  at  which  Alzheimer's  pa- 
tients were  referred  to  social  ser- 
vice departments.  At  this  point 
in  the  social  service  process, 
Alzheimer's  disease  patients 
were  dichotomized  as  to 
whether  a caregiver  was  identi- 
fied or  not. 

• The  second  indicator  was  the 
rate  at  which  Alzheimer's 
caregivers  were  offered  any  in- 
tervention. 

• The  third  indicator  measured 
the  rate  at  which  caregivers  ac- 
tually received  some  type  of  in- 
tervention. The  interventions  re- 
ceived included  counseling  for 
caregivers,  education  about 
Alzheimer's  disease,  long-term 
residential  care  information, 
family  services  information 
(such  as  Meals  on  Wheels),  le- 
gal and  financial  information, 
advance  directives  information, 
and  information  regarding  the 
services  available  through  the 
Alzheimer's  Association. 

• The  fourth  indicator  we  ab- 
stracted was  the  rate  at  which 
Alzheimer's  disease  patients 
with  no  identified  caregiver 
were  referred  to  appropriate 
outside  resources  for  follow-up 
after  discharge. 


Data  analysis  (Figure  1)  shows  that 
122  (76%)  of  the  161  Alzheimer's 
disease  patients  were  referred  to 


Interventions  Received  by 
Alzheimer's  Disease  Caregiver 
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Alzheimer's  Caregivers 


social  service  departments.  107 
(69%)  of  the  155  patients  with 
caregivers  were  offered  some  type 
of  intervention  by  social  service  or 
discharge  planning  departments. 
Only  93  (60%)  of  the  155  caregivers 
received  any  type  of  intervention. 

Figure  2 illustrates  the  types  of 
interventions  received  by 
caregivers.  Information  about  the 
services  available  and  support 
given  by  the  Alzheimer's  Associa- 
tion was  documented  as  received 
by  1%  of  the  155  caregivers.  This 
demonstrates  an  opportunity  for 
improvement  in  providing  support 
for  Alzheimer's  caregivers. 

Six  of  the  Alzheimer's  disease 
patients  in  the  project  did  not  have 
documentation  of  a caregiver  and 
were  discharged  home.  Four  of 
those  six  were  not  referred  to  out- 
side agencies  for  caregiver  respon- 
sibilities before  discharge.  It  is  es- 
pecially important  for  Alzheimer's 
patients  without  a caregiver  to  be 
identified  and  the  appropriate 
agency  notified.  Hospital-specific 
and  aggregate  data  results  were 
presented  to  each  collaborating 
hospital  by  WIPRO's  clinical  coor- 
dinator. The  audience  included  so- 
cial workers  and  discharge  plan- 
ners as  well  as  quality-improve- 
ment personnel  and  interested  cli- 
nicians. Barbara  Lawrence,  RN,  Di- 
rector of  the  Southeastern  Wiscon- 


sin Chapter  of  the  Alzheimer's  As- 
sociation gave  a brief  informative 
presentation  and  supplied  provid- 
ers with  resource  materials  to  use 
in  dealing  with  caregivers.  Materi- 
als included  information  about  the 
disease,  what  to  expect,  and  how 
to  deal  with  it.  Treatment  options 
available,  support  groups  avail- 
able, day  care  centers  in  the  area 
and  advice  on  how  to  select  a spe- 
cial care  unit  in  a nursing  home  for 
someone  with  Alzheimer's  were 
also  included.  The  Safe  Return  Pro- 
gram, designed  to  help  identify, 
locate  and  return  individuals  who 
are  memory  impaired,  was  ex- 
plained. Caregiver  tips  on  under- 
standing and  caring  for  someone 
with  an  irreversible  dementia  were 
offered,  as  well  as  information  on 
safety  in  the  environment. 

At  one  of  the  provider  visits,  a 
spouse  caregiver  of  an  Alzheimer's 
disease  patient  was  in  the  audi- 
ence. He  added  a very  human 
touch  to  the  presentation  by  shar- 
ing his  feelings  and  concerns  about 
his  wife  of  60  years.  He  did  not 
understand  how  the  disease  was 
affecting  his  wife  or  how  to  deal 
with  it.  But  his  undying  devotion 
to  her  and  dedication  to  help  her 
was  apparent  to  everyone  there.  By 
the  end  of  the  presentation,  he  was 
being  counseled  by  several  of  the 
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participants  in  the  audience  and 
left  with  several  options  to  pursue. 

After  review  of  material  from 
these  feedback  visits,  providers  are 
formulating  plans  to  improve  the 
process  used  to  provide  caregivers 
with  necessary  resources  to  enable 
them  to  cope  more  effectively  and 
help  loved  ones  improve  their 
quality  of  life.  Follow-up  data  col- 
lection will  be  performed  and  com- 


pared with  baseline  data  to  gauge 
the  extent  of  the  improvement  in 
this  area  and  uncover  additional 
areas  for  improvement. 

By  working  with  the 
Alzheimer's  Association,  provid- 
ers can  offer  low-tech  treatment 
options  for  Alzheimer's  patients. 
Quality  of  life  will  be  improved  for 
both  caregivers  and  patients  alike. 
Timely  social  service  interventions 


to  caregivers  will  delay  nursing 
home  placement  and  reduce  hos- 
pital readmissions. 
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Not  quite.  But  providers  are  discovering  the 
value  of  electronic  data  interchange  (EDI). 
Proservices’  network  for  Wisconsin  providers 
extends  nationally  to  more  than  250  payers 
-including  private  insurance  companies. 
Medicare  and  Medicaid. 

Proservices  is  your  Electronic  Network 

• Consolidating  your  claims  submissions 

• Editing  claims  to  reduce  billing  errors 

• Simplifying  compliance  with  Medicare 

• Speeding  claims  payments 

• Saving  administrative  time  and  money 


And  Proservices  gives  you  access  to  eligibility 
information,  claims  status  updates  and  other 
reports  useful  in  your  daily  office  operation. 
The  Proservices  network  works  easily  with  a 
stand-alone  PC  or  interfacing  with  your  office 
management  system. 
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New  Federal  Fraud  and  Abuse  Legislation 
Includes  Some  Good  News,  Maybe 


Alyce  C.  Katayama,  JD,  Milwaukee 

On  August  21, 1996,  President 
Clinton  signed  the  Health 
Insurance  Portability  and  Account- 
ability Act  of  1996  (the  Act).  The 
Act,  despite  its  title,  contains  far- 
reaching  provisions  dealing  with 
health  care  fraud  and  abuse,  some 
of  which  may  actually  be  helpful 
to  physicians.  The  most  notable 
provisions  of  the  Act  in  the  good 
news  category  are  the  advisory 
opinion  program  and  the  clarifica- 
tion of  the  level  of  intent  required 
for  the  imposition  of  civil  penalties 
and  sanctions.  An  important  pro- 
vision with  the  potential  to  be  help- 
ful is  the  creation  of  a statutory  ex- 
ception to  the  anti-kickback  law  for 
certain  risk-sharing  arrangements. 
Sure  to  cause  more  activity  and 
concern  are  the  new  comprehen- 
sive approach  to  health  care  fraud 
enforcement  and  the  data  collec- 
tion and  administrative  sim- 
plication  programs. 

I.  Advisory  Opinion  Program 

The  Act  creates  something  the  US 
Department  of  Health  and  Human 
Services  (HHS)  and  its  Office  of 
Inspector  General  (OIG)  have  long 
resisted,  namely  a method  for 
health  care  providers  to  obtain  ad- 
vance rulings  concerning  the  legal- 
ity of  their  conduct.1  HHS  and  the 
Clinton  administration  had  argued 
that  an  advisory  opinion  program 
would  divert  resources  from  and 
undermine  enforcement  efforts. 
But  Republican  legislators  had 
promised  this  relief  and  their  ef- 
forts prevailed. 

The  law  directs  HHS  no  later 
than  February  21,  1997  to  issue 


Katayama  is  a health  law  attorney  with 
Quarles  & Brady,  Attorneys  at  Law,  in 
Milwaukee. 


regulations  concerning  the  advi- 
sory opinion  program's  proce- 
dures, response  time,  fees,  and  the 
publication  of  opinions.  The  Secre- 
tary will  be  required  to  issue  an 
advisory  opinion  not  later  than  60 
days  after  a request  is  received.  The 
fee  for  the  advisory  opinion  can- 
not exceed  the  Secretary's  cost  in 
responding.  The  matters  which 
must  be  dealt  with  in  advisory 
opinions  are  those  covered  by  in- 
tent-based statutes,  specifically: 

a)  What  constitutes  prohibited  re- 
muneration under  the  anti- 
kickback statute; 

b)  Whether  an  actual  or  proposed 
arrangement  satisfies  any  of  the 
exceptions  to  the  anti-kickback 
statute; 

c)  Whether  an  actual  or  proposed 
arrangement  fits  within  any  of 
the  current  or  future  regulatory 
safe  harbors; 

d)  What  constitutes  an  improper 
inducement  to  reduce  or  limit 
services  to  Medicare  or  Medic- 
aid patients; 

e)  What  constitutes  an  induce- 
ment within  the  meaning  of  the 
anti-kickback  statute; 

f)  Whether  the  activity  constitutes 
grounds  for  exclusion  or  a civil 
money  penalty  or  violates  the 
anti-kickback  statute. 

The  Secretary  may  not  opine  on 
fair  market  value  issues  or  ques- 
tions of  bona  fide  employment  sta- 
tus, within  the  meaning  of  the  In- 
ternal Revenue  Code.  Advisory 
opinions  are  not  available  with  re- 
gard to  the  Stark  law.  The  advisory 
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opinions  are  binding  on  the  Secre- 
tary and  the  party  requesting  the 
opinion.  Importantly,  the  failure  of 
a party  to  seek  an  advisory  opin- 
ion cannot  be  used  as  evidence  to 
show  that  the  party  intended  to 
violate  the  applicable  laws.  The 
advisory  opinion  program  will  end 
on  August  21,  2000,  unless  ex- 
tended by  further  legislation. 

No  later  than  January  1,  1997, 
and  annually  thereafter,  the  Secre- 
tary of  HHS  must  solicit  proposals 
for  the  modification  of  existing 
fraud  and  abuse  safe  harbors  (the 
regulations  that  describe  some  le- 
gitimate conduct)  and  for  the  cre- 
ation of  additional  safe  harbors. 
The  Secretary  must  also  solicit  sug- 
gestions concerning  advisory  opin- 
ions and  special  fraud  alerts  which 
might  be  issued.  OIG  must  annu- 
ally report  to  Congress  concerning 
the  proposals  that  were  made, 
those  that  were  implemented  and 
those  that  were  not.  The  law  also 
creates  a process  by  which  anyone 
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may  at  any  time  ask  OIG  to  issue  a 
special  fraud  alert  concerning  a 
practice  of  concern  under  the 
Medicare  or  Medicaid  programs. 
In  dealing  with  all  of  this,  the  Sec- 
retary is  directed  to  consider  how 
these  regulatory  actions  might  af- 
fect a)  access  to  health  care,  b)  the 
quality  of  health  care,  c)  patient 
freedom  of  choice,  d)  competition 
among  health  care  providers,  e)  the 
ability  of  health  care  facilities  to 
serve  medically  underserved  areas 
or  populations,  f)  the  cost  of  fed- 
eral health  care  programs, 
g)  potential  overutilization  of 
health  care  services,  and  h)  po- 
tential financial  benefits  to  health 
care  professionals  or  providers. 

II.  Clarification  of  Level  of 
Intent  Required  for  Imposition 
of  Sanctions 

An  important  change  made  by  the 
Act  is  that  before  civil  money  pen- 
alties may  be  imposed,  it  must  be 
shown  that  the  false  claim  was 
"knowingly"  presented.  Under 
prior  law,  the  government  only  had 
to  show  that  the  person  "knew  or 
should  have  known"  that  the  claim 
was  a prohibited  one.  Now  a pen- 
alty may  be  imposed  only  where  a 
person  had  actual  knowledge  that 
he  or  she  had  submitted  a claim  or 
had  provided  false  or  misleading 
information,  and  where  the  person 
had  actual  knowledge  of  the 
fraudulent  nature  of  the  claim, 
acted  in  deliberate  ignorance,  or 
acted  in  reckless  disregard  of  the 
truth  or  falsity  of  the  information. 
The  requirement  that  a person 
"knowingly"  present  a claim  or 
"knowingly"  make  a false  or  mis- 
leading statement  would  prevent 
charging  a person  who  inadvert- 
ently performs  these  acts. 

III.  Statutory  Exception  for 
Risk  Sharing  Arrangements 

A new  statutory  exception  to  the 
anti-kickback  statute  has  been  cre- 
ated for  certain  risk-sharing  ar- 
rangements. Specifically,  prohib- 
ited remuneration  does  not  include 


any  remuneration  between  an  or- 
ganization and  an  individual  or 
entity  which  takes  place  pursuant 
to  a written  agreement  if  the  orga- 
nization has  a Medicare  risk  con- 
tract or  if  the  written  agreement, 
through  a risk  sharing  arrange- 
ment, places  the  individual  or  en- 
tity at  substantial  financial  risk  for 
the  cost  or  utilization  of  the  items 
or  services  which  the  individual  or 
entity  is  obligated  to  provide. 

Expedited  rule  making  to  imple- 
ment this  provision  is  also  man- 
dated by  the  statute.  During  the 
rule  making,  the  Secretary  of  HHS 
must  consult  with  representatives 
of  hospitals,  physicians,  other 
health  practitioners  and  health 
plans.  The  Secretary  is  required  to 
attempt  a negotiated  rule  making 
process.  If  consensus  is  achievable 
by  this  method,  then  the  negotiated 
rule  making  committee  will  submit 
a report  containing  the  proposed 
rule  by  December  1 , 1 996.  The  tar- 
get date  for  publication  of  these 
rules  is  January  1,  1997.  Appar- 
ently Congress  has  noticed  that 
HHS  does  not  always  promulgate 
rules  in  a timely  way,  even  in  the 
face  of  a statutory  mandate.  There- 
fore the  Act  provides  for  this  new 
statutory  exception  to  go  into  ef- 
fect on  January  1,  1997,  even  if 
implementing  regulations  have  not 
been  issued. 

Unfortunately,  just  when  one 
might  have  concluded  that  the 
government  had  actually  done 
something  to  help.  President 
Clinton  proposed  repeal  of  the 
three  provisions  discussed  ,above. 
A mere  seven  days  after  signing  the 
legislation,  the  administration  ex- 
pressed concern  that  having  to 
meet  a higher  burden  of  proof 
would  diminsh  the  penalties  to  be 
recovered,  an  amount  which  ap- 
parently had  already  been  as- 
sumed in  formulating  the  federal 
budget.  Repeal  provisions  will 
likely  be  included  in  "technical  cor- 
rections" legislation  which  the 
Health  Care  Financing  Administra- 
tion is  preparing. 


IV.  Coordinated  Enforcement 
and  Control  Effort 

The  Act  directs  HHS,  acting 
through  OIG,  and  the  US  Attorney 
General  to  establish  a program  that 
will  coordinate  federal,  state  and 
local  law  enforcement  programs  to 
control  fraud  with  respect  to 
"health  plans."  "Health  plan"  un- 
der the  Act  means  a plan  or  pro- 
gram that  provides  health  benefits, 
directly  through  insurance  or  oth- 
erwise. Health  plans  include  poli- 
cies of  health  insurance,  contracts 
of  health  care  service  benefit  orga- 
nizations and  membership  agree- 
ments with  HMOs  and  other  pre- 
paid plans.  Thus,  the  concept  of  co- 
ordinating federal,  state  and  local 
law  enforcement  to  control  fraud 
and  abuse  is  expanded  beyond 
Medicare  and  Medicaid  to  the 
plans  of  private  payors  as  well.  The 
Secretary  of  HHS  and  the  US  At- 
torney General  are  required  to  con- 
sult with  and  share  data  with  the 
representatives  of  all  health  plans. 

Congress  has  recognized  that  an 
effort  of  this  magnitude  takes 
money.  All  criminal  fines  recovered 
in  health  care  fraud  cases  and  all 
civil  money  penalties  and  assess- 
ments imposed  in  health  care  cases, 
including  those  under  Medicare 
and  Medicaid,  will  now  flow  into 
the  Medicare  Hospital  Insurance 
Trust  Fund.  These  funds  and  other 
funds  in  the  Hospital  Insurance 
Trust  Fund  are  then  specifically 
allocated  to  HHS  and  the  US  De- 
partment of  Justice:  $104,000,000 
for  FY1997,  and  increasing 
amounts  each  year  leveling  off  in 
FY2003.  Two-thirds  of  that  amount 
is  restricted  for  activities  which  re- 
late to  the  Medicare  and  Medicaid 
programs,  leaving  the  rest  avail- 
able for  other  health  care  fraud  pre- 
vention and  control  activities.  In 
addition,  the  Federal  Bureau  of  In- 
vestigation (FBI)  receives  specific 
appropriations  starting  with  $47 
million  in  FY1997  and  leveling  off 
in  FY2003  and  thereafter  at  $114 

Continued  on  next  page 


Wisconsin  Medical  Journal  • October  1996 


725 


Continued  from  previous  page 

million.  These  funds  are  to  be  used 
for:  prosecuting  health  care  cases 
in  criminal,  civil  and  administra- 
tive proceedings;  investigations;  fi- 
nancial and  performance  audits; 
inspection  and  other  evaluations; 
and  provider  and  consumer  edu- 
cation regarding  the  payment  in- 
tegrity and  benefit  quality  assur- 
ance. Amounts  are  also  appropri- 
ated from  the  Trust  Fund  to  the 
newly  created  Medicare  Integrity 
Program  beginning  with  $430  mil- 
lion in  FY1997  and  leveling  off  in 
FY2003  at  $710  million. 

Whereas  in  the  past.  Medicare's 
program  integrity  functions  were 
part  of  general  administrative  ac- 
tivities and  budget,  they  are  now 
prominently  featured  in  the  Medi- 
care Integrity  Program.  As  in  the 
past,  HHS  will  contract  with  other 
entities  to  review  the  activities  of 
health  care  providers  furnishing 
items  or  services  to  the  Medicaid 
program.  But  the  reviews  are  to  be 
more  sophisticated.  The  Secretary 
is  directed  to  contract  for  the  de- 
velopment of  new  technology  to 
detect  fraud  and  abuse  so  that 
fraud  reviews  can  occur  using 
equipment  and  software  which 
surpass  the  capability  of  the  equip- 
ment and  software  being  used  to- 
day to  review  Medicare  claims.  The 
Secretary  of  HHS  may  continue  to 
contract  with  entities  which  are 
currently  Medicare  carriers  or  fis- 
cal intermediaries.  However,  the 
law  creates  the  possibility  that 
some  of  the  work  currently  done 
by  fiscal  intermediaries  and  carri- 
ers will  be  performed  in  the  future 
by  other  entities. 

For  the  first  time,  Medicare  ben- 
eficiaries are  enlisted  in  the  war  on 
fraud.  HHS  will  be  required  to  pro- 
vide an  explanation  of  Medicare 
benefits  with  respect  to  each  item 
or  service  for  which  payment  may 
be  made,  even  if  no  coinsurance  or 
deductible  is  involved.  Then,  hav- 
ing armed  beneficiaries  with  this 
information,  HHS  must  by  No- 


vember 21,  1996,  establish  a pro- 
gram which  encourages  beneficia- 
ries to  report  individuals  or  enti- 
ties who  are  engaged  in  fraud  or 
other  prohibited  activity  with  re- 
spect to  the  Medicare  program. 
Somehow,  the  program  design  is 
also  supposed  to  discourage  the 
provision  of  and  prevent  consider- 
ation of  frivolous  or  irrelevant  in- 
formation. HHS  is  authorized  to 
pay  individuals  who  report  a por- 
tion of  amounts  recovered  in  excess 
of  $100. 

In  another  remarkable  develop- 
ment, Congress  has  decided,  after 
more  than  30  years,  that  it  would 
be  good  to  get  some  suggestions  on 
how  to  improve  the  efficiency  of 
the  Medicare  program.  HHS  must, 
by  November  21,  1996  establish  a 
program  to  encourage  such  sug- 
gestions and  to  financially  reward 
those  whose  suggestions  are 
adopted  and  result  in  savings. 

As  part  of  a broader  approach 
to  fraud  and  abuse,  the  federal  anti- 
kickback statute2  is  broadened  to 
include  all  federal  health  care  pro- 
grams rather  than  only  Medicare 
and  state  health  care  programs. 
Federal  health  care  programs  are 
defined  to  mean  any  plan  or  pro- 
gram that  provides  health  benefits 
through  insurance  or  otherwise 
which  is  funded  directly,  in  whole 
or  in  part,  by  the  US  government. 
This  would  include  programs  such 
as  Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services 
(CHAMPUS),  veterans  health  care 
programs  and  the  Federal  Employ- 
ees Health  Benefit  Plan  (FEHBP). 

V.  New  and  Increased  Penalties; 
New  Prohibited  Practices 

HMOs  which  contract  with  the 
Medicare  program  and  fail  to  sub- 
stantially carry  out  the  contract  or 
violate  law  in  other  ways  may  have 
their  contract  terminated  or  may 
face  newly  created  intermediate 
sanctions:  civil  money  penalties  of 
not  more  than  $25,000  for  each  de- 
termination of  a deficiency  which 
adversely  affects  beneficiaries;  civil 


money  penalties  of  not  more  than 
$10,000  for  each  week  during 
which  a deficiency  exists;  and  sus- 
pension of  the  ability  to  continue 
enrolling  beneficiaries  until  defi- 
ciencies are  corrected. 

The  federal  civil  money  penalty 
authority  has  been  expanded  from 
Medicare  to  all  federal  health  care 
programs.  The  amount  of  the  pen- 
alty with  respect  to  each  item  or 
service  with  respect  to  which  a 
false  claim  is  presented  is  increased 
from  $2,000  to  $10,000.  The  assess- 
ments have  also  been  increased 
from  twice  the  amount  claimed  for 
each  item  or  service  to  three  times 
the  amount  claimed  for  each  item 
or  service. 

Civil  money  penalties  will  now 
also  apply  to  claims  made  by  a per- 
son who  engages  in  a pattern  or 
practice  of  presenting  claims  based 
on  codes  that  will  result  in  greater 
payment  than  should  apply 
("upcoding")  or  claims  which  ex- 
hibit a pattern  of  providing  ser- 
vices which  are  not  medically  nec- 
essary. Civil  money  penalties  are 
also  made  applicable  to  individu- 
als or  entities  who  offer  or  provide 
remuneration  to  Medicare  or  Med- 
icaid beneficiaries  in  order  to  influ- 
ence them  to  receive  services  from 
a particular  provider,  practitioner 
or  supplier.  For  this  purpose,  the 
term  "remuneration"  includes  the 
waiver  of  co-insurance  and 
deductibles  as  well  as  the  transfer 
of  items  or  services  for  free  or  less 
than  fair  market  value. 

However,  a limited  aspect  of  this 
provision  responds  to  the  health 
care  industry's  long-standing  de- 
sire for  a greater  ability  to  waive 
beneficiary  co-pays  and 
deductibles.  Prohibited  remunera- 
tion specifically  does  not  include 
waiver  of  co-insurance  and  de- 
ductible amounts  if  the  waiver  is 
not  offered  as  part  of  an  advertise- 
ment or  solicitation,  the  person 
does  not  routinely  waive  co-insur- 
ance or  deductible  amounts  and 
the  waiver  occurs  after  the  person 
has  determined  in  good  faith  that 
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the  beneficiary  is  in  financial  need, 
or  fails  to  collect  the  amount  of  co- 
insurance  or  deductible  after  mak- 
ing reasonable  collection  efforts,  or 
provides  for  permissible  waiver 
authorized  by  a statute  or  rule.  Nor 
does  prohibited  remuneration  in- 
clude differentials  in  co-insurance 
and  deductible  amounts  which  are 
part  of  a benefit  plan  design  as  long 
as  the  differentials  are  disclosed  in 
writing  to  all  beneficiaries,  third 
party  payers  and  providers  to 
whom  the  claims  are  presented 
and  as  long  as  they  meet  the 
standards  defined  in  rules  which 
the  secretary  must  promulgate.  Re- 
muneration also  does  not  include 
incentives  given  to  individuals  to 
promote  the  delivery  of  preventive 
care,  again  pursuant  to  regulations 
yet  to  be  promulgated. 

A physician  who  certifies  a need 
for  home  health  services  knowing 
that  the  beneficiary  does  not  meet 
all  the  requirements  for  such  certi- 
fication is  now  subject  to  a civil 
monetary  penalty  of  the  greater  of 
$5,000  or  three  times  the  amount 
of  Medicare  payments  made  pur- 
suant to  that  certification. 

In  expanding  the  litany  of  pro- 
hibited practices.  Congress  wanted 
to  avoid  a chilling  effect  on  the  de- 
livery of  health  care.  The  Confer- 
ence Report  states: 

There  is  significant  concern  re- 
garding the  impact  of  the  anti- 
fraud provisions  on  the  prac- 
tice of  complementary  or  alter- 
native medicine  and  health 
care.  The  practice  of  comple- 
mentary or  alternative  medical 
or  health  care  practice  itself 
would  not  constitute  fraud. 

The  conferees  do  not  intend  to 
penalize  the  exercise  of  medi- 
cal judgment  of  health  care 
treatment  choices  made  in 
good  faith  and  which  are  sup- 
ported by  significant  evidence 
or  held  by  a respectable  minor- 
ity of  those  providers  who  cus- 
tomarily provide  similar  meth- 


ods of  treatment.  The  Act  is  not 
intended  to  penalize  providers 
simply  because  of  a profes- 
sional difference  of  opinion 
regarding  diagnosis  or  treat- 
ment. 

A sanction  is  not  intended  for 
providers  who  submit  claims 
they  know  will  not  be  consid- 
ered reimbursable  as  medi- 
cally necessary  services,  but 
who  are  required  to  submit  the 
claims  because  their  patients 
need  to  document  that  Medi- 
care will  not  reimburse  the  ser- 
vice. In  submitting  such 
claims,  providers  shall  notify 
carriers  that  a claim  is  being 
submitted  solely  for  purpose 
of  seeking  reimbursement 
from  secondary  payers. 

It  is  also  interesting  to  note  that 
Congress  does  not  intend  to  pro- 
hibit physicians  and  other  health 
care  providers  from  treating  pa- 
tients like  valued  clients.  Specifi- 
cally Conference  Report  states: 

In  addition,  the  conferees  in- 
tend, with  respect  to  allowable 
remuneration,  that  this  provi- 
sion not  preclude  the  provision 
of  items  and  services  of  nomi- 
nal value,  including,  for  ex- 
ample, refreshments,  medical 
literature,  complimentary  local 
transportation  services,  or  par- 
ticipation in  free  health  fairs. 

The  Act  also  expands  federal 
criminal  law  by  creating  the  "fed- 
eral health  care  offense."  This  term 
refers  to  violations  or  conspiracies 
to  violate  a wide  variety  of  federal 
statutes  specifically  as  they  relate 
to  health  care  benefit  programs, 
whether  public  or  private.  The 
term  "health  care  benefit  program" 
means  a public  or  private  plan  or 
contract,  affecting  commerce,  un- 
der which  any  medical  benefit, 
item  or  services  provided  to  any 
individual  and  it  includes  any  in- 
dividual or  entity  who  is  provid- 


ing a medical  benefit  item  or  ser- 
vice for  which  payment  may  be 
made  under  a plan  or  contract/' 
Prosecutions  of  health  care  fraud 
can  now  be  accomplished  under 
these  health  care  specific  provi- 
sions, rather  than  under  generic 
federal  wire  and  mail  fraud  provi- 
sions. 

False  statements  involving 
health  care  matters  involving  any 
health  care  benefit  program  are 
also  a criminal  offense.  False  state- 
ments are  those  made  knowingly 
and  wilfully  in  connection  with  the 
delivery  of  or  payment  for  health 
care  benefits  and  can  lead  to  fines 
or  imprisonment  for  up  to  five 
years.  This  concept  is  certainly 
broad  enough  to  include  benefi- 
ciary or  enrollee  fraud,  as  well  as 
false  statements  by  providers. 

VI.  Data  Collection- 
Administrative  Simplification 

For  fans  of  the  National  Practitio- 
ner Data  Bank,  established  by  the 
Health  Care  Quality  Improvement 
Act  of  1986,  Congress  has  provided 
a sequel,  the  Health  Care  Fraud 
and  Abuse  Data  Collection  Pro- 
gram. The  Secretary  of  HHS  must 
establish  a national  data  collection 
program  for  the  reporting  of  final 
adverse  actions.  Each  government 
agency  and  health  plan  will,  on  a 
monthly  basis,  be  required  to  re- 
port any  final  adverse  action  taken 
against  a health  care  provider,  sup- 
plier or  practitioner.  Measures  will 
be  taken  to  protect  the  privacy  of 
individuals  receiving  health  care 
services,  but  there  is  no  mention  of 
the  privacy  of  individuals  and  en- 
tities which  are  the  subjects  of  re- 
ports. The  Secretary  will  promul- 
gate regulations  which  will  pro- 
vide for  the  disclosure  of  informa- 
tion about  adverse  actions  when 
requested  by  a health  care  pro- 
vider, supplier  or  practitioner  and 
there  will  be  procedures  for  deal- 
ing with  cases  of  disputed  accu- 
racy. However,  there  is  no  require- 
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merit  that  HHS  automatically  no- 
tify an  individual  or  entity  which 
is  the  subject  of  a report. 

The  information  in  this  database 
will  be  made  available  to  federal 
and  state  government  agencies  and 
health  plans.  There  will  be  fees  for 
disclosure  of  information  from  the 
database,  sufficient  to  cover  the 
cost  of  operating  the  database.  Of 
course,  HHS  will  implement  this 
provision  in  a manner  which 
avoids  duplication  with  the  report- 
ing requirements  related  to  the  Na- 
tional Practitioner  Data  Bank. 

The  Act  also  provides  for  the 
administrative  simplification  of 
Medicare  and  Medicaid.  In  essence 
these  provisions  are  designed  to 
improve  the  efficiency  and  effec- 


tiveness of  the  health  care  system 
by  encouraging  the  development 
of  a health  information  system 
through  the  establishment  of  stan- 
dards and  requirements  for  elec- 
tronic transmission  of  certain 
health  care  information,  including 
diagnosis  and  procedure  codes. 

In  general,  HHS  is  to  use  stan- 
dards that  have  been  developed  by 
recognized  standard  setting  orga- 
nizations, unless  a different  stan- 
dard will  reduce  administrative 
costs  or  no  standard  has  been  set. 
(42  U.S.C.  § 1301  et  seq.).  The  Sec- 
retary is  required  within  18 
months  of  enactment  to  adopt 
standards  for  electronic  transmis- 
sion of  information  relating  to  all 
of  the  financial  and  administrative 
transactions  related  to  claims,  en- 
rollment, disenrollment,  eligibility. 


payment  and  remittance  premi- 
ums and  other  matters  for  the  en- 
tire gamut  of  health  plans  includ- 
ing group  health  plans  with  50  or 
more  participants,  HMOs,  health 
insurance  plans.  Medicare  supple- 
ment policies,  long-term  care  poli- 
cies, veterans  programs  and  the 
FEHBP. 

Implementing  the  Act  will  keep 
HHS  and  OIG  busy  for  months  to 
come.  In  fact,  a sincere  effort  to 
meet  the  statutory  timelines  could 
keep  them  fully  occupied.  Physi- 
cians and  their  advisors  can  expect 
an  interesting  time  in  the  months 
ahead  as  they  try  to  find  their  way 
through  the  regulatory  maze. 
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Physician  or  Senior  Physician 

The  University  of  Wisconsin-Milwaukee,  Department  of  Stu- 
dent Health,  has  reopened  a half-time,  fixed-term  opening  for 
a Physician  or  Senior  Physician  in  primary  care,  e.g.  (family 
practice,  internal  medicine).  Anticipated  starting  date  is  De- 
cember 1,  1996.  The  qualified  candidate  must  have  a medical 
degree  from  an  accredited  institution  and  completed  residency 
in  family  practice,  internal  medicine  or  comparable  primary 
specialty.  State  of  Wisconsin  medical  license  and  board  certi- 
fication in  family  practice,  internal  medicine  or  comparable 
primary  specialty  is  required.  Prefer  candidate  with  a mini- 
mum of  3 years  experience.  Actual  salary  negotiable  and 
commensurate  with  qualifications.  Excellent  fringe  benefits, 
including  vacation  and  sick  leave  benefits.  The  Student  Health 
Center  operates  8:00  a.m.  to  4:45  p m.,  Monday  through  Fri- 
day. For  more  information  call  B.  Moser,  MD,  Medical  Direc- 
tor, (414)  229-4716.  Send  resume  and  letter  of  application  to 
Norris  Health  Center,  University  of  Wisconsin-Milwaukee,  Attn: 
Alan  Carr,  PO  Box  413,  Milwaukee,  W1  53201.  To  he  consid- 
ered, application  must  be  postmarked  by  October  31,  1996. 
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First  Colony  • TransAmerica  • New  York  Life 


$500,000 
Life  Insurance 


Term  Insurance  Rates  * 

Age 

1 Year 
Term 

10  Year 
Term 

15  Year 
Term 

20  Year 
Term 

35 

S350 

$339 

$379 

$484 

45 

S450 

$649 

$764 

$973 

55 

$935 

$1,421 

$1,757 

$2,360 

65 

$2,810 

$3,878 

$4,658 

$7,675 

Rales  are  quoted  for  a male  preferred  non-smoker  classification 

* Premiums  guaranteed  level  for  policy  life 


Underwritten  by  major  life  insurance  companies  given  high 
ratings  for  financial  soundness  by  AM  Best,  Standard  & 

Poor's  and  Moody's. 

Call  for  a Free  Customized  Quotation  Today!! 

Madison:  608-283-5483  (ext.  555) 

Toll  Free:  800-545-0631  (ext.  555) 

SMS  Insurance  Services,  Inc. 

330  East  Lakeside  Street 
Madison,  Wl  53715 

John  Hancock  • Ohio  National  Life  • Sun  Life 
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Making  WISMED  Your  Gateway 
to  Internet  Health  Care  Resources 


Doug  Turecek,  Management  Information  Systems  director 


In  order  to  make  the  State 
Medical  Society's  World  Wide 
Wed  page,  WISMED,  the  best  en- 
try point  for  all  of  your  online  ac- 
tivities, the  following  information 
was  prepared  to  help  you  config- 
ure your  Web  browser  so  that  it  au- 
tomatically starts  at  the  WISMED 
page  every  time  you  log  on. 

There  are  far  too  many  Web 
browsers  available  on  the  market 
today  to  be  covered  in  this  article 
so  we  have  chosen  three  of  the 
most  common  products:  Netscape 
Navigator,  Microsoft  Internet  Ex- 
plorer, and  CompuServe's  version 
of  Mosaic.  Most  browsers  have  not 
strayed  far  from  their  roots  in  the 
original  browser.  Mosaic,  so  if  you 
don't  use  one  of  the  three  products 
discussed  here,  setting  up  your 
particular  browser  should  be  a 
similar  process  and  detailed  in 
your  user  manual  or  through 
online  help. 

When  you  run  your  Web 
browser,  it  either  makes  a connec- 
tion to  the  Internet  or  verifies  the 
availability  of  an  existing  connec- 
tion. It  then  displays  the  desig- 
nated home  page  or  start  page.  This 


page  can  be  a file  on  your  com- 
puter, on  an  internal  network,  on  a 
computer  at  your  Internet  service 
provider,  or  a file  located  anywhere 
on  the  Internet. 

By  designating  a page  of  choice, 
you  can  control  where  you  begin 
your  online  activities.  There  are 
only  two  things  you  need  to  know 
to  accomplish  this:  the  Uniform 
Resource  Locator  (URL)  address  of 
the  desired  Web  page  and  where 
to  enter  this  URL  in  your  Web 
browser.  For  this  article,  the  URL 
we  will  want  to  enter  is  http:/ / 
WWW.WISMED.COM,  the  Web 
page  for  the  State  Medical  Society. 

By  following  these  simple  steps 
and  setting  up  your  Web  browser 
to  start  at  the  WISMED  page,  you'll 
be  poised  to  get  the  most  out  of 
your  Internet  experience. 

Netscape  Navigator 

Launch  Navigator  and  choose  Gen- 
eral Preferences  from  the  Options 
menu.  Now  click  on  the  Appearance 
tab.  Within  the  Start  With:  section 
of  this  window,  there  are  two  ra- 
diobuttons. Choosing  the  first  one 
allows  Navigator  to  start  with  a 


blank  page.  Choose  the  second  ra- 
dio button  thus  allowing  you  to 
designate  a specific  home  page  lo- 
cation. Then  enter  the  following 
into  the  adjacent  entry  box: 

http:/ / www.wismed.com 

Then  click  on  the  OK  button.  This 
change  will  now  be  in  effect  each 
time  you  launch  Navigator. 

Microsoft  Internet  Explorer 

Launch  Explorer  and  go  to  the 
WISMED  page.  Once  it  is  loaded, 
choose  Options  from  the  View 
menu.  Now  click  on  the  Start  Page 
tab  and  choose  the  Use  Current  but- 
ton. Then  click  on  the  OK  button. 

CompuServe  (Spry-Mosaic) 

Launch  CompuServe's  Web 
browser  and  choose  Options...  from 
the  View  menu.  Now  click  on  the 
Pages  tab.  In  the  Home  Page  section, 
type  the  following  into  the  entry 
box: 

http:/  / www. wismed.com 
Then  click  on  the  OK  button.  ❖ 
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Your  Financial  Fitness 
Nursing  Home  Insurance 

by  Michael  J.  Dolan,  CLU,  ChFC,  Madison 


ITH  A RETIREMENT  income  of 
$18,500  a year,  the  Suttons 
were  doing  just  fine.  They  watched 
their  spending,  but  did  find  money 
to  indulge  in  their  love  of  travel. 
That  is,  they  did  until  Joe  Sutton 
suffered  a stroke  and  required 
nursing  home  care.  The  nursing 
home  cost  $21,000  a year,  more 
than  their  combined  annual  in- 
come. 

Nursing  home  care,  at  the  end 
of  1990,  cost  an  average  of  just  over 
$36,000  a year,  with  costs  continu- 
ing to  rise.  Most  elderly  people, 
asked  by  the  American  Association 
of  Retired  Persons  (AARP)  how 
they  would  pay  for  such  care,  re- 
sponded that  Medicare  would 
cover  the  cost.  They  are  wrong. 
Medicare  pays  for  skilled  nursing 
care  after  hospitalization  for  a lim- 
ited period  of  time.  It  does  not  pay 
anything  for  long-term  custodial 
care,  the  kind  most  needed  by  most 
people.  Medigap  policies,  the 
supplemental  insurance  owned  by 
many  older  people,  don't  pay  for 
long-term  custodial  care  either. 

An  answer  to  this  poignant 
problem:  nursing  home  insurance. 
Now  offered  by  dozens  of  insur- 
ance companies  both  large  and 
small,  nursing  home  insurance 


Dolan  is  president  and  chief  operating 
officer  of  SMS  Insurance  Services  and 
a member  of  the  National  Association 
of  Life  Underwriters. 


may  be  the  answer  to  millions  of 
prayers.  It  is  still  a fairly  new  form 
of  insurance,  and  is  still  under  de- 
velopment, but  most  policies  pay 
a daily  benefit  (typically  ranging 
from  $80  to  $130  a day)  from  two 
years  to  lifetime  in  a nursing  home. 

Premiums  are  set  by  age  at  the 
time  the  policy  is  purchased,  and 
typically  remain  fixed  thereafter.  If 
you  take  nursing  home  coverage 
when  you're  in  your  sixties,  annual 
premiums  might  be  anywhere 
from  a couple  of  hundred  dollars 
to  a thousand  dollars  or  more,  de- 
pending on  the  company  and  on 
the  benefits  you  select.  If  you  wait 
until  you're  in  your  mid-seventies 
before  taking  out  a policy,  premi- 
ums will  be  considerably  more. 

If  you're  interested  in  nursing 
home  coverage  for  yourself  or  for 
an  elderly  parent,  talk  to  your  in- 
surance agent.  While  reviewing  the 
many  policies  available,  ask  these 
questions: 

• How  much  is  the  daily  benefit 
(you  may  be  able  to  select  an 
amount  ranging  from  $60  to 
$130  a day)  and  when  do  ben- 
efits begin  (waiting  periods  are 
often  15  or  20  days,  although 
longer  waiting  periods  may  be 
a cost-reducing  option). 

• Exactly  what  is  covered?  Nurs- 
ing home  coverage,  to  be  effec- 
tive, should  cover  custodial  care 
(such  as  meals  and  help  with 


Michael  /.  Dolan,  CLU,  ChFC 


medications)  as  well  as  skilled 
nursing  care. 

• Are  any  conditions  excluded? 
Some  policies  bar  pre-existing 
conditions;  others  specifically 
exclude  Alzheimer's  Disease. 

• Are  benefits  provided  for  home 
care?  Some  policies  have  no 
home  care  coverage;  others  pay 
half  the  daily  benefit,  for  a speci- 
fied period,  after  a stay  in  a 
nursing  home. 

• What  happens  to  the  policy  and 
the  benefits  if  you  should  move 
to  another  state?* 
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The  JD  Kabler  Mentor  Program: 
Tribute  to  Medical  Giant 


“The  JD  Kabler  Mentor  Program  will  be  a visible  reminder  of  the  impact  JD  had  on 
the  medical  students  on  this  campus,  and  provides  a specific  way  to  continue  to  improve 
upon  medical  education,  to  which  he  devoted  his  career." 

—University  of  Wisconsin  Medical  School  Dean,  Philip  M.  Farrell,  MD 


In  1985,  the  University  of  Wis- 
consin Medical  School  em- 
barked upon  a program  unique 
among  the  nation's  medical 
schools.  The  Class  Mentor  Pro- 
gram tapped  into  the  accumulated 
wisdom  and  experience  of  senior 
faculty  members  who,  in  essence, 
become  a student  in  an  assigned 
class  for  the  four  years  the  class 
spent  in  medical  school.  The  men- 
tor attended  classes,  group  discus- 
sions, lab  sessions,  clinical  rota- 
tions, as  well  as  extracurricular  ac- 
tivities, and  became  a student  ad- 
vocate. 

To  date,  ten  faculty  members 
have  taken  on  the  role  of  class  men- 
tor, advisor  and  friend  to  UW 
medical  students.  JD  Kabler,  MD 
was  the  eighth  senior  faculty  mem- 
ber to  participate  in  the  program, 
which  ended  when  funds  were  re- 
allocated in  1996. 

]D  Kabler,  mentor  and  leader 

Recognized  by  colleagues  and 
laymen  alike  as  a giant  in  medicine. 
Dr  Kabler  was  a long-time  Profes- 
sor of  Medicine  who  directed  the 
University  Health  Service  for  more 
than  two  decades,  fashioning  it 
into  one  of  the  best  college  health 
services  in  the  nation. 

As  a medical  leader  and  states- 
man he  served  as  liaison  between 


Excerpted  with  permission  from  the 
University  of  Wisconsin  Medical 
School  publication,  the  Quarterly. 


"town  and  gown"  as  President  of 
both  the  State  Medical  Society  of 
Wisconsin  (1988-89)  and  the  Dane 
County  Medical  Society  (1978-79), 
as  delegate  to  the  AMA  and  as 
Chair  of  the  SMS  Committee  on 
Medicine  and  Ethics  and  the 
Interprofessional  Relations  Com- 
mittee with  the  State  Bar  Associa- 
tion. He  directed  the  Department 
of  Medicine's  Headache  Clinic  and 
developed  an  early  interest  in  psy- 
chosomatic medicine.  Dr  Kabler 
particularly  enjoyed  bedside  teach- 
ing as  he  attended  rounds  with  stu- 
dents. 

When  he  retired  in  1992,  Dr 
Kabler  became  a class  mentor, 
bringing  to  the  job  the  enthusiasm 
and  talents  that  had  served  him  so 
well  in  other  positions.  Most  stu- 
dents relished  their  time  with  him 
and  appreciated  his  positive  pres- 
ence. He  died  unexpectedly  in 
March  of  1995,  leaving  a legacy  that 
few  will  be  able  to  emulate  — be- 
loved teacher,  dynamic  orator,  out- 
spoken leader,  humanitarian. 

UW  Medical  School  Dean  Philip 
M.  Farrell,  MD,  committed  to  rein- 
stating the  mentor  program,  has 
asked  the  University  of  Wisconsin 
Foundation  to  lead  an  effort  to 
raise  private  support  for  the  newly 
named  JD  Kabler  Mentor  Program 
in  honor  of  the  late  Professor  of 
Medicine  who  served  the  Medical 
School  for  nearly  four  decades  and 
who  was  Mentor  for  the  Class  of 
1996.  The  Foundation  is  cooperat- 
ing with  JD's  widow,  Mrs  Bea 
Kabler,  the  State  Medical  Society  of 
Wisconsin  Foundation  and  a steer- 
ing committee  comprised  of  fac- 


ulty members  and  others  who  be- 
lieve that  the  mentor  is  an  invalu- 
able asset  to  the  medical  school. 

After  a decade  of  experience,  the 
consensus  is  that  the  mentor  pro- 
gram has  been  worthwhile  and  it 
has  improved  medical  student 
education  at  the  UW.  "The 
program's  results  are  intangible— 
they  can't  be  measured,"  claims 
Emeritus  Professor  of  Pediatrics 
and  former  Associate  Dean  for 
Academic  Affairs  Charles  Fobeck, 
MD,  who  was  influential  in  initi- 
ating the  program.  "But  we  know 
that  the  mentors  have  remembered 
their  classes  and  the  classes  have 
remembered  their  mentors 
warmly.  That  much  is  clear." 

Committee  members 

Currently,  the  steering  committee 
members  for  the  JD  Kabler  Men- 
tor Program  are  as  follows:  Charles 
Lobeck,  Professor  Emeritus,  Chair; 
Robert  Schilling,  Professor  Emeri- 
tus; Peter  Eichman,  Professor 
Emeritus;  Betty  Bamforth,  Profes- 
sor Emeritus;  William  Segar,  Pro- 
fessor Emeritus;  Benton  Taylor, 
Professor  Emeritus;  Pamela  Wil- 
son, Associate  Professor  of  Medi- 
cine; Mrs  JD  (Beatrice)  Kabler;  H. 
Bernard  Maroney  II,  Attorney; 
Julie  Hein,  State  Medical  Society  of 
Wisconsin  Foundation. 

If  you  are  interested  in  obtain- 
ing more  information  about  the 
program,  please  contact  Patricia 
Franson,  Director  of  Development, 
University  of  Wisconsin  Medical 
School,  (608)  262-3020,  or  Julie 
Hein  with  the  SMS  Foundation  at 
(800)  362-9080. ❖ 
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CHARITY  GOLF  CLASSIC  SPONSORS 


The  SMS  Foundation,  Inc.  would  like  to  acknowledge  the  following  companies  and  individuals  who 
contributed  to  the  seventh  annual  Charity  Golf  Classic.  The  success  of  the  event  can  be  attributed  to 
the  dedication,  energy,  and  financial  commitment  of  these  sponsor  participants: 


A.G.  Edwards  & Son 
Abbott  Laboratories 
American  Medical  Association 
Atlantic  Mutual  Companies 
Bank  One  Investment  Management 
Bristol-Myers  Squibb  Company 
Burkhalter  Travel  Agency 
Cellular  One 
Dean  Medical  Center 
Eli  Lilly  and  Company  Foundation 
Firstar-Madison 

The  Fiore  Companies  (Heidel  House) 
Grant  Thornton 
Hewlett  Packard 


Physicians  Insurance  Company  of 
Wisconsin 

Physicians  Plus  Medical  Group 
The  Radisson  Inn 
Rock  County  Medical  Society 
SMS  Insurance  Services,  Inc. 
Suby  Von  Haden 
T.E.  Brennan  Company 
Valcom/More  Than  Computers,  Inc. 
Kenneth  M.  Viste,  Jr.,  MD 
Wisconsin  Physicians  Service 


Hoechst  Marion  Roussel 
INTRAV 

Madison  Concourse  Hotel  & 
Governor's  Club 

Marshfield  Clinic 
Medical  Science  Laboratories 
Milwaukee  County  Medical  Society 
The  Pfister  Hotel 


Participants  in  the  7th  charity  golf  outing  getting  ready  for  a 
round  of  play  at  the  Janesville  Country  Club. 
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SMS  Foundation, 

The  individuals  and  organiza- 
tions named  below  made 
contributions  to  the  SMS  Founda- 
tion, Inc.  from  February,  1996  - 
August,  1996. 

Special  Projects 
and  Contributions 

General  Fund 

Ellen  A.  Blando,  MD 
Brown  County  Medical  Society 
Alliance 

Anton  S.  Dorn,  MD 
Charles  Holmburg,  MD 
Mrs  William  C.  Janssen!  in 
appreciation  of  Dr  Michael 
Peterson) 

La  Crosse  County  Medical  Society 
Manitowoc  County  Medical 
Society  Alliance 
Edwin  M.  Overholt,  MD 
Winnebago  County  Medical 
Society  Alliance 

Medical  Outcomes 
Research  Project 

Dane  County  Medical  Society 
Jefferson  County  Medical  Society 
Oconto  County  Medical  Society 
Physician  Insurance  Company 
of  Wisconsin 

Portage  County  Medical  Society 
Searle-Monsanto  Company 
Vernon  County  Medical  Society 
Washington  County  Medical 
Society 

Wood  County  Medical  Society 

Physician's  Benevelent 
Assistance  Fund 

Williams  E.  Martens,  MD 

General  Scholarship  Fund 

Anthony  Vastola,  Jr.,  MD 

Amy  Hunter-Wilson,  MD 
Scholarship  Fund 

Anne  C.  Weiss,  DO 

V.  A.  Baylon  Scholarship  Fund 

All  Saints  Laboratories 


Inc.  Donors 

Associated  Laboratory  Physician 
Service,SC 

Stanley  M.  Englander,  MD 
St.  Mary's  Medical  Center 
Laboratory  Staff 

General  Student  Loan  Fund 

Janice  M.  McClelland, MD 
Douglas  A.  Olson,  MD 
Tracy  Robertson,  MD 
Henry  J.  Simpson,  MD 
Mary  A.  Washington, MD 

Green  County  Student  Loan  Fund 

Green  County  Medical  Society 

Nelson  Industries  Scholarship 

NMC  Projects,  Inc. 

Wisconsin  Association  for 
Senior  Physicians  (WISP) 

Robert  Lehner,  MD 

Memorial  Gifts  made  from 
February  - August,  1996 

Mr  and  Mrs  Thomas  Adams 
Jane  and  Jim  Anderson 
Dr  and  Mrs  Lewis  Anthony 
Mary  Belz 

Dr  and  Mrs  Irwin  Bruhn 
Jean  and  Tom  Buege 
Dane  County  Medical  Society 
Dr  and  Mrs  Donald  Dieter 
James  and  Sandra  Esselman 
Fond  Du  Lac  County  Medical 
Alliance 
Sally  Frankey 
Julie  Hein 
Kris  Hensen 

Gerald  C.  Kempthorne,  MD 

Rick  Koffarnus 

Kathleen  Mohelnitzky 

Dr  and  Mrs  Eugene  Nordby 

State  Medical  Society  of  Wisconsin 

Norma  Swenson 

Jane  Wright 

In  Memoriam 

In  loving  memory  of  those  indi- 
viduals who  will  grace  our  paths 
forever. 

Fred  J.  Ansfield,  MD 
George  Berglund,  MD 


Harold  E.  Cook,  MD 

Victor  J.  Cordes,  MD 

Frank  L.  DeGroat,  Jr.,MD 

Charles  W.  Docter,  MD 

Carl  A.  Ender,  MD 

Carl  F.  Glienke,  MD 

Russell  E.  Griffin 

Delores  Griffith 

Brent  L.  Gunsolly,  MD 

Nesim  Halfon,  MD 

Frederick  J.  Hofmeister,  MD 

Stanley  W.  Hollenbeck,  MD 

Ramona  Huebner 

Howard  Klopf,  MD 

Leo  Legare 

Dallas  Mayo 

Jim  L.  Moore 

Gideon  A.  Oren,  MD 

Albon  Overgard,  MD 

Jim  Pieters 

Albert  Popp,  MD 

Glenway  L.  Rothenmaier,  MD 

Richard  J.  Rowe,  MD 

Jack  D.  Schroeder,  MD 

Alwin  Schultz,  MD 

Robert  L.  Schwab,  MD 

Frederick  D.  Skemp,  MD 

Esther  Suda 

Naomi  Yost 

Jane  D.  Zelenski,  DO 

Clarence  Edward  Zenner,  MD 

The  individuals  named  below 
made  contributions  to  the  Chari- 
table, Educational  and  Scientific 
Foundation  through  the  SMS 
membership  dues  statement  from 
February  1996-  August  1996. 

Frank  H.  Belfus,  MD 
Bruce  B.  Berry,  MD 
David  P.  Cattau,  MD 
Robert  T.  Cooney,  MD 
William  P.  Crowley,  Jr.,  MD 
Joseph  M.  Drinka,  MD 
Richard  W.  Edwards,  MD 
Michael  S.  Garrity,  MD 
Michael  G.  Ginder,  MD 
Gretchen  Guernsey,  MD 
Stephen  W.  Hargarten,  MD 
Mark  W.  Jeffries,  MD 
George  Robert  Kaftan,  MD 
Theodore  J.  Kern,  MD 
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Jane  H.  Koll-Frazier,  MD 
Paul  J.  Leehey,  III,MD 
Gary  Leong,  MD 
Albert  A.  Lorenz,  MD 
Rolf  S.  Lulloff,  MD 
James  A.  Meyer,  MD 
Charles  E.  Miley,  III,  MD 
Frank  E.  Nichols,  MD 


Saleh  A.  Obaid,  MD 
John  F.  Pederson,  MD 
John  R.  Phillips,  MD 
Samuel  G.  Poser,  MD 
Deborah  M.  Reisen,  MD 
Terrance  M.  Scheid,  MD 
John  K.  Scott,  MD 
Sidney  Shindell,  MD 


County  Society  News 


Brown.  The  following  physicians 
have  been  elected  to  membership 
in  the  Brown  County  Medical  So- 
ciety: Saied  J.  Assef;  Gail  S.  Carels, 
MD;  W.  Scott  Dougherty,  MD; 
Alessandra  M.  Gadsby,  MD;  Ranee 
J.  Hafner,  MD;  Charles  R.  Heron, 
MD;  John  M.  Janczakowski,  MD; 
Jeffery  W.  Keller,  MD;  Adria  A. 
Matioc,  MD;  Erich  J.  Quidzinski, 
DO;  Paul  M.  Rosenthal,  DO;  Jack 
A.  Swelstad,  MD;  Susan  J.  Wells, 
MD;  and  Jane  Kay  Witman,  MD. 

Dane.  The  following  physicians 
have  been  elected  to  membership 
in  the  Dane  County  Medical  Soci- 
ety: Brian  B.  Bachhuber,  MD;  Glen 
O.  Baird,  MD;  Ellen  M.  Barbouche, 
MD;  Theresa  L.  Behrs,  MD;  Jeffrey 
J.  Berti,  MD;  Don  E.  Breckbill,  MD; 
Dympna  A.  Coll,  MD;  David  A. 
Cooke,  MD;  Marjorie  A.  DiMaggio, 
MD;  Jon  C.  Gould,  MD;  Sherri 
Hanser-Grant,  MD;  Glenn  J.  Jarrett, 
MD;  Wendi  Johnson,  MD  Richard 
H.  Lange,  MD;  Tricia  J.  Langlois, 


AMA  Awards 

The  Wisconsin  physicians 
listed  below  recently  earned 
AMA  Physician's  Recognition 
Awards  for  August,  1996.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratu- 


MD; Kevin  S.  McAllister,  MD;  Ri- 
chard C.  Parfitt,  MD;  Anoo  P.  Patel, 
MD;  Jennifer  L.  Pearson,  MD; 
Layton  F.  Rikkers,  MD;  Steven  P. 
Siewert,  MD;  Joel  P.  Spaulding, 
MD;  Kristin  A.  Steffen,  MD; 
Norbert  R.  Straub,  MD;  Karen  A. 
Swanson,  MD;  Sheila  K.  Thakor, 
MD;  Diane  L.  Wendland,  MD; 
Melinda  J.  Woofter,  MD;  Nancy  N. 
Wu,  MD;  and  Michelle  S.  Yao,  MD. 

Green  Lake  Waushara.  Timothy 
Johnson,  MD,  has  been  elected  to 
membership  in  the  Green  Lake 
Waushara  County  Medical  Society. 

Marathon.  Nicholas  Peter 
Wyskoarko,  MD,  has  been  elected 
to  member  ship  in  the  Marathon 
County  Medical  Society. 

Outagamie.  Brian  K.  Scott,  MD, 
has  been  elected  to  membership  in 
the  Outagamie  County  Medical  So- 
ciety. 


lations.  The  * indicates  members 
of  the  SMS. 

* Britton,  Jeffrey  W. 

* Cold,  Christopher  J. 

* Fox,  Theodore  C. 

* Fruchtman,  Martin  Z. 

* Hardacre,  Jerry  M. 

* Larson,  Paul  A. 


George  E.  Skemp,  MD 
Geoffrey  L.  Smith,  DO 
Thomas  J.  Strick,  MD 
Philip  A.  Swanson,  MD 
Steven  S.  Ulrich,  MD 
William  P.  Wendt,  MD 
Joseph  F.  Wepfer.  MD 
John  H.  Wishart,  MD  ❖ 


Pierce/St.  Croix.  The  following 
physicians  have  been  elected  to 
membership  in  the  Pierce/St.  Croix 
County  Medical  Society:  Jeffrey 
David  Larsen,  MD,  and  Ranjit 
Reggie  Singh,  MD. 

Rock.  The  following  physicians 
have  been  elected  to  membership 
in  the  Rock  County  Medical  Soci- 
ety: Thomas  N.  Berscheid,  MD; 
Pierre  S.  Charles,  MD;  Matthew  W. 
Heniges,  MD;  Meridyth  K.  Munns, 
MD;  Colleen  J.  O'Rourke,  MD;  Jon 
D.  Radcliffe,  DO;  Alice  M. 
Townshend,  MD;  and  Paul  C. 
Tregoning,  MD. 

Washington.  The  following  phy- 
sicians have  been  elected  to  mem- 
bership in  the  Washington  County 
Medical  Society:  Majdi  M.  Abu- 
Salih,  MD;  David  F.  Brown,  MD; 
Kaizad  P.  Machhi,  MD;  and  Leslie 
H.  Gombus,  MD.*:* 


* Meyer,  Diane  J. 

* Nandyal,  Rajagopal  R. 

* Opoien,  James  W. 

* Pryba,  David  E. 

* Schmidt,  Benjamin  T. 

* Schwartz,  Walter  R. 

* Strickler,  John  C. 

* Tiu,  Alfonso  L. 

* Wolschleger,  Kevin  G. 
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Physician  Briefs 

Mark  Balas,  MD,*  joined  Kevin 
Tadych,  MD,  in  practice  at  the 
Northern  Wisconsin  Bone  and 
Joint  Center  in  Woodruff,  in  the 
practice  of  pediatric  and  adult  or- 
thopedic service.  He  earned  his 
medical  degree  from  the  Medical 
College  of  Wisconsin  in  Milwau- 
kee, and  completed  his  ortho- 
paedic surgery  residency  at 
McClaren  Regional  Center  in  Flint, 
Mich.  Dr  Balas  completed  his  pe- 
diatric training  in  Dallas  at  the 
Texas  Scottish  Rite  Hospital,  a 
world-renowned  pediatric  facility. 

Jane  Byrd,  MD,*  a pediatric  spe- 
cialist, recently  joined  the  medical 
staff  of  the  Mayo  Health  System, 
Midelfort's  branch  office  in 
Chippewa  Falls.  She  earned  her 
medical  degree  from  the  Univer- 
sity of  Wisconsin  and  completed 
her  residency  at  Brown  University, 
Rhode  Island  Hospitals,  Provi- 
dence, RI.  Dr  Byrd  completed  a fel- 
lowship in  Pediatric  Emergency 
Medicine  at  Wyler  Children's  Hos- 
pital in  Chicago,  111. 

Mary  Beth  Cass,  MD,*  a pediatri- 
cian, joined  the  medical  staff  of  the 
Sheboygan  Clinic.  She  earned  her 
medical  degree  at  Ohio  State  Uni- 
versity College  of  Medicine  in  Co- 
lumbus, Ohio.  She  completed  her 
internship  at  Children's  Hospital 
in  Columbus  and  a pediatric  resi- 
dency at  the  university  of  Virginia 
Medical  Center,  Charlottesville,  Va. 

Richard  A.  Chase,  MD,  an  obste- 
trician and  gynecologist,  joined  the 
medical  staff  of  Sheboygan 
Women's  Health.  He  earned  his 
medical  degree  from  the  Univer- 
sity of  Utah  School  of  Medicine, 
Salt  Lake  City.  He  completed  his 
internship  at  LDS  Hospital/Uni- 
versity of  Utah  Affiliated  Hospitals 
in  Salt  Lake  City  and  his  residency 
at  Sinai  Hospital  in  Baltimore. 


David  M.  Fantle,  MD,*  a neurolo- 
gist, recently  joined  Mercy 
Walworth  Medical  Center.  His  spe- 
cialty involves  the  diagnosis  and 
treatment  of  disorders  or  abnor- 
malities that  affect  the  nervous  sys- 
tems. He  earned  his  medical  degree 
from  the  University  of  Wisconsin 
Medical  School  in  Madison,  and 
completed  his  residency  in  neurol- 
ogy at  the  Medical  Center  Hospi- 
tal of  Vermont,  Burlington,  Vt. 

Douglas  A.  Fehrman,*  MD,  an  or- 
thopedist, joined  the  medical  staff 
of  the  Sheboygan  Clinic.  He  earned 
his  medical  degree  from  the  Uni- 
versity of  Wisconsin  Medical 
School  in  Madison,  and  completed 
an  orthopaedic  surgery  residency 
program  at  the  University  of  Wis- 
consin Hospitals  and  Clinics, 
Madison.  Dr  Fehrman  is  a mem- 
ber of  the  State  Medical  Society  of 
Wisconsin,  the  Sheboygan  County 
Medical  Society,  the  American 
Academy  of  Orthopaedic  Sur- 
geons, and  the  American  Medical 
Association. 

Mitchell  V.  Gossman,*  MD,  a 

neuro-ophthalmologist  has  joined 
the  medical  staff  of  the  Eye  Clinic 
of  Wisconsin.  His  practice  includes 
neuro-ophthalmology,  general 
ophthalmology,  consultation  and 
surgery.  He  is  a graduate  of  the 
College  of  Biological  Sciences  at  the 
University  of  Minnesota  where  he 
was  awarded  two  bachelor  of  sci- 
ence degrees,  one  in  biochemistry 
and  the  other  in  genetics  and  cell 
biology.  He  earned  his  doctor  of 
medicine  degree  from  the  Univer- 
sity of  Minnesota  Medical  School. 
Dr  Gossman  completed  his  resi- 
dency and  fellowship  at  the  Mayo 
Clinic  Graduate  School  of  Medi- 
cine, Rochester,  Minn. 

Elizabeth  Hagen,  MD,*  a pediatri- 
cian, joined  the  staff  of  Cedar  Mills 


Medical  Group.  She  earned  her 
medical  degree  from  the  Medical 
College  of  Wisconsin  in  Milwau- 
kee. She  completed  her  residency 
at  Children's  Hospital  of  Wiscon- 
sin. Dr  Hagen  is  a member  of  the 
American  Academy  of  Pediatrics, 
State  Medical  Society  of  Wisconsin 
and  Milwaukee  County  Medical 
Society. 

David  Kuplic,  MD,  and  orthope- 
dic surgeon,  has  joined  the  medi- 
cal staff  of  the  Valley  Orthopaedic 
Clinic  in  Appleton.  He  completed 
his  education  at  Brown  University 
in  Rhode  Island  and  Washington 
University  in  St.  Louis,  Mo. 

James  T.  Mulry,  MD,*  was  ap- 
pointed as  vice  chairman  of  the 
State  Medical  Society  Commission 
on  Addictive  Diseases.  The  role  of 
the  Commission  on  Addictive  Dis- 
eases is  to  study  the  treatment  of 
addictions,  such  as  nicotine,  gam- 
bling, alcohol  and  other  drug 
abuse,  and  make  treatment  recom- 
mendations to  the  State  Medical 
Society,  which  then  makes  those 
recommendations  available  to 
physicians  throughout  Wisconsin 
and  the  state  government.  Doctor 
Mulry  is  a board  certified  family 
medicine  physician. 

Stephen  C.  Riggs,  MD,*  a family 
practitioner,  has  joined  the  staff  of 
the  Lort  Atkinson  Medical  Center. 
He  earned  his  medical  degree  and 
completed  his  residency  in  family 
practice  from  State  University  of 
New  York  Health  Science  Center  in 
Syracuse. 

Sara  Rybarczyk,  MD,  an  internal 
medicine  specialist,  joined  the  Uni- 
versity Community  Clinics  in 
Stoughton.  She  earned  her  medi- 
cal degree  from  the  University  of 
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Wisconsin  School  of  Medicine  and 
completed  her  residency  at  the 
University  of  Wisconsin  Hospital 
and  Clinics. 

Bhavna  Sheth,  MD,*  an  ophthal- 
mologist, was  appointed  assistant 
professor  of  ophthalmology  at  the 
Medical  College  of  Wisconsin.  She 
will  practice  at  the  Eye  Institute, 
providing  general  ophthalmology 
services.  She  earned  her  medical 
degree  in  1992  from  the  Medical 
College  of  Wisconsin,  and  com- 
pleted her  ophthalmology  resi- 
dency at  the  Eye  Institute,  where 
she  served  as  chief  resident  in  her 
final  year.  Dr  Sheth  is  a diplomate 
of  the  National  Board  of  Medical 
Examiners,  licensed  in  medicine 
and  surgery. 

Thomas  Stoiber,  MD,*  a cardiolo- 
gist, joined  the  medical  staff  at  the 
Monroe  Clinic.  He  earned  his 
medical  degree  at  the  University  of 
Wisconsin  Medical  School.  He 


Obituaries 

Behnke,  George  A.,  MD,  78,  a fam- 
ily practitioner  from  Appleton, 
died  July  15,  1996.  He  earned  his 
medical  degree  from  the  Univer- 
sity of  Wisconsin,  Madison.  He 
served  three  years  of  active  service 
in  the  United  States  Army  Medical 
Corps  during  World  War  II.  Dr 
Behnke  practiced  medicine  for  34 
years  with  the  Kaukauna  Clinic 
and  nine  years  of  emergency  medi- 
cine at  St.  Mary's  Hospital,  Green 
Bay.  He  was  past  president  of  the 
Outagamie  County  Medical  Soci- 
ety, State  Medical  Society,  St.  Eliza- 
beth Hospital  Staff,  and  Kaukauna 
Community  Hospital  staff.  He  was 
a member  of  the  State  Medical  So- 


completed his  residency  in  Inter- 
nal Medicine  and  a fellowship  in 
Cardiovascular  Diseases  at  the 
Medical  College  of  Wisconsin.  Dr 
Stoiber  was  awarded  a fellow  in 
Interventional  Cardiology  and  Pe- 
ripheral Interventions  at  the  Car- 
diovascular Institute  of  the  South 
in  Houma,  La.  He  is  a member  of 
the  American  College  of  Cardiol- 
ogy, State  Medical  Society  of  Wis- 
consin, and  the  American  College 
of  Physician  Executives. 

Dean  Tomasello,  MD,  joined  the 
staff  at  Lakeland  Medical  Center. 
He  earned  his  medical  degree  from 
the  Medical  College  of  Wisconsin. 
He  completed  his  residency  in  fam- 
ily medicine  at  Spartanburg  Re- 
gional Medical  Center,  SC. 

John  D.  Van  Liere,  MD,*  was 

awarded  membership  in  the  Fifty 
Year  Club  of  the  State  Medical  So- 
ciety of  Wisconsin.  This  award  is 
given  to  physicians  for  50  or  more 
years  of  service  to  the  profession 
of  medicine. 


ciety  50  Year  Club,  University  of 
Wisconsin  Medical  School  Alumni 
Board,  State  Board  of  American 


Cyd  Charisse  Williams,  MD,*  a 

pediatrician  and  sports  medicine 
specialist,  joined  the  medical  staff 
of  Physicians  Plus.  She  graduated 
from  the  University  of  Missouri- 
Columbia  in  biology,  and  earned 
her  medical  degree  from  the  Uni- 
versity of  Wisconsin  Medical 
School,  Madison.  She  completed 
her  residency  in  pediatrics  and  a 
fellowship  in  sports  medicine.  Dur- 
ing her  residency.  Doctor  Williams 
received  the  Pediatric  Resident 
Teaching  Award  and  the  Medical 
Advisor-Satellite  Program  for  ado- 
lescent Parents.  She  is  a physician 
for  the  USA  Track  and  Field  Team 
and  will  travel  with  the  team.  Dr 
Williams  is  also  a medical  advisor 
for  the  Wisconsin  head  coach  of 
Wisconsin's  chapter  of  USA  Track 
and  Field  and  West  Side  Track  and 
Field  Club.  She  is  a member  of  the 
American  Academy  of  Pediatrics, 
the  American  College  of  Sports 
Medicine,  and  American  Medicine 
Society  for  Sports  Medicine.*:* 


Academy  of  Emergency  Physi- 
cians, The  Outagamie  County 
Heart  Association  Board,  and  was 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  SMS  Foundation  offers  physicians  a 
unique  opportunity  to  provide  a living  memorial  to  a loved  one  or 
friend  through  a gift  to  the  Foundation.  A memorial  contribution 
can  provide  financial  aid  to  a needy  medical  student,  help  stimulate 
research  on  behalf  of  the  public  health  or  aid  in  the  preservation  of 
Wisconsin's  medical  history.  When  a memorial  gift  is  made  to  the 
Foundation,  the  deceased  person's  family  receives  a special  card 
with  the  name  of  the  donor.  For  more  information,  contact  the  Foun- 
dation staff  at  the  SMS.*:* 
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a pioneer  of  the  County  Polio 
Board,  for  which,  he  helped  orga- 
nize the  Sabin  Vaccine  Crusades  in 
1963-64.  He  was  an  avid  golfer,  bird 
hunter  and  fisherman,  and  was  re- 
nowmed  for  his  superior  skills  as  a 
gardener.  He  is  survived  by  his 
wife,  Leigh,  four  children:  Mary 
Place  of  Yakima,  Wash;  Carol 
Scheidenhelm  of  Belvedere,  111;  Sue 
von  Haden  of  Green  Bay;  and 
George  Behnke  of  Eagan,  Minn; 
and  10  grandchildren. 

Berglund,  George  A.,  MD,  81,  a 

Milwaukee  neurosurgeon  and 
neurologist,  died  July  23, 1996.  He 
is  survived  by  his  wife  of  50  years, 
Laura  Naas  Berglund,  his  daugh- 
ter, Helene  Berglund,  of  Chicago, 
111,  his  son,  G.  Darrell  Gerglund,  of 
San  Francisco,  Calif,  and  his  grand- 
daughter, Alexandra  Berglund,  of 
San  Francisco,  Calif.  Born  in  Se- 
attle, Wash,  Dr  Berglund  received 
his  bachelor's  degree  from  the  Uni- 
versity of  Washington  in  1938,  and 
his  masters  and  medical  degrees 
from  the  University  of  Oregon  in 
1942.  Following  an  internship  at 
the  University  of  Wisconsin  Hos- 
pital, he  served  in  the  US  Navy  in 
the  Pacific  during  World  War  II. 
After  training  in  neuropsychiatry 
at  the  University  of  Pennsylvania, 
he  completed  residencies  in  neu- 
rology at  the  Harvard  University 
Medical  School  Service,  and  in  neu- 
rological surgery  at  the  University 
of  Wisconsin  Medical  School, 
where  he  was  an  Assistant  Clini- 
cal Professor  of  Neurology.  He  con- 
ducted his  private  practice  in  neu- 
rological surgery  in  Madison  from 
1952  through  1961,  and  in  Milwau- 
kee from  1961  through  1987.  From 
1987  through  1993,  he  was  actively 
engaged  in  performing  indepen- 
dent Medical  Evaluations,  and 
serving  on  certification  and  review 
committees.  Board  certified  in  both 
neurosurgery  and  neurology,  and 


a Diplomat  of  the  American  Board 
of  Neurological  Surgery  and  the 
American  Board  of  Psychiatry  and 
Neurology,  Doctor  Berglund  was  a 
member  of  the  American  Associa- 
tion of  Neurological  Surgeons,  the 
Medical  Society  of  Milwaukee 
County,  the  State  Medical  Society 
of  Wisconsin,  the  Chicago  Neuro- 
surgical Society  and  the  Interurban 
Neurological  Society. 

Carlson,  David  J.,  MD,  78,  a 

Wauwautosa  pathologist  died  July 

6. 1996.  Doctor  Carlson  graduated 
from  St.  Francis  Seminary  and 
Marquette  University  writh  an  MD 
degree  from  Marquette  in  Febru- 
ary 1943.  He  served  in  the  US  Navy 
in  World  War  II.  He  was  Director 
of  Laboratories  at  St.  Mary's  Hos- 
pital from  1965-1985  and  President 
of  St.  Mary's  Medical  staff  from 
1976-1979.  He  served  as  President 
of  Milwaukee  County  Medical  So- 
ciety, Marquette  University 
Alumni  Association,  Milwaukee 
Division  of  the  American  Cancer 
Society,  Catholic  Physician's  Guild 
of  Milwaukee,  and  Wisconsin  So- 
ciety of  Pathologists.  He  is  sur- 
vived by  his  wife,  Louise  and  three 
daughters:  Mary  Ficke,  Patricia 
Carlson  and  Margaret  Carlson. 

Denio,  Martin  J.,  MD,  70,  an  an- 
esthesiologist of  Eagle,  died  July 

20. 1996.  He  served  in  the  US  Navy 
as  a pharmacist's  mate  1st  class  on 
the  hospital  ship  USS  Samaritan  in 
the  South  Pacific  during  World  War 
II.  He  was  discharged  from  the  US 
Navy  in  April  of  1946.  In  1953,  he 
earned  his  medical  degree  from 
Marquette  University  Medical 
School.  He  completed  his  intern- 
ship at  St.  Joseph's  Hospital  and  his 
residency  in  anesthesia  at  the  Vet- 
erans' Hospital,  Milwaukee,  in 
June  of  1956.  He  was  instrumental 
in  developing  the  Heart  Anesthe- 
sia Program  at  St.  Luke's  Hospital 


in  Milwaukee,  where  he  practiced 
for  35  years.  Dr  Denio  was  a mem- 
ber of  the  Medical  Society  of  Mil- 
waukee County,  the  State  Medical 
Society  of  Wisconsin,  the  Society  of 
Cardiovascular  Anesthesiologists, 
diplomate  of  the  American  Board 
of  Anesthesiology,  and  fellow  of 
the  American  College  of  Anesthe- 
sia. He  is  survived  by  his  wife, 
Theresa;  two  daughters,  Sandra 
Hanson  and  Suzanne  Rose,  both  of 
Eagle,  and  twro  grandchildren;  Wil- 
liam P.  Emslie  and  Elyse  Rose. 

Klieger,  Jack  A.,  MD,  83,  an  obste- 
trician and  gynecologist  from  Mil- 
waukee, died  August  7,  1996.  He 
earned  his  medical  degree  from 
Marquette  Medical  School  in  1941 . 
He  completed  his  internship  and 
residency  at  Milwaukee  County 
Hospital.  Five  times  he  received 
the  clinical  teaching  award  from 
the  senior  class  at  the  Medical  Col- 
lege of  Wisconsin.  He  headed  St. 
Joseph's  obstetric  and  gynecology 
department  from  1958-1970,  and 
was  medical  director  at  the  Salva- 
tion Armv's  Booth  Memorial  Hos- 
pital from  1968-1978.  Dr  Klieger 
was  instrumental  in  establishing 
the  high-risk  obstetrics  program  at 
St.  Joseph's,  and  in  1964  he  wras 
honored  for  his  research  by  the 
Central  Association  of  Obstetrics 
and  Gynecology  The  Medical  Col- 
lege of  Wisconsin  gave  him  its 
alumnus  of  the  year  award  in  1993. 
He  was  a member  of  the  State 
Medical  Society's  50  Year  Club,  The 
Medical  Society  of  Milwaukee 
County,  Milwaukee  Gynecological 
Society,  Wisconsin  Obstetrics  and 
Gynecological  Society,  Mihvaukee 
Academy  of  Medicine,  and  Mil- 
waukee Obstetrical  Club.  He  is  sur- 
vived by  his  wife,  Elaine,  and  one 
daughter,  Jacqueline  Klieger,  of 
Houston,  a registered  nurse  wTho 
works  with  organ  transplants. ❖ 
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author. 

Preparation  of 
scientific  manuscripts 

• Submit  papers  to:  Wisconsin 
Medical  Journal,  PO  Box  1109, 
Madison,  WI  53701;  Ph:  608-257- 
6781  or  1-800-362-9080;  FAX: 
608-283-5401;  or  E-Mail: 
LynneB@SMSWI.ORG. 

• Computer-generated  or  typed 
manuscripts  must  be  submitted 
in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side 
only  of  standard-sized  white 
bond  paper,  using  1-inch  mar- 
gins. Double-space  throughout. 
Electronic  submissions  are  also 
possible.  A printed  copy  must 
accompany  all  disk  and  elec- 
tronic submissions. 

• Organization  for  scientific  pa- 
pers. The  following  outline  is 
recommended: 

Abstracts — 150  words  or  less, 
stating  the  problem  considered, 
methods,  results  and  conclu- 
sions. Cite  no  references. 

Methods — Describe  the  selec- 
tion of  observational  or  experi- 
mental subjects,  including  con- 
trols. Identify  the  methods,  pro- 
cedures and  equipment  well 
enough  to  allow  replication. 

Results — Provide  results  in 
the  test,  tables  or  illustrations.  If 


tables  or  illustrations  are  used, 
emphasize  or  summarize  only 
the  most  important  observa- 
tions in  the  text. 

Discussion — Discuss  the  con- 
clusions that  follow  from  the  re- 
sults, as  well  as  their  limitations 
and  relations  to  other  studies. 
Show  how  the  conclusions  re- 
late to  the  purpose  of  the  study. 
Recommendations,  when  ap- 
propriate, may  be  included. 

References — Limit  to  20.  Au- 
thors are  responsible  for  the  ac- 
curacy and  completeness  of  ref- 
erences. References  must  follow 
AMA  style  and  abbreviations  of 
journal  names  must  follow 
those  in  Index  Medicus.  Consult 
the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations 
and  tables  taken  from  other  pub- 
lications, and  submit  written 
permission  to  reprint  from  the 
copyright  holders. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their 
use  in  the  text.  Acceptable  ab- 
breviations of  clinical,  technical 
and  general  terms  can  be  found 
in  the  AMA  Manual  for  Authors 
and  Editors  and  AMA  Manual  of 
Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  par- 
ticular to  conversations  among 
medical  personnel  are  inappro- 
priate in  scientific  writing.  (Ex- 
amples: For  “presented  with" 
use  "had;"  for  "experienced  a 
weight  loss"  use  "lost  weight.") 

• Supply  the  full  and  correct 
names  of  drugs.  Use  generic 
names  of  drugs,  unless  the  spe- 
cific trade  name  of  a drug  is  di- 
rectly relevant  to  the  discussion. 

Continued  on  next  page 
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If  the  author  so  desires,  brand 
names  may  be  inserted  in  paren- 
theses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  In- 
ternational System  units  (SI)  in 
parentheses. 

• Provide  each  author's  full  name 
and  highest  academic  degree  in 
the  byline.  If  an  author  holds 
two  doctoral  degrees  (eg,  MD 
and  PhD,  or  MD  and  DDS),  ei- 
ther or  both  may  be  used,  ac- 
cording to  the  author's  prefer- 
ence. Honorary  American  des- 
ignations (eg  FACP  or  FACS)  are 
omitted.  If  the  author  holds  a 
doctorate,  master's  and 
bachelor's  degrees  are  omitted. 
Courtesy  titles  (eg,  Mr,  Mrs,  Ms) 
are  omitted  from  bylines  and 
text. 

Illustrations 

Authors  are  encouraged  to  submit 
photos,  graphs  and  charts  when 
such  illustrations  will  aid  in  the 
readers'  understanding  of  the  ar- 
ticle. If  color  illustrations,  suitable 
for  use  on  the  WMJ  cover  are  avail- 
able, the  author  should  notify  the 
WMJ  office  when  the  paper  is  sub- 
mitted. Use  of  art  submitted  as 
cover  illustrations  is  not  guaran- 
teed. 

Revisions 

It  is  rare  that  a paper  is  ever  ac- 
cepted without  revision  as  sug- 
gested by  the  scientific  editorial 
board  or  WMJ  editor.  When  you 
make  revisions  to  your  article, 
please  send  2 hard  copies  along 
with  an  electronic  version  on  an 
IBM-compatible  disk  so  we  will  be 
able  to  move  forward  with  publi- 
cation in  a timely  manner. 

Review  process 

Each  scientific  manuscript  is  re- 
viewed by  the  medical  editor  and 
the  members  of  the  editorial  board. 
The  opinions  of  outside  consult- 
ants may  be  sought  at  the  medical 


editor's  discretion.  The  medical 
editor  has  the  final  decision  as  to 
whether  a scientific  paper  will  be 
published. 

Socioeconomic  manuscripts  are 
reviewed  by  the  SMS  senior  staff 
and  legal  counsel.  The  SMS  execu- 
tive vice  president  has  the  final  de- 
cision as  to  whether  a socioeco- 
nomic paper  is  published. 

Editorials,  letters,  and  sound- 
ings are  reviewed  by  the  medical 
editor,  SMS  senior  staff,  and  legal 
counsel.  Authorship  of  editorials  is 
reserved  for  members  of  the  WMJ 
editorial  board,  editorial  associ- 
ates, and  SMS  elected  officials.  Edi- 
torials are  signed  by  the  authors, 
are  the  authors'  opinions,  and  do 
not  necessarily  reflect  the  policies 
of  the  SMS.  Letters  are  signed  by 
the  authors,  are  the  authors'  opin- 
ions, and  do  not  necessarily  reflect 
the  policies  of  the  SMS.  Authorship 
of  letters  is  open  to  the  public,  but 
letters  are  limited  to  500  words  and 
subject  to  editing  for  length,  clar- 
ity and  style. 

Conference  Reports 

The  Editorial  Board  will  be  pleased 
to  consider  publication  of  brief  con- 
ference reports.  The  following 
ground  rules  will  apply: 

1 .  Only  reports  of  single-topic  con- 


ferences held  in  Wisconsin  will 
be  considered. 

2.  The  topic  of  the  conference 
should  have  interest  for  a wide 
group  of  Wisconsin  physicians 
who  would  have  liked  to  attend, 
but  the  priority  was  not  high 
enough,  e.g.,  Alzheimer's  Dis- 
ease, AIDS. 

3.  The  author  should  be  the  con- 
ference chair  (or  designee). 

4.  The  report  should  focus  prima- 
rily on  what  is  "new  and  impor- 
tant" that  can  and  should  be 
used  by  the  reader. 

5.  BRIEF  is  defined  as  six  pages, 
double-spaced  typing.  In  addi- 
tion, the  author  may  provide  a 
one-page,  double-spaced  back- 
ground statement  as  to  why  the 
content  of  the  report  is  impor- 
tant for  Wisconsin  physicians. 

6.  The  conference  brochure  should 
accompany  the  report.  It  will  not 
be  published. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or 
in  whole,  without  permission  from 
the  Journal.  Abstracts  may  be  repro- 
duced without  specific  permission, 
provided  that  acknowledgement 
of  the  source  is  made.  ❖ 


Are  YOU 

ON  THE  WEB? 


Let  Wisconsin  physicians  know! 

Advertise  your 
new  Web  page 
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Classified  ads 


URGENT  CARE  - MARSHFIELD 
CLINIC.  450-physician  multispecialty 
group  seeking  family  physician  for 
Urgent  Care  practice.  Outstanding 
benefits  and  partnership  arrange- 
ments. Charles  Matenaer  1 -800-611  - 
2777,  fax  414-784-0727.  10/96 

WISCONSIN  - ON  LAKE  MICHI- 
GAN! Family  Physician  needed  to  join 
premier  multispecialty  group  in  ready- 
made practice.  Independence  with 
support  of  group.  Call  1:10.  Guaran- 
teed salary  and  benefits.  Fee  for  ser- 
vice environment.  Proximity  to  Chi- 
cago and  Milwaukee.  Call  or  send  CV 
to  Betsy  Wegusen,  1-800-546-0954, 1.D. 
#453WI,  Fax  CV:  314-726-3009,  e-mail: 
careers@cejka.com.  10-11/96 

EMERGENCY  MEDICINE:  PART- 
NERSHIPS. Be  a partner  in  your  own 
democratic  partnership  in  family  ori- 
ented communities  close  to  Milwau- 
kee. Low  volume  ED's.  Medical  Di- 
rector, full  time  and  part-time  positions 
available.  Call  414-332-6228  or  send 
CV  to  the  Emergency  Resources 
Group,  509  West  Montclaire  Avenue, 
Milwaukee,  Wisconsin  53217.  10/96 

WISCONSIN,  OCONTO  FALLS. 

BE/BC  Family  Practice  Physician 


Family  Practice 

New  clinic  facility  in  Northeastern 
Wisconsin  seeks  a Board  Certified 
Family  Practice  Physician  to  serve 
patients  on  the  Forest  County 
Potawatomi  reservation.  Great  op- 
portunity for  a physician  who  pre- 
fers interdisciplinary  practice  set- 
ting stressing  prevention.  Com- 
munity and  family  oriented  atmo- 
sphere. No  call,  excellent  salary 
and  benefits  including  life,  medi- 
cal, dental,  insurance  and  ex- 
tremely generous  holiday  and  an- 
nual leave.  If  you  enjoy  a chal- 
lenge with  a lot  of  flexibility, 
please  call  Dori  Shawano,  Health 
Administrator  at  (715)  478-7300  or 
send  resume  to  Potawatomi 
Health  and  Wellness  Center,  PO. 
Box  396,  Crandon,  WI  54520. 


needed  for  growing  practice  of  five 
physicians.  Clinic  is  based  in  a rural 
community  30  miles  north  of  Green 
Bay.  Excellent  competitive  salary  with 
benefits.  Please  send  CV  or  contact: 
Artwich  Clinic,  81 5 S.  Main  St.,  Oconto 
Falls,  WI  54154.  Phone:  414-846-3092. 

10/96-1/97 

NORTHEAST,  WISCONSIN.  Look- 
ing for  a BE/BC  Internal  Medicine 
Physician  to  join  a growing  practice  of 
five  physicians.  Clinic  is  based  in  a 
rural  community  of  Oconto  Falls,  near 
Green  Bay.  Excellent  competitive  sal- 
ary with  benefits.  Please  send  CV  or 
contact:  Artwich  Clinic,  815  S.  Main 
St.,  Oconto  Falls,  WI  54154.  Phone: 
414-846-3092.  10/96-1/9 7 


JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician 
multispecialty  group,  has  a dermatol- 
ogy position  available  at  the  Riverview 
Clinic  location  in  Janesville,  Wisconsin. 
This  is  a full  time  or  part  time  position 
to  join  two  dermatologists  at  the  clinic. 
Full  time  would  be  a 4-1/2  day  work 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary 
assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

TFN/95 


/P\  PPS  for  PSP2* 

[ P/\S|  Practices  Seeking  Physicians 
^ Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

PO.  Box  791  • Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


week  with  call  shared  equally. 
Janesville,  population  55,000,  is  a beau- 
tiful, family  oriented  community  with 
excellent  schools  and  abundant  recre- 
ational activities.  Excellent  compensa- 
tion and  benefits  are  provided.  Send 
C.V.  to  Stan  Gruhn,  M.D.,  Riverview 
Clinic,  P.O.  Box  551,  Janesville,  WI 
53547.  9-12/96 

MADISON,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  private 
multi-specialty  group  actively  recruit- 
ing a BE/BC  OB/Gyn  (residents  in  an 
approved  OB/Gyn  residency  are  eli- 
gible to  apply).  This  is  a full  time  posi- 
tion with  full  time  patient  care  office 
hours  and  full  call  (3  days  at  Sun  Prai- 
rie Clinic  and  1 day  at  East  Madison 
Clinic  with  1st  call  taken  from  offices 
in  perinatology  at  St.  Marys  Hospital). 
Qualified  applicants  should  be  compe- 
tent in  the  contemporary  practice  of 
obstetrics  and  gynecology  including 
current  surgical  techniques  such  as 
laparoscopy  and  hysteroscopy  and  a 

Continued  on  next  page 


SELECT 

OPPORTUNITIES 

Family  Practice  opportunities 
available  nationally,  ranging  from 
large  regional  multispecialty  clin- 
ics, to  single  specialty  groups,  to  a 
regional  HMO,  with  some  of  our 
newest  available  in  Wisconsin,  Il- 
linois, Michigan,  and  Iowa.  These 
desirable  positions  include: 

• Excellent  working  environ- 
ments with  desirable  call 

• Large,  small,  urban  or  semi-ru- 
ral  practices 

• Many  options  for  recreation, 
sports  and  culture 

• Excellent  salary  and  benefits,  in- 
cluding CME 

Let  us  assist  you  to  choose  the 
practice  that  fits  your  lifestyle.  For 
more  information  please  contact 
(800)  243-4353  or  send  your  CV. 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Road 
Mequon,  WI  53092 
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competency  in  vaginal  surgery.  Appli- 
cants should  have  the  ability  to  cover 
perinatology  service  with  an  interest 
and  competence  in  high  risk  ob.  Abil- 
ity to  work  effectively  and  efficiently 
with  family  practice  physicians  on  a 
referral  and  consultative  basis  is  essen- 
tial. Also  should  have  an  interest  in 
teaching  the  field  of  OB/Gyn  to  both 
OB/Gyn  residents  and  1st  year  family 
practice  residents.  Excellent  salary  with 
full  benefits.  For  more  information 
please  contact  Scott  M.  Lindblom  at 
608-250-1550  or  1-800-279-9966  or  at 
home  608-845-2390,  or  FAX  608-250- 
1441.  9-11/96 

PLATTEVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  private 
multi-specialty  group  is  actively  re- 
cruiting a BE/BC  internist  to  join  their 
affiliated  Doctors  Park  Clinic  in 
Platteville,  Wisconsin  (population 
10,000).  Their  current  staff  consists  of 
five  family  practice  physicians,  one 


Associate 
Medical  Director 
Full-Time 

PrimeCare  Wisconsin's  leading 
managed  care  organization,  now 
has  an  immediate  opportunity  to 
provide  full-time  medical  sup- 
port to  our  Utilization  Manage- 
ment, Quality  Improvement  and 
Credentialing  programs. 

Qualifications  include  MD  or 
DO  with  current  unrestricted 
Wisconsin  licensure.  Board  cer- 
tified in  a specialty,  minimum  5 
years  experience  is  preferred. 
PrimeCare  offers  a competitive 
salary  supported  by  an  out- 
standing benefits  package.  If  in- 
terested, please  submit  your  re- 
sume including  salary  require- 
ments to: 

PrimeCare 

Attn:  Human  Resources,  S120 
REQ  #4577 
PO  Box  26649 
Milwaukee,  WI  53226 

Equal  Opportunity  Employer 
F/M/V/D 


general  surgeon,  one  orthopedic  sur- 
geon and  two  physician  assistants. 
Each  physician  works  4-1/2  days  per 
week.  An  excellent  guaranteed  salary 
plus  incentive  is  provided.  There  is  also 
a loan  forgiveness  program  being  of- 
fered for  eligible  physicians.  For  more 
information  contact  Scott  M. 
Lindblom,  Medical  Staff  Recruiter, 
Dean  Medical  Center,  1808  West 
Beltline  Highway,  Madison,  Wisconsin, 
53715,  work  (608)250-1550,  home 
(608)845-2390  or  FAX  (608)250-1441. 

9-12/96 

MADISON,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician 
multispecialty  group,  is  seeking  addi- 
tional family  physicians  to  join  its  30 
member  department.  Positions  are  lo- 
cated at  our  Sun  Prairie,  East  Madison 
and  Deerfield  Clinic  locations.  All  po- 
sitions have  an  excellent  call  schedule 
and  obstetrics  is  optional.  Madison  is 
the  home  of  the  University  of  Wiscon- 
sin with  enrollment  of  over  40,000  stu- 
dents and  the  state  capital.  Abundant 
cultural  and  recreational  opportunities 
are  available  year  round.  Excellent 


South-Central  Wisconsin 
Primary  Care 
Opportunities 


Physicians  Plus  Medical  Group,  a 
multi-specialty  group  of  245+  phy- 
sicians seeks  additional  Primary 
Care  Physicians  for  its  regional 
sites.  Established  and  new  loca- 
tions. Large  call  groups.  Full  lab 
and  x-ray.  Guaranteed  salary  plus 
incentives  with  a full  benefits 
package.  Send  CV  or  call  collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)  252-8580 
FAX:  (608)282-8288 

Physicians 

#Plus 

An  Equal  Opportunity  Employer 


compensation  and  benefits  are  pro- 
vided with  employment  leading  to 
shareholder  status.  For  more  informa- 
tion contact  Scott  M.  Lindblom,  Dean 
Business  Office,  1808  West  Beltline 
Hwy.,  PO.  Box  9328,  Madison,  Wiscon- 
sin, 53715-0328,  work  at  1-800-279- 
9966,  (608)250-1550  or  at  home 
(608)845-2390.  9-12/96 

FORT  ATKINSON,  WISCONSIN. 

Fort  Atkinson  Medical  Center,  an  af- 
filiated clinic  of  Dean  Medical  Center, 
is  actively  recruiting  for  a BE/BC  fam- 
ily physician  to  join  their  six  person 
practice.  The  ideal  candidate  should 
have  an  interest  in  doing  full  range 
family  practice  including  obstetrics 
and  intensive  care  unit  work.  Call 
schedule  is  1-5  for  weekdays  and 
weekends  and  each  full  time  physician 
works  4.25  clinic  days  per  week  and 
sees  20-30  patients  per  day.  Contact 
Scott  Lindblom,  Dean  Medical  Center, 
1808  West  Beltline  Highway,  Madison, 
Wisconsin,  53715  (work)  1-800-279- 
9966,  (608)250-1 550,(home)  608-845- 
2390,  FAX  (608)  250-1441.  9-12/96 


Excellent  opportunities  are  cur- 
rently available  for  BC/BE  phy- 
sicians in  the  following  areas: 

• Pediatrics 

• Family  Practice 

• Internal  Medicine 

Beloit  Clinic,  S.C.  is  a 47-physi- 
cian multispecialty  group  lo- 
cated adjacent  to  a modern,  pro- 
gressive, 180-bed  hospital.  Ex- 
cellent family  environment,  90 
miles  from  Chicago,  in  Southern- 
Wisconsin  college  community  of 
50,000  plus  with  good  proxim- 
ity to  a variety  of  cultural  and 
lifestyle  amenities.  Guaranteed 
salary  with  incentive  and  excel- 
lent benefit  package,  plus  edu- 
cational loan  reypayment  pro- 
gram. 

Send  C.V.  to: 

James  F.  Ruethling 
Administrator 
1905  Huebbe  Parkway 
Beloit,  WI  53511 
(608)  364-2380 
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WISCONSIN  DELLS,  WISCONSIN. 

The  Dells  Clinic  in  scenic  Wisconsin 
Dells,  Wisconsin  (population  2400),  lo- 
cated 60  miles  northwest  of  Madison, 
is  seeking  one  family  physician  to  join 
their  six  physician  group.  Wisconsin 
Dells  is  an  outstanding  summer  tour- 
ist area.  The  practice  base  is  a large  ru- 
ral area  and  the  clinic  is  busy  year 
round.  St.  Clare  Hospital  in  Baraboo  is 
the  admitting  hospital  with  a 100  bed 
facility  fifteen  minutes  from  the  clinic. 
Call  is  shared  equally  with  a competi- 
tive salary  and  benefit  package  being 
offered  for  this  position.  A loan  repay- 
ment program  is  also  available  to  eli- 
gible physicians.  Contact  Scott 
Lindblom,  Dean  Medical  Center,  1808 
West  Beltline  Highway,  Madison,  Wis- 
consin, 53715,  (work)  1-800-279-9966, 
(608)250-1550,  (home)  (608)845-2390, 
FAX  (608)250-1441.  9-12/96 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville  and  Milton,  Wiscon- 
sin. Janesville,  population  55,000,  is  a 
safe,  beautiful,  family  oriented  com- 
munity with  excellent  schools  and 
abundant  recreational  activities.  Excel- 
lent compensation  and  benefits  are 
provided  with  employment  leading  to 
shareholder  status.  Send  C.V.  to  Stan 
Gruhn,  M.D.,  Riverview  Clinic,  RO. 
Box  551,  Janesville,  WI,  53547. 

9-12/96 


Advertise 
in  the 

Wisconsin  Medical 
Journal 

call  (608)  257-6781  or 
1-800-362-9080 
for  rates  and 
information. 


SUN  PRAIRIE,  WISCONSIN  Dean 
Medical  Center,  a 370  physician  multi- 
specialty group,  is  actively  recruiting 
for  a part-time  BE/BC  family  practice 
physician  for  its  Sun  Prairie  Clinic.  This 
position  would  job  share  with  another 
family  practice  physician  and  cover  the 
clinic  2.5  days  per  week  plus  call.  Sun 
Prairie  Clinic  (located  20  minutes  from 
Madison)  currently  has  nine  family 
physicians.  A guaranteed  salary  plus 
incentive  and  benefits  is  being  offered 
for  this  position.  For  more  information 
please  contact  Scott  M.  Lindblom, 
Medical  Staff  Recruiter,  Dean  Medical 
Center,  1808  West  Beltline  Highway,  1- 
800-279-9966,  (608)250-1550,  FAX 
(608)250-1441  or  at  home  (608)845- 
2390.  9-12/96 

Join  our  close-knit  physicians  and  staff 
dedicated  to  the  professional  care  and 
comfort  of  our  patients.  Very  busy  or- 
thopedic practice  needs  a fourth  phy- 
sician in  our  growing  family.  No 
capitated  plans.  Limited  managed  care. 
Beautiful,  brand-new  building  in  idyl- 
lic woodland  setting.  Northwoods  area 
offers  year  around,  abundant  recre- 
ational activities,  including  golf,  skiing, 
hunting,  fishing,  and  many  more. 
Good  schools,  excellent  local  airport. 
Inquiries  to  Susan  Timmons,  Office 


Medical  Director 
And  Staff  Physician 
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|or  Family  Health  Center 

serving  employees  and  families  of  a major 
Fortune  500  manufacturer  in  Fond  du  Lac, 
WI,  less  than  1 hour  from  Milwaukee. 

We  seek  BE/BC  FP  physicians  with  interest 
in  Occupational,  Urgent,  Primary  Care 
and  Preventive  Medicine. 

► Excellent  Hours 
I Competitive  Compensation 
I Paid  Time  Off 
I Paid  Malpractice 
) Plus  Additional  Benefits! 

For  more  information,  call  Yehudis  at: 
800-331-7122  or  our  24-hour  line  610- 
617-3699,  ext  173.  Fax  CV  to  610-667- 
5559  or  mail  to:  Liberty  Healthcare 
Corporation  (1 B),  401  City  Ave.,  Suite 
820,  Bala  Cynwyd,  PA  19004.  EOE. 
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Providing  Healthcare  Services  Coast  to  Coast 


Manager,  Northland  Orthopedic 
Clinic,  PO.  Box  498,  Rhinelander,  WI, 
54501,  Phone:  (715)369-2300.  9-11/96 

WISCONSIN,  Milwaukee:  Excellent 
opportunity  for  board-certified /board- 
prepared  emergency  or  otherwise 
qualified  physician  to  join  a stable, 
well-established,  board-certified  9 
member  fee-for-service  ED  group  staff- 
ing a 567  bed  tertiary-care  flagship 
hospital  for  a major  metropolitan 
health  care  system  (with  4 member 
hospitals.)  A teaching  affiliate  of  the 
Medical  College  of  Wisconsin.  40,000 
visits  annually  with  fast  track  and  phy- 
sician assistants.  Comprehensive  spe- 
cialty backup  includes  in-house  resi- 
dents in  internal  medicine,  surgery, 
ob/gyn  and  radiology.  Exceptional 
compensation  and  benefit  package.  Eq- 
uitable partnership.  Send  CV  to  I. 
Gailans,  MD,  FACEP,  5000  West  Cham- 
bers St.,  Milwaukee,  WI  53210;  or  call 
414-447-2171.  9-10/96 

Continued  on  next  page 


THIS  LISTING  is  compiled  by  the 
State  Medical  Society  of  Wisconsin 
in  cooperation  with  others  who  wish 
to  maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  list- 
ing service.  There  is  a nominal  charge 
for  listing  of  Continuing  Medical 
Education  courses  at  the  following 
rates:  70  cents  per  word,  with  a mini- 
mum charge  of  $30.00  per  listing.  All 
listings  must  be  prepaid. 

BOXED  LISTINGS:  $40.00  per  col- 
umn inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the  dis- 
cretion of  the  editors. 

COPY  DEADLINE  for  listings  is  1st 
of  the  month  preceding  the  month 
of  publication:  eg,  copy  for  the  Au- 
gust issue  is  due  by  July  1.  Address 
communications  to:  Wisconsin  Medi- 
cal Journal,  Box  1109,  Madison,  WI 
53701 ; or  phone  608-257-6781 ; or  toll- 
free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue 
of  each  month  of  the  Journal  of  the 
American  Medical  Association. 
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Continued  from  previous  page 

NOT  JUST  ANOTHER  RECRUIT- 
MENT AD.  Opportunities  at  North 
Memorial  owned  and  affiliated  clinics 
will  give  you  a shot  of  adrenaline  be- 
cause we  practice  in  a care  manage- 
ment environment  that  FPs,  IMs  and 
OB/GYNs  thrive  on.  Guide  your  pa- 
tients through  their  entire  care  process 
at  one  of  our  25  climes  in  urban  or  semi- 
rural  Minneapolis  locations.  Interested 
BC/BE  MDs,  call:  (800)275-4790  or  fax 
CV  to  (612)520-1564.  2,4,6,8,10,12 

FAMILY  PRACTICE/OB-GYN  to  join 
progressive  14-physician  group  prac- 
tice. Rural  college  town  30  miles  from 
St.  Paul,  MN.  New  clinic  and  new  hos- 
pital. Contact  Robert  B.  Johnson,  MD, 
River  Falls,  WI  54022,  (715)425-6701. 

TFN 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 350  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville,  Milton  and  Delavan, 
Wisconsin.  Janesville,  population 
55,000,  is  a safe,  beautiful,  family  ori- 
ented community  with  excellent 
schools  and  abundant  recreational  ac- 
tivities. Excellent  compensation  and 
benefits  are  provided  with  employ- 
ment leading  to  shareholder  status. 
Send  CV  to  Stan  Gruhn,  MD, 
Riverview  Clinic,  P.O.  Box  551, 
Janesville,  Wl  53547,  or  call  (608)755- 
3500.  11-12/ 95 ; 1 - 1 0 / 96 


RATES:  70  cents  per  word,  with  a 
minimum  charge  of  $30  per  ad. 

BOXED  AD  RATES:  $40  per  col- 
umn inch.  All  ads  must  be  pre- 
paid. 

DEADLINE:  Copy  must  be  re- 
ceived by  the  1st  of  the  month  pre- 
ceding the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical  Jour- 
nal, PO  Box  1109,  Madison,  WI 
53701.  FAX:608-283-5401.  Classi- 
fied ads  are  not  taken  over  the  tele- 
phone, but  questions  may  be  di- 
rected to  608-257-6781  or  toll-free 
1-800-362-9080. 


MEDICAL  MEETINGS 


19th  Annual  British  Virgin  Islands 
Medical  Conference.  February  3-7, 
1997.  Prospect  Reef  Resort,  Road 
Town,  Tortola.  For  more  information 
call  or  write  Julie  S.  Lucas,  Butterworth 
Hospital,  Grand  Rapids,  Michigan 
49503.  Telephone  (616)  391-2666. 

10/26 


FOR  RENT 


COLORADO,  KEYSTONE  SKI 
CONDOS,  2-bedroom,  3 minute  walk 
to  lifts,  sleeps  4 to  6.  Pool,  Jacuzzi,  full 
kitchen,  amenities,  covered  parking, 
very  reasonable.  From  $950/week,  less 
offseason.  Dr.  R.  Bloch (714) 692-8025. 

10-12/96 


VXCXTION  IN  OUK. 
JXMXlCX  VILLX. 
MXID,  COOK,  POOL, 
BCXCH,  TPJkN QU I LITY. 
SL£€PI  8.  608*231*1003. 
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SPIRITUALITY  FOR 
HEALTH  CARE  PROFESSIONALS 

Led  By  Fr.  Louis  Lussier,  O.S.CAM.,  MD 
November  8-10, 1996 
At  the  beautiful,  rustic 

Durward's  Glen  Retreat  Center  in  Baraboo,  WI 

Fr.  Louis  discusses  the  way  "Our  training  and  education  as  health 
professionals  reflect  a materialistic  and  empirical  spirituality.  It  has 
been  a challenge  to  integrate  our  Christian  belief  and  ethics  into  our 
health  care  practice."  This  weekend  retreat  is  a time  of  exploration 
and  personal  reflection.  Join  Fr.  Louis  as  he  shares  his  journey  and 
insights  as  a physician  who  chose  priestly  ministry  at  age  40. 

Fr.  Louis  has  practiced  in  the  fields  of  Sports  Medicine  and  Physical 
Rehabilitation.  He  is  presently  Vocation  Director  for  the  Camillians 
and  works  in  their  formation  program.  He  also  serves  the  Associa- 
tion of  Christian  Therapists  as  managing  editor  of  the  Journal  of  Chris- 
tian Healing. 

The  fee  for  this  program  is  $140,  which  includes  two  nights  of  lodg- 
ing and  five  meals.  Please  contact  Cindi  Nelson  at  Durward's  Glen 
Retreat  Center,  W11876  McLeisch  Road,  Baraboo,  WI  53913-9503, 
Tel.  608-356-8113,  FAX  608-356-5530. 

Durward’s  Glen  Retreat 
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The  PIC  Team  can  tell  Dr.  Newak  is  impressed 
by  their  bottom  line  pricing  and  outstanding  coverage. 


Picky  about  liability  insurance?  Call  PIC. 


PIC  Wisconsin  already  insures  more  than  one-third  of  all 
Wisconsin  physicians.  Maybe  it's  because  our  bottom  line 
pricing  means  our  rates  are  competitive  and  straightforward 
Maybe  it’s  because  we  actually  decreased  our  rates  across- 
the-board  by  7%  in  1995.  Or  maybe  it’s  because  we  never , 
ever  lose  sight  of  what’s  really  most  important  — an  asset 
no  amount  of  insurance  can  replace:  your  professional 
reputation. 

We  know  you  can't  put  a price  on  security.. .But  you  can 
purchase  it  at  a bottom  line  price  and  still  get  outstanding. 


responsive  policy  service,  tenacious  defense  and  exemplary 
risk  management.  No  wonder  we're  rated  A-  Excellent  by 
A.M.  Best,  and  no  wonder  we  are  the  only  professional 
liability  insurance  company  endorsed  by  the  State  Medical 
Society  of  Wisconsin. 

(608)  831-8331  • (800)  279-8331 
E-mail:  info@picwis.com 
Tomorrow ’s  Insurance  Solutions  Today 

Insurance  Products  • Risk  Financing  • Consulting 


^1  WISCONSIN 


© 1996  PIC  Wisconsin 


fly.  a cure  for  pur  financial  headaches. 

1/  c dipping  through  the  cracks  because  your  financial  systems  ami  t as 


Is  money  slipping  through  the  cracks  because  your  financial  systems  area  t as 
efficient  as  they  should  be?  Are  you  Losing  money  through  improper  reimbursement 
from  insurance  carriers?  Are  you  working  harder  and  making  less?  Well,  Fi-AIed 
can  relieve  these  common  practice  gains. ..and  more!  Our  prescribed  methods  are 
saving  physicians  hundreds  of  thousands  of  dollars  even/  year.  We  re  experts  in 
the  financial  and  interpersonal  staff  relationships  that  hinder  physicians  ' 
profitability.  We  help  physicians  like  you  create  better  administration  efficiencies, 
develop  better,  more  profitable  systems  of  billing;  track  and  manage  your  managed 
care  and  improve  employee  relations.  We  assist  you  ui  coding,  establishing  and 
increasing  fees;  improving  patient  relations. ..and  much,  much  more!  We  help 
you  do  all  the  things  it  takes  to  get  rid  of  those  nagging  financial  headaches  by 
working  smarter,  not  harder.  Call  us  at:  (flf)  875-5700.  Fi-Med  Management, 
Inc.,  P.O.  Box  5182,  Elm  Grove,  WI 55122-5 J 82. 
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But.  don't  feel  sorry  for  us.  One  client 
is  all  we  need.  We're  SMS  Insurance 
Services,  the  state's  only  Wisconsin- 
based.  physician-owned  insurance  firm. 
And  our  only  client  is  Wisconsin's 
medical  community. 

Like  many  of  you,  SMS  Insurance 
Sendees  is  a specialist.  We  provide 
comprehensive  insurance  coverage  to 
Wisconsin  physicians,  clinics,  hospitals, 
related  health  care  providers,  their 
employees  and  families.  And  that’s  all. 

When  you  only  have  one  client,  you  get  to 
know  that  client  very  well.  Which  is  why 


SMS  Insurance  Sendees  best  understands 
the  Wisconsin  medical  community's 
insurance  needs.  We  are  Wisconsin's 
leading  medical  professional  liability 
insurer.  And  we  offer  the  most  compre- 
hensive range  of  personal,  group,  and 
corporate  insurance  programs  available. 
All  tailored  to  the  unique  requirements 
of  our  client. 

If  you  want  to  do  business  with  the 
insurance  firm  that  knows  you  best,  come 
to  SMS  Insurance  Sendees.  Remember, 
we  have  only  one  client,  and  that  client  is 

You. 


Wisconsin  based  - physician  owned  - exclusively  sening  you. 

PO  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 
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Opinions 


Drive-Through  Deliveries,  Patient  Rights  and 
Physician  Autonomy 


President  Clinton  signed  into 
law  the  so-called  "drive- 
through  delivery  bill"  in  Septem- 
ber of  this  year.  The  law  will  go  into 
effect  in  January  1998,  and  requires 
insurers  to  double  the  minimum 
hospital  stay  for  women  after  vagi- 
nal delivery  from  24  to  48  hours 
and  to  96  hours  following  Cesar- 
ean sections.  The  law  brings  to  a 
successful  conclusion  at  the  federal 
level  a battle  for  patient  rights  un- 
der health  insurance  plans  that  had 
been  lost  in  the  Wisconsin  Senate 
when  a similar  bill  was  killed  in  the 
Senate  Insurance  Committee  ear- 
lier this  year.  The  federal  law  cor- 
rectly returns  to  the  physician  the 
decision-making  authority  about 
when  a patient  is  physically  and 
psychologically  ready  for  dis- 
charge from  the  hospital  after 
childbirth. 

Unfortunately,  the  health  insur- 
ance industry  seized  this  authority 
and  in  another  example  of  the 
hassle  factor,  made  physicians 
jump  through  hoops  to  get  hospi- 
tal stays  beyond  24  hours  ap- 
proved. 

The  State  Medical  Society  of 
Wisconsin's  Board  of  Directors,  at 
the  urging  of  its  Commission  on 
Maternal  and  Child  Health, 
adopted  at  its  October  1995  Board 
meeting  the  policy  that,  "If  a phy- 
sician deems  such  hospitalization 
necessary,  all  insurance  companies 
and  HMOs  must  pay  for  the  post- 


partum lengths  of  stays  of  at  least 
48  hours  for  an  otherwise  uncom- 
plicated vaginal  delivery,  exclusive 
of  the  day  of  delivery.  If  a physi- 
cian deems  necessary  in  the  event 
of  an  otherwise  uncomplicated 
Cesarean  delivery,  the  insurance 
companies  and  HMOs  must  pay 
for  post-partum  lengths  of  stays  of 
at  least  96  hours,  exclusive  of  the 
day  of  delivery." 

The  insurance  industry  sell  poli- 
cies and  collects  premiums  from 
individuals  and  companies  insur- 
ing their  employees  who  assume 
that  the  health  care  decisions  will 
be  made  by  physicians  in  the  best 
interests  of  the  patient's  health.  But 
in  this  era  of  "tighten  the  screws 
one  more  turn"  cost-containment, 
the  insurance  industry  has  looked 
at  the  bell-shaped  curve  of  distri- 
bution of  length  of  hospital  stays 
and  has  focused  its  attention  on  the 
far  lefthand  side  of  the  curve  — the 
shortest  stay.  "If  5%  of  women  are 
ready  to  go  home  12  hours  after 
delivery,  let's  send  them  all  home 
in  the  same  or  slightly  longer  time 
frame"  seems  to  be  their  argument. 
Never  mind  that  sound  scientific 
data  demonstrating  quality  out- 
comes for  such  early  discharges 
did  not  exist  when  the  plan  was 
implemented.  The  change  was  ini- 
tiated not  for  quality  purposes,  but 
for  cost-saving  purposes. 

It  was  ironic  that  a Quality  As- 
surance moderator  of  one  Wiscon- 


Richard  H.  Ulmer,  MD 


sin  HMO  testified  before  Senator 
Dale  Schultz  of  Richland  Center  at 
a Senate  Insurance  Committee 
hearing  on  the  Wisconsin  drive- 
through  delivery  bill,  AB  573,  that 
the  passage  of  the  bill  "would  im- 
pose an  unfunded  mandate  on  the 
insurance  industry."  What  a splen- 
did sound  bite.  It  is  classic  in  its 
brevity  and  in  its  deceptiveness.  It 
is  manifest  nonsense!  A health  in- 
surance policy  is  a contract  be- 
tween the  company  and  the  in- 
sured to  pay  for  appropriate  care 
for  the  conditions  covered  under 
the  terms  of  the  policy.  The  re- 

Continued  on  next  page 
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cently-passed  law  returns  the  de- 
cision-making authority  where  it 
belongs  --  to  the  attending  physi- 
cians and  wrests  the  patient  care 
authority  out  of  the  grasping  hands 
of  the  financially-driven  HMOs. 

An  October  15,  1996  article  by 
George  Anders  in  the  Wall  Street 
Journal  discusses  the  same  phe- 
nomenon in  cardiac  surgery  in  a 
feature  story  entitled,  "Who  Pays 
Costs  of  Cut-Rate  Heart  Care?"  The 
article  is  replete  with  examples  of 
HMOs  shifting  cardiac  surgery 
contracts  for  their  enrollees  to  low- 
bidding  hospitals  or  surgical 
teams,  often  despite  the  fact  that 
the  low  bidders  had  complication 


and/or  mortality  rates  substan- 
tially above  the  figures  of  the  hos- 
pitals or  surgical  teams  that  previ- 
ously had  done  the  operations.  The 
sub-headline  of  the  article  perhaps 
sums  it  up  best,  "Critics  say  that 
managed-care  companies  opt  for 
what  is  cheapest  instead  of  what  is 
best." 

One  of  the  best  results  of  hav- 
ing the  federal  Congress  pass  the 
drive-through  delivery  bill,  which 
President  Clinton  signed  into  law, 
is  that  it  extends  the  benefit  to  per- 
sons who  are  covered  by  self-in- 
sured plans.  At  present  in  Wiscon- 
sin, more  than  50%  of  insureds 
have  their  insurance  coverage 
through  employers  who  self-in- 


sure. Under  ERISA,  a law  passed 
by  the  Wisconsin  legislature  usu- 
ally cannot  cover  those  people  in 
self-insured  plans.  But  when  the 
Congress  of  the  United  States 
passes  a law  reaffirming  health 
benefits,  it  extends  to  all  health  in- 
surance policies. 

So  at  long  last,  patients'  rights 
to  appropriate  coverage  have  been 
reaffirmed,  and  the  decision-mak- 
ing authority  of  physicians  to  make 
the  decisions  for  their  patients  on 
appropriate  medical  grounds  has 
been  restored.  The  role  of  the  phy- 
sician as  patient  advocate  has 
rarely  been  better  exemplified  than 
it  was  in  our  Society's  fight  for  the 
passage  of  this  law.  ❖ 
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EVP  Report: 

Greetings  From  the  New  Guy  in  Town 


Hello  Wisconsin.  I plan  on 
using  this  column  from 
time  to  time  to  address  thoughts 
and  concerns  I have  on  particular 
issues,  as  the  need  arises.  I thought 
1 would  use  this,  my  first  WMJ  col- 
umn, to  introduce  myself  and  talk 
a little  bit  about  the  future.  It  is 
wonderful  to  return  to  the  Midwest 
after  two  years  in  Florida  — al- 
though some  have  questioned  my 
timing  (especially  our  new  friends 
in  Tallahassee  who  can't  quite  un- 
derstand why  we  would  move  back 
North  with  Winter  looming).  My 
wife  Mary  Rita,  and  our  children 
Sean,  Kaity,  and  Colin,  are  all  ex- 
cited about  coming  to  Madison, 
being  closer  to  our  families,  and 
facing  our  new  adventures. 

Let  me  begin  by  saying  that  I am 
thrilled  to  be  a part  of  the  SMS 
team.  This  Society  has  a long  his- 
tory of  accomplishments  and  a tra- 
dition of  excellence.  It  is  regarded 
around  the  country  as  one  of  the 
best  state  medical  organizations 
and  has  a wonderful  reputation 
within  the  Federation. 

As  only  the  fifth  CEO  in  the  his- 
tory of  the  organization,  I know  that 
I have  big  shoes  to  fill.  I take  very 
seriously  the  responsibility  of  the 
stewardship  of  the  Society,  in  the 
tradition  of  my  predecessors,  and  I 
pledge  to  you  my  best  efforts  dur- 
ing the  coming  years.  There  are 
many  reasons  — and  many  people 
responsible  — for  the  success  of  the 
SMS.  But  it  is  clear  to  me  that  one 
of  the  primary,  on-going  reasons  is 
the  approach  taken  by  both  physi- 
cians and  staff  — one  of  teamwork 
— within  the  physician  member- 
ship, and  particularly  the  leader- 
ship, among  the  SMS  staff,  and  be- 
tween physicians  and  staff.  It  is  this 
team  approach  that  creates  the  nec- 


essary synergy  that  leads  to  our 
success.  Continuing  and  enhancing 
this  team  approach  will  be  a prior- 
ity. 

We  are  fortunate  in  Wisconsin  to 
have  solid  physician  leadership 
and  an  excellent  staff.  During  the 
next  few  months,  I look  forward  to 
traveling  around  the  state  and 
meeting  as  many  of  you  as  possible 
— learning  from  you,  getting  your 
ideas  and  suggestions,  under- 
standing the  challenges  that  you  as 
practicing  physicians  and  the  So- 
ciety as  an  organization  face  in  the 
future.  And  if  we  don't  have  a 
chance  to  meet  personally  during 
this  time,  I welcome  your  thoughts 
via  mail,  phone  or  e-mail 
(JohnP@SMSWI.ORG). 

I am  spending  my  first  few 
weeks  getting  to  know  the  staff  and 
gaining  an  understanding  of  what, 
why,  and  how  we  do  things.  I am 
also  beginning  to  schedule  meet- 
ings around  the  state  — with  SMS 
Board  members,  county  medical 
societies,  and  others.  I also  need 
to  meet  and  get  to  know  the  lead- 
ers in  Wisconsin  government, 
within  the  association  and  business 
communities,  and  certainly  within 
the  health  care  industry. 

SMS  will  continue  to  be  success- 
ful by  reaching  out,  communicat- 
ing, and  collaborating  — both 
within  the  Federation  and  to  out- 
side groups  as  appropriate.  We 
have  a unique  opportunity  now  to 
address  significant  questions 
through  our  new  Task  Forces  on 
Governance  Structure  and  Mem- 
bership Development,  and  these 
two  major  activities  will  be  a ma- 
jor priority  in  the  near  future.  One 
of  the  most  important  things  we 
can  do  is  to  aggressively,  and  con- 
tinually, identify  our  members' 
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(and  potential  members')  needs,  in 
order  to  insure  that  our  services 
and  products  meet  your  needs.  The 
environment  in  which  you  practice 
and  in  which  the  SMS  functions  is 
rapidly  shifting,  and  we  will  need 
to  be  flexible  and  dynamic  in  the 
years  ahead.  We  must  also  maxi- 
mize our  use  of  emerging  technol- 
ogy to  enhance  SMS  activities  and 
member  benefits:  the  SMS  web  site, 
WISMED,  is  a terrific  vehicle  in  this 
regard.  We  will  continue  to  expand 
our  Internet  presence  and  make  it 
increasingly  valuable  to  you  in 
both  your  personal  and  profes- 
sional lives. 

As  a profession  and  as  an  orga- 
nization, there  are  many  challenges 
ahead.  But  we  should  view  these 
not  as  problems  but  as  opportuni- 
ties for  growth.  It  is  certainly  an 
exciting  time,  and  I look  forward 
to  working  with  you  in  meeting 
these  challenges.  Together  we  can 
lead  the  SMS  to  even  greater  suc- 
cess in  the  21st  century.  ❖ 
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In  Memoriam 

"Ich  dien"  I Serve 


Ralph  Hawley,  Madison;  Tom  Meyer,  MD,  Medical  Editor,  WMJ 


On  October  7,  1996,  Dr  Vic- 
tor S.  Falk,  jr.,  died  of  com- 
plications from  pneumonia  follow- 
ing a massive  stroke  experienced 
while  attending  a Wisconsin  foot- 
ball game  in  the  fall  of  1995.  He  was 
81. 

For  twenty-five  years  (1962- 
1987)  Vic  Falk  provided  strong  and 
enlightened  leadership  as  medical 
editor  of  the  Wisconsin  Medical  Jour- 
nal. This  followed  nine  years  of  ser- 
vice on  the  editorial  board,  includ- 
ing one  year  as  assistant  medical 
editor. 

At  the  time  of  his  appointment 
he  was  described  as  "well  able  to 
usher  our  journal  into  a new  era  in 
medical  journalism."  Those  expec- 
tations were  not  only  realized,  they 
were  surpassed. 

During  his  tenure,  the  Journal 
became  increasingly  useful  to  prac- 
titioners because  of  improved  se- 
lection and  publication  of  mean- 
ingful scientific  papers.  Dr  Falk 
was  particularly  successful  in  en- 
couraging and  assisting  many  Wis- 
consin physicians  to  submit  for 
publication  scientific  papers  that 
would  otherwise  never  have  been 
published.  The  Journal  held  to  a 
steady  course;  never  distracted  by 
fads  of  the  moment  but  broaden- 
ing its  scope  to  include  important 
new  issues  such  as  socio-economic 
developments  and  public  policy 
matters. 

Vic's  editorials  were  pithy,  suc- 
cinct and  at  times,  passionate,  such 
as  when  he  spoke  out  forcefully 
and  effectively  against  the  irratio- 
nality and  self-imposed  burdens  of 
a society  that  failed  to  take  action 
against  cigarette  smoking  and  its 
enormous  health  care  costs.  He  also 
passionately  addressed  the  need- 
less injuries  and  deaths  resulting 


from  drinking  and  driving,  the  di- 
lemma of  unbridled  population 
growth  and  always,  the  problems 
stemming  from  a litigious  and  ex- 
cessively bureaucratic  society. 

A man  of  action  as  well  as  a man 
of  letters,  Victor  Falk  served  three 
tours  as  a volunteer  AMA  physi- 
cian treating  civilians  in  Viet  Nam. 
He  subsequently  made  another 
trip  to  Viet  Nam  on  his  own  initia- 
tive, transporting  urgently  needed 
medical  supplies.  In  1969,  he  was 
a volunteer  in  Nicaragua  treating 
earthquake  victims.  With  his  wife, 
he  made  two  additional  humani- 
tarian visits  to  that  country  in  1973 
and  1974,  under  the  auspices  of  the 
Partners  of  the  Americas. 

It  has  become  a cliche  to  de- 
scribe an  individual  as  a role 
model,  but  Victor  Falk  was  indeed 
an  inspiration  and  role  model  for 
his  colleagues  as  well  as  for  young 
prospective  physicians.  He  acted 
upon  his  humanitarian  impulses. 
He  displayed  lifelong  dedication  to 
his  profession  and  unswerving  loy- 
alty to  his  valued  institutions,  fam- 
ily and  friends. 

Victor  Falk  was  a product  of 
Wisconsin  and  spent  the  bulk  of  his 
professional  life  in  Edgerton, 
within  a few  miles  of  his  Stoughton 
birthplace.  His  home  on  the  shores 
of  nearby  Lake  Kegonsa  was  often 
the  site  of  editorial  board  meetings. 

He  received  a BA  degree  from 
the  University  of  Wisconsin  in  1936 
and  his  MD  in  1939.  His  surgical 
residency  was  served  at  Augustana 
Hospital  in  Chicago  under  the  tu- 
telage of  Dr  Nelson  Percy.  During 
World  War  II,  he  served  in  the  US 
Navy  Medical  Corps,  advanced  to 
the  rank  of  commander,  and  re- 
ceived the  Silver  Star  for  service 
under  fire  at  Guadalcanal. 


Victor  S.  Falk , Jr.,  MD 
September  10,1915  - October  7, 1996 


After  his  discharge  in  1947,  he 
began  his  practice  as  a general  sur- 
geon in  Edgerton  which  he  contin- 
ued until  1993.  He  served  as  chief 
of  staff  at  Edgerton  Memorial 
Community  Hospital  from  1958  to 
1 975.  He  was  a fellow  of  the  Ameri- 
can  College  of  Surgeons,  and 
served  terms  as  president  of  the 
Wisconsin  Chapter  of  the  College 
and  president  of  the  Wisconsin 
Surgical  Society. 

His  service  to  the  University  of 
Wisconsin  was  exceptional.  Dr  Falk 
organized  reunions  of  both  his  un- 
dergraduate and  medical  school 
classes,  was  a trustee  of  the  Memo- 
rial Union  and  was  editor  of  the 
Wisconsin  Medical  Alumni  Quarterly 
from  1986  to  1996.  In  1996,  he  re- 
ceived a unique,  initial  special  ser- 
vice award  from  the  UW  Medical 
Alumni  Association. 

Vic  is  remembered  for  his  keen 
intellect,  his  warmth,  his  dry  wit, 
and  his  strong  sense  of  duty. 
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Characteristically,  he  had  specified 
that  his  burial  service  be  a simple, 
private  ceremony  for  his  family 
only.  He  is  survived  by  his  wife, 
Raechel  Stare  Falk,  three  sons,  a 


stepson  and  a stepdaughter  --  to 
whom  the  journal,  which  owed  him 
so  much,  extends  sincerest  condo- 
lences. 


Guest  Editorial 

The  Fight  Against  Tobacco 

James  E.  Doyle,  Attorney  General,  State  of  Wisconsin 


Last  May,  in  an  editorial  in  this 
Journal,  I told  you  that  fire- 
arms are  a major  cause  of  injury 
and  death  in  this  country.  There  is, 
however,  another  killer  lurking  in 
our  midst.  Tobacco  products  are 
the  leading  cause  of  preventable 
death  in  the  United  States.  More 
people  die  from  tobacco  use  than 
from  alcohol,  cocaine,  heroine, 
murder,  car  accidents  and  AIDS 
combined. 

The  fact  that  the  United  States 
has  not  made  significant  progress 
in  reducing  the  use  of  tobacco 
products  despite  persistent  efforts 
by  health  care  providers  is  because 
of  the  aggressive  marketing  of  the 
tobacco  companies. 

The  "Joe  Camel"  cartoon  char- 
acter is  as  familiar  to  young  chil- 
dren as  Mickey  Mouse.  In  fact,  one 
study  found  that  91%  of  six-year 
olds  not  only  recognize  the  Joe 
Camel  image,  but  were  able  to  cor- 
rectly link  him  to  cigarettes. 

For  years,  smokers  have  unsuc- 
cessfully attempted  to  force  the  to- 
bacco industry  to  take  responsibil- 
ity for  the  pain,  suffering  and  death 
its  products  cause.  None  of  those 
lawsuits  have  succeeded. 

In  1994,  a new  kind  of  litigation 
emerged  when  the  State  of  Missis- 
sippi filed  a lawsuit  against  the  to- 
bacco industry.  Since  then,  15  other 
states  have  filed  similar  lawsuits. 
These  lawsuits  attempt  to  enforce 
state  laws  relating  to  deceptive  ad- 


vertising, antitrust,  common  law 
tort,  nuisance  and  other  claims. 
Through  these  actions,  the  states 
hope  to  promote  public  health, 
fight  cancer  and  recover  state  Med- 
icaid costs. 

This  litigation  is  considerably 
different  than  other  actions  previ- 
ously filed  against  the  tobacco 
companies.  Today , we  know  more 
about  the  tobacco  companies'  ac- 
tivities than  we  ever  have.  In  the 
past,  individual  smokers  proved  to 
be  no  match  for  the  well-financed 
and  highly  organized  legal  de- 
fenses of  the  tobacco  companies. 
Though  the  resources  of  the  pro- 
tobacco forces  continue  to  be  enor- 
mous, the  large  number  of  states 
taking  on  the  tobacco  industry  is 
helping  to  make  this  a fairer  fight. 

The  most  important  develop- 
ment during  this  new  wave  of  law- 
suits is  the  emergence  of  disturb- 
ing facts  about  what  the  tobacco 
industry  knew  and  what  corporate 
executives  did  with  that  informa- 
tion. Candid  admissions  by  indus- 
try whistleblowers  and  informa- 
tion pried  from  the  industry  in 
other  lawsuits  have  revealed  star- 
tling evidence  of  tobacco  company 
wrongdoing. 

Legal  challenges  today  can 
present  strong  evidence  of  the  ad- 
dictive and  pharmacological  na- 
ture of  nicotine.  The  scientific  evi- 
dence counters  the  tobacco 
industry's  traditional  defense  that 


His  life  exemplified  one  of  the 
primary  values  of  his  mentor.  Dr 
William  S.  Middleton:  "To  serve  - 
to  use  one's  talents  to  the  fullest."  ❖ 


Janies  E.  Doyle 


the  smoker  willingly  chose  to 
smoke  and  could  have  stopped  if 
he  or  she  wanted  to  do  so. 

Smoking  is  an  addiction, 
not  a habit. 

We  also  have  a greater  under- 
standing of  how  the  industry  ma- 
nipulates the  levels  of  nicotine  in 
tobacco  products  with  an  intent  to 
addict  those  who  use  them.  Evi- 
dence also  suggests  that  the  to- 
bacco industry  has  worked  to  sup- 
press the  development  and  mar- 
keting of  safer  products. 

Although  the  State  of  Wisconsin 

Continued  on  next  page 
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has  never  smoked  or  chewed  to- 
bacco, it  has  had  to  bear  immense 
health  costs  associated  with  to- 
bacco products.  In  the  Medicaid 
program  alone,  Wisconsin  taxpay- 
ers spend  more  than  $100  million 
each  year  paying  for  health  care 
problems  caused  by  tobacco  use. 

Every  day  120  children  in  Wis- 
consin start  smoking.  Sixty  will 
become  addicted  smokers  and  30 
will  eventually  die  form  illnesses 


related  to  smoking.  One  out  of  four 
Wisconsin  high  school  students 
smoke  every  day. 

We  have  made  efforts  to  educate 
our  young  people  and  keep  to- 
bacco out  of  the  hands  of  children, 
yet  tobacco  consumption  among 
juveniles  in  the  United  States  is  ris- 
ing. The  tobacco  industry  spends 
$5  billion  a year  on  advertising  and 
product  promotion.  Despite  re- 
peated promises  to  the  contrary, 
the  tobacco  companies  have 
worked  systematically  to  mislead 


the  public  about  the  true  costs  of 
tobacco  use  and  have  been  un- 
abashed in  their  efforts  to  market 
harmful  products  to  our  children 
through  well-orchestrated  and 
heavily  funded  marketing  strate- 
gies. This  cannot  continue. 

In  the  months  ahead,  I look  for- 
ward to  working  with  you  to  pro- 
tect our  children  from  the  lure  of 
tobacco  advertising  and  to  hold  the 
tobacco  industry  accountable  for 
its  actions.  ❖ 


Letters  to  the  Editor 

Influenza  Vaccinations  Do  Work,  But  Only  if  Health 
Care  Professionals  Provide  Them 


To  the  editor:  We  read  Drs 

Berry  and  Murthy's  paper  on 
influenza  vaccinations  (p.  705  Oc- 
tober, 1996)  with  great  interest,  since 
this  is  an  issue  in  which  Wisconsin 
Peer  Review  Organization 
(WIPRO)  has  been  deeply  involved 
for  over  a year. 

It  is  very  encouraging  that  Au- 
rora Health  Care  was  able  to  triple 
influenza  vaccination  rates 
through  a combination  of  direct 
mailings  to  patients,  empowering 
non-physician  clinic  personnel  to 
administer  vaccines  without  phy- 
sician orders,  and  distributing 
comparative  data  to  physicians. 

Recent  studies  confirm  the  value 
of  the  first  two  approaches.  A study 
by  the  Montana/Wyoming  Peer 
Review  Organization  showed  a 6% 
increase  in  influenza  immuniza- 
tion rates  (compared  with  a control 
group)  as  a result  of  direct  mailing 
of  reminders  to  Medicare  beneficia- 
ries. A study  by  Crouse  and  Nicol, 
et  al,  showed  that  the  development 


of  routine  standing  orders  to  con- 
sider influenza  immunization  in  all 
high-risk  patients  resulted  in  95% 
of  all  high-risk  patients  being  of- 
fered immunization  prior  to  dis- 
charge from  the  hospital  — a rate 
higher  than  that  achieved  by  any 
of  the  other  methods  used  in  the 
study.  Drs  Berry  and  Murthy's  pa- 
per documents  the  strong  evidence 
that  vaccination  is  highly  effective 
in  preventing  hospitalization  and 
death  from  influenza. 

It  is  very  interesting  that  Drs 
Berry  and  Murthy's  study  showed 
that  the  majority  of  high-risk  pa- 
tients in  this  study  who  did  not  ob- 
tain vaccination  failed  to  do  so  be- 
cause of  their  ignorance  or  misun- 
derstanding of  the  importance  of 
the  disease  or  the  need  to  be  vacci- 
nated against  it.  (For  example,  their 
belief  that  the  vaccine  doesn't 
work,  it  will  cause  the  flu,  or  they 
"didn't  need"  the  vaccine.)  This 
certainly  points  out  the  need  for 
more  education  on  this  subject.  It 


is  difficult  to  understand  why  a 
disease  that  kills  10,000  to  40,000 
people  every  year  in  the  US  is  so 
widely  misunderstood  and  lightly 
regarded. 

WIPRO  is  actively  involved  in  a 
program  to  increase  influenza  im- 
munization awareness  among 
physicians,  providers,  and  Medi- 
care beneficiaries  throughout  Wis- 
consin. We  encourage  all  physi- 
cians and  others  in  the  health  care 
community  to  make  every  effort  to 
vaccinate  as  many  high-risk  pa- 
tients as  possible. 

— Dale  Tavris,  Jay  Gold, 

Sandy  Braun,  Pat  Martin 

WIPRO,  Madison,  Wis  * 


Note:  Letters  to  the  editor 
may  be  edited  for  length, 
clarity  and  grammar. 
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Physician,  Immunize  Thyself 


To  the  Editor:  I enjoyed  Dr 

Kesavan  Kutty's  editorial  in 
the  October  1996  issue  (p.  681).  I 
would,  however,  take  exception  to 
his  implication  that  only  the  eld- 
erly or  chronically  ill  should  be  en- 
couraged to  obtain  vaccination 
against  influenza.  He  should  be 
commended  for  obtaining  influ- 
enza vaccination  each  year.  Pro- 


viders of  services  to  the  elderly  and 
chronically  ill  can  help  reduce  in- 
fections among  their  clients  by  en- 
suring that  staff  are  also  vaccinated 
against  influenza. 

The  Advisory  Committee  on  Im- 
munization Practices  advocates 
immunization  for  health  care 
workers,  personnel  who  work  in 
nursing  homes  and  chronic  care 


facilities,  and  those  who  provide 
home  care  to  high  risk  persons.  So, 
doctor,  as  in  healing  also  in  preven- 
tion. Physician,  immunize  thyself. 

— Seth  Fold y,  MD 
Medical  Director 
City  of  Milwaukee  Health 
Department* 


Support  Either  Federal  Insurance  Regulation  or 
Medical  Savings  Accounts,  Not  Both 


To  the  editor:  It  appears  that 
Dr  Ulmer  and  the  State 
Medical  Society  have  taken  both 
sides  of  the  debate  about  health 
care  financing. 

In  endorsing  the  Kennedy 
Kassebaum  bill.  Dr  Ulmer  advo- 
cates increasing  federal  control  of 
health  insurance  by  guaranteeing 
portability.  Senator  Kennedy  fore- 
sees this  federal  initiative  as  one 
more  step  down  the  road  to  a single 
payor  system  controlled  by  the  fed- 
eral government  and  he  has  openly 
acknowledged  this  as  a goal. 

On  the  other  hand,  Dr  Ulmer 
and  the  State  Medical  Society 
strongly  support  the  development 
of  medical  savings  accounts 
which,  of  course,  Senator  Kennedy 
strongly  opposes.  Medical  savings 
accounts  are  at  the  opposite  ends 
of  the  health  care  spectrum  from 
federal  control  of  the  health  insur- 
ance industry,  which  the  Kennedy 
Kassebaum  bill  is  the  first  step. 


Medical  savings  accounts  give  the 
individual  freedom  to  control  his/ 
her  own  health  care  choices.  Fed- 
eral control  of  the  health  insurance 
industry  mandates  health  care  to 
be  another  government  entitle- 
ment. 

It  is  contradictory  to  argue  for 
both  sides  of  this  issue.  I would  like 
to  see  Dr  Ulmer  and  the  State 
Medical  Society  endorse  one  or  the 
other  competing  visions  for  the 
future,  not  both. 

— Christopher  Stillbahl,  MD 

Green  Bay,  Wis 


Dr  Ulmer  responds: 

The  State  Medical  Society  supports 
universal  health  care  coverage  and 
the  House  of  Delegates  adopted 
policy  that  endorses  both  portabil- 


ity of  insurance  coverage  and  the 
creation  of  medical  savings  ac- 
counts. Portability  of  insurance 
policies  allows  individuals  who  are 
insured  through  a current  em- 
ployer to  be  guaranteed  insurance 
coverage  at  their  new  job  if  that 
employer  offers  insurance.  This 
law,  a version  of  which  Wisconsin 
has  already  enacted,  will  allow  in- 
dividuals the  opportunity  to  take 
advantage  of  better  career  oppor- 
tunities and  not  worry  about  being 
denied  health  insurance  coverage. 
We  fail  to  see  how  this  encourages 
the  federal  government  to  enact  a 
single  payer  system.  Medical  sav- 
ings accounts  (MSAs)  are  another 
means  of  achieving  universal 
health  care  coverage  and  ensuring 
that  people  have  choices  in  health 
care.  We  view  these  two  issues  as 
complementary,  not  mutually 
exclusive.  ♦♦♦ 
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Point. ..Counterpoint 

Can  a Patient  Judged  by  the  Court  to  be  Incompetent 
Still  be  Considered  "Decisional"  for  Some  Decisions? 


Carl  L.  Junkerman,  MD,  Milwaukee,  Member  SMS  Ethics  Commission 


A 92  year  old  man  was  admit- 
ted from  the  mental  hospi- 
tal where  he  and  his  wife  had  re- 
cently been  admitted  for  protective 
placement.  The  court  had  ap- 
pointed a guardian  when  the  pa- 
tient was  adjudged  incompetent. 
The  gentleman  was  admitted  for 
nausea  and  vomiting  which  were 
attributed  to  medication  and  soon 
subsided.  He  had  had  a myocardial 
infarction  two  years  earlier,  had 
diabetes  mellitus,  and  had  suffered 
several  small  strokes. 

The  ethics  consultation  was  trig- 
gered by  his  refusal  to  eat  adequate 
amounts  of  food  — he  had  lost  40- 
lbs.  in  the  previous  six  months. 
When  confronted  by  medical  staff 
with  the  problem,  he  said  that  he 
knew  he  would  die  if  he  did  not 
eat  enough  and  that  was  his  wish. 


He  repeatedly  and  vehemently  re- 
fused the  suggestion  of  a feeding 
tube. 

At  the  time  he  was  seen  by  the 
ethics  consultant  he  was  sitting  up 
in  bed  eating  ice  cream.  He  was 
alert  and  responded  with  a cheery 
and  appropriate  "Good  morning." 
He  confirmed  that  he  would  eat 
just  what  he  wanted  to  and  that  he 
was  aware  of  the  consequences.  He 
confirmed  his  steadfast  refusal  of 
a feeding  tube. 

Situation 

You  are  a member  of  the  Institu- 
tional Ethics  Committee  which  is 
deliberating  about  this  man's  prob- 
lem. What  is  your  recommendation 
to  the  attending  physician?  Force 
feed?  N-G  tube?  Gastrostomy?  No 
action? 


Tell  us  what  you  think 

The  WMJ,  in  furthering  our  goal  of 
making  the  Journal  your  commu- 
nication vehicle  with  your  col- 
leagues around  the  state,  wants  to 
know  what  recommendation  you 
would  make. 

Please  send  us  a brief  note  with 
your  thoughts  to:  State  Medical 
Society  of  Wisconsin,  Judith  Burke, 
Managing  Editor,  PO.  Box  1109, 
Madison,  WI  53701,  or  e-mail 
your  comments  to  us  at: 
judithB@SMSWI.ORG.  You  can 
also  send  us  comments  via  the 
"talkback"  button  on  our  Web  site 
(www.wismed.com). 

We'll  publish  a summary  of 
your  comments  and  the  discussion 
from  the  Ethics  Committee  that 
actually  dealt  with  this  patient's 
case  in  the  December  issue  of  the 
WMJ.  ❖ 


Dollars  and  Science 


Tom  Meyer,  MD,  Medical  Editor 

This  month,  in  celebrating  the 
20th  anniversary  of  the 
Great  American  Smokeout  spon- 
sored by  the  American  Cancer  So- 
ciety, the  WMJ  focus  is  on  tobacco. 

The  issue  of  tobacco-related  ill- 
ness is  such  an  enormous  public 
health  issue  that  we  decided  to 
devote  the  entire  edition  to  the  sub- 
ject. As  a result,  we  are  publishing 
no  scientific  (peer  reviewed)  ar- 
ticles this  month,  as  there  were 
none  contributed  that  pertained  to 


the  issue  of  tobacco-related  illness. 

Indeed,  we  received  so  much 
material  related  to  tobacco  from 
public  health  agencies  around  the 
state  that  we  were  not  able  to  pub- 
lish it  all.  Given  the  importance  of 
the  topic,  the  fact  that  the  selected 
scientific  papers  were  not  related 
to  tobacco  use,  and  the  oft-present 
dollar  restraints,  we  felt  it  was  bet- 
ter to  omit  them  from  this  issue  and 
bring  you  more  articles  and  public 
health  papers  on  this  vitally  impor- 


tant subject. 

We  hope  you  will  understand 
the  necessity  to  pull  the  scientific 
section  and  encourage  you  to  look 
for  it  again  next  month.  In  the 
meantime,  I am  confident  that  you 
will  find  the  following  articles 
thought-provoking  and  educa- 
tional, and  that  they  will  provide 
you  with  important  ammunition  in 
the  following  pages  to  use  with 
your  patients  in  the  battle  against 
tobacco  use.  ❖ 
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Headlines  Tell  the  Story,  Doctors  Drive  it  Home 

Judith  D.  Burke,  managing  editor 

“Smoking  said  to  stunt  lung  growth  in  teens. ...” 

“Smoking  linked  to  loss  of  vision. ...” 
“Direct  link  found  between  smoking  and  lung  cancer. ...” 

“Half  the  nation’s  professional  sports  figures  used  smokeless  tobacco....  ” 

“Collusion  on  tobacco  in  ’64  hinted. ...” 


Every  day,  new  headlines  pro- 
claim the  dangers  of  ciga- 
rette smoking,  new  regulations  or 
changes  taking  place  in  the  tobacco 
industry.  We  hear  on  a daily  basis 
the  reasons  why  we  should  stop 
smoking  or  stop  surrounding  our- 
selves with  people  who  smoke. 

You  read  the  headlines  and 
know  the  statistics;  you  probably 
know  which  of  your  patients 
smoke  and  which  have  tried  to 
stop  smoking.  Some  of  your  pa- 
tients have  probably  come  to  you 
seeking  advice  and  direction  in 
their  smoking  cessation  attempts. 

By  now,  you  are  aware  of  to- 
bacco companies'  ties  to  political 
candidates,  and  you  may  have 
heard  Vice  President  A1  Gore's  ex- 
tremely personal  appeal  to  end  the 
sales  of  tobacco  products  to  the 
youth  of  our  nation.  You  may  have 
read  about  the  growing  number  of 
tobacco  companies  being  sued  by 
individuals  and  State  Attorneys 
General  all  over  the  country 

What  is  your  role  as  a Wisconsin 
physician? 

But  what  you  may  not  realize  is 
that  new  studies  show  that  physi- 
cian involvement  is  crucial  for 
many  people  to  be  successful  in 
their  efforts  to  stop  smoking.  The 
WMJ  hopes  to  help  you  sort  out  all 
the  headlines  and  get  to  the  crux 
of  the  issue:  what  does  cigarette 
smoking  and  tobacco  product  con- 
sumption mean  to  you  and  your 


patients?  What  are  the  statistics 
pertaining  to  Wisconsin  smokers? 
What  is  being  done  around  the 
state  to  limit  tobacco  products  from 
reaching  the  hands  of  our  children, 
and  why  is  it  so  important  to  tar- 
get children?  The  feature  articles 
and  public  health  papers  focus  on 
tobacco  use  in  Wisconsin  and  the 
role  of  physicians  as  advocates  to 
help  prevent  children  from  starting 
to  smoke  and  help  patients  who  do 
smoke  to  quit. 

November  21  marks  the  20th  an- 
niversary of  the  American  Cancer 
Society's  Great  American  Smoke- 
out  and  in  continued  support  of  the 
Smokeout,  November  also  brings 
you  the  WMJ  annual  tobacco  issue. 

Our  Focus  on  Tobacco  feature 
stories  highlight  ways  in  which 
you  can  help  your  patients  quit 
smoking  (page  762)  along  with  in- 
formation on  the  Food  and  Drug 
Administration's  new  role  in  to- 
bacco legislation  (page  760)  which 
is  aimed  at  protecting  children 
from  tobacco  industry  billion  dol- 
lar marketing  campaigns,  and  we 
profile  a Wisconsin  educator  who 
works  with  children  directly  to 
help  them  understand  their  role  as 
consumers  of  tobacco  products 
(page  766). 

As  we  go  to  press,  seventeen 
states  and  the  City  of  New  York 
have  filed  lawsuits  against  tobacco 
companies  citing  millions  of  dol- 
lars lost  due  to  Medicaid  pay- 


ments, loss  in  worker  productivity 
and  increase  in  insurance  premi- 
ums for  public  employees. 

On  page  755,  Wisconsin's  Attor- 
ney General,  James  Doyle,  offers 
his  prospective  on  the  Fight  Against 
Tobacco  in  Wisconsin. 

On  page  769,  you'll  find  a policy 
paper  by  the  Center  for  Tobacco 
Research  and  Intervention,  Univer- 
sity of  Wisconsin  Medical  School, 
that  relates  the  facts  and  figures 
surrounding  a major  tobacco  issue 
in  our  state:  how  to  get  people  to 
reduce  purchases  of  these  prod- 
ucts. 

Tobacco-related  illnesses  are 
overwhelming  our  population.  As 
Victor  Crawford,  Jr.,  son  of  a to- 
bacco lobbyist  who  started  smok- 
ing at  age  13  because  it  "was  the 
thing  to  do,"  and  who  died  of 
throat  cancer,  so  eloquently  wrote, 
"My  father  said,  'Some  of  the 
smartest  people  in  America  work 
at  just  one  thing  --  trying  to  figure 
out  how  to  get  young  people  to 
smoke;  as  tobacco  kills  off  people 
like  me,  they  need  replacements.'... 
Let's  give  today's  kids  a fighting 
chance." 

You,  our  physician  members, 
are  also  some  of  the  smartest 
people  in  America  and  you  are  in 
a unique  position  to  influence  Wis- 
consin residents  in  ways  tobacco 
industry  executives  cannot:  you 
can  help  them  lead  healthier,  richer, 
longer  lives.  ❖ 
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New  FDA  Rule  Issued  to  Reduce 

Youth  Smoking  Rates,  Challenges  to  Rule  Expected 

Cheryl  McCollum,  contributing  editor 


On  August  23,  President 
Clinton  announced  that 
the  Food  and  Drug  Administration 
will  now  regulate  the  sale  and  dis- 
tribution of  cigarettes  and  smoke- 
less tobacco  to  children  and  ado- 
lescents, with  the  goal  of  this 
ground-breaking  rule  being  the  re- 
duction of  youth  smoking  rates. 

"With  this  historic  action  we  are 
taking  today,  Joe  Camel  and  the 
Marlboro  Man  will  be  out  of  our 
children's  reach  forever,"  President 
Clinton  said  in  a Rose  Garden  cer- 
emony when  he  unveiled  the  rule. 

FDA's  study:  most  smokers 
started  young 

The  FDA  first  proposed  to  regulate 
tobacco  products  in  August,  1995 
after  a yearlong  investigation  by 
FDA  into  the  role  that  nicotine 
plays  in  tobacco  products,  patterns 
of  tobacco  product  use,  and  the  role 
of  advertising  and  promotional 
practices  in  young  people's  deci- 
sion to  use  tobacco  products. 

Based  on  the  wealth  of  informa- 
tion collected  by  the  agency  about 
nicotine's  addictive  properties,  the 
FDA  concluded  that  it  has  jurisdic- 
tion over  tobacco  products.  The 
agency  chose  to  specifically  regu- 
late tobacco  products  being  tar- 
geted to  youth  because  of  the  evi- 
dence that  points  to  the  early  age 
of  onset  of  nicotine  addiction  and 
its  well-known  consequences. 

The  use  of  tobacco  products, 
and  the  resulting  nicotine  addic- 
tion, begins  predominantly  in  chil- 
dren. This  makes  it  a pediatric  dis- 
ease. According  to  a 1994  report  by 
the  Surgeon  General,  approxi- 
mately three  million  American 
adolescents  currently  smoke  and 
an  additional  one  million  adoles- 
cent males  use  smokeless  tobacco. 
Each  year,  another  one  million 


young  people  become  regular 
smokers. 

Studies  suggest  that  anyone 
who  does  not  start  using  tobacco 
products  as  a child  is  unlikely  to 
start  as  an  adult.  The  Surgeon 
General's  report  states  that  82%  of 
adults  who  ever  smoked  had  their 
first  cigarette  before  age  18,  and 
more  than  half  of  them  had  become 
regular  smokers  by  that  age.  And 
a study  by  the  Gallup  Institute 
found  that  among  smokers  ages  12 
to  17  years  old,  70%  already  regret 
their  decision  to  smoke  and  66% 
say  that  they  want  to  quit. 

In  reviewing  the  literature  to 
determine  FDA  jurisdiction,  it  was 
found  that  young  people  do  not 
fully  understand  the  serious  health 
risks  of  these  products,  or  believe 
that  the  risks  do  not  apply  to  them. 
And  because  they  are  so  impres- 
sionable, they  are  vulnerable  to  the 
sophisticated  marketing  tech- 
niques used  by  the  tobacco  indus- 
try — techniques  that  associate  the 
use  of  tobacco  products  with  ex- 
citement, glamour  and  indepen- 
dence. 

The  FDA  determined  that  the 
easiest  way  to  prevent  children 
from  becoming  addicted  in  the  first 
place,  is  to  limit  access  to,  and  ap- 
peal of,  cigarettes  and  smokeless 
tobacco  to  young  people. 

New  FDA  rule  specifics 
According  to  the  FDA,  the  provi- 
sions of  the  rule,  called  Regulations 
Restricting  the  Sale  and  Distribution 
of  Cigarettes  and  Smokeless  Tobacco  to 
Protect  Children  and  Adolescents,  are 
based  on  the  agency's  investigation 
of  tobacco  products  and  nicotine's 
addictiveness,  the  evidence  in  the 
public  record,  and  the  review  and 
consideration  of  the  comments  re- 
ceived on  the  proposed  rule.  In 


some  instances,  that  review 
strengthened  the  FDA's  original 
position;  in  others,  the  agency  ei- 
ther eliminated  or  modified  some 
provisions. 

The  final  rule  is  broken  down 
into  seven  areas: 

1)  restricting  access  to  children 
and  adolescents; 

2)  reducing  appeal  of  advertising 
to  children  and  adolescents; 

3)  educating  young  people  about 
health  risks; 

4)  additional  requirements; 

5)  relationship  between  regula- 
tion and  state  laws; 

6)  analysis  of  economic  impact; 
and 

7)  implementation. 

The  rule  makes  the  sale  of  ciga- 
rettes and  smokeless  tobacco  prod- 
ucts to  children  and  adolescents, 
anyone  younger  than  18  years  of 
age,  a federal  violation.  It  is  esti- 
mated that  while  all  50  states  have 
legislation  in  place  that  restricts  the 
sale  of  tobacco  products  to  minors, 
young  people  nevertheless  pur- 
chased roughly  $1.26  billion  of  to- 
bacco products  annually.  Obvi- 
ously, they  have  little  trouble  get- 
ting these  products.  (Please  see  re- 
lated stories,  1995  Tobacco  Control 
Ordinances  Survey  on  page  773,  and 
Youth  Tobacco  Sale  Compliance 
Checks:  Impact  on  Vendor  Practices 
and  Community  Policy  beginning  on 
page  775,  which  provide  detailed 
Wisconsin  data  on  this  topic.) 

In  brief,  the  rule  requires  manu- 
facturers, distributors  and  retailers 
to  comply  with  certain  conditions 
regarding  the  sale,  distribution  and 
promotion  of  tobacco  products. 
The  rule: 

• Reduces  children's  access  to  to- 
bacco products  by  requiring  age 
verification  for  purchases; 
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Sample  Letter  to  the  Editor  for  Physicians 

To  the  Editor: 

As  a physician  (pediatrician),  I want  to  publically  express  my  support  for  the 
new  Food  and  Drug  Administration’s  rule  to  limit  children’s  access  to  tobacco 
products,  while  reducing  the  overwhelming  appeal  that  tobacco  advertising 
has  on  children. 

This  historic  initiative  comes  at  a critical  time.  Teen  smoking  is  at  a 1 6-year 
high.  Last  spring,  a federal  Centers  for  Disease  Control  report  revealed  that 
past-month  smoking  for  children  in  grades  9-12  increased  from  27.5%  in 
1991  to  almost  35%  in  1995. 

It  is  no  great  mystery  that  the  tobacco  industry’s  marketing  techniques  are 
aimed  at  our  children.  Adult  smoking  rates  have  steadily  declined  for  20 
years;  the  12-  to  18-year-old  market  is  the  industry’s  best  hope  for  a lucrative 
future.  By  sponsoring  popular  sporting  events,  underwriting  arts  and  enter- 
tainment events  and  strategically  placing  their  logos  on  advertising  in  ball 
parks,  on  buses,  on  billboards  near  schools  and  in  magazines  that  appeal  to 
children,  the  tobacco  industry  has  guaranteed  itself  a prime  viewing  audi- 
ence for  our  young  people. 

The  new  FDA  rule  severely  restricts  this  outrageous  exploitation  of  the  vul- 
nerability of  our  children.  It  prohibits  tobacco  ads  within  1 ,000  feet  of  schools 
and  restricts  ads  in  magazines  with  a large  youth  readership  to  black-and- 
white,  text  only  formats.  It  requires  retailers  to  treat  the  sale  of  tobacco  prod- 
ucts as  current  law  requires  them  to  handle  alcohol  sales  - with  an  identifi- 
cation check  and  at  point-of-sale  only.  By  addressing  both  access  and  appeal, 
the  new  FDA  rules  are  an  important  first  step  by  the  federal  government  to 
exert  its  regulatory  powers  over  an  industry  that  has  managed  for  too  long  to 
avoid  essential  oversight. 

For  these  reasons,  I salute  the  FDA  for  its  courageous  and  long-awaited  effort 
to  save  the  lungs,  hearts  and  lives  of  American  children  from  the  single  dead- 
best  - and  most  preventable-  cause  of  death  to  Americans  each  year:  tobacco. 

Sincerely, 


• Establishes  a 20  cigarette  mini- 
mum for  package  size,  in  order 
to  discourage  the  small,  easy  to 
hide  "kiddie"  packs  currently 
on  the  market. 

• Bans  outdoor  advertising  within 

1,000  feet  of  schools; 

• Limits  advertising  to  black-and- 
white,  text  only  in  publications 
with  significant  youth  reader- 
ship; 

• Requires  that  ads  state  the  fol- 
lowing: "Cigarettes  — A nico- 
tine-delivery device  for  persons 
18  or  older"; 

• Prohibits  sale  and  giveaways  of 
products  with  tobacco  brand 
names  or  logos  such  as  hats,  tee 
shirts,  etc.; 

• Prohibits  brand-name  sponsor- 
ship of  sporting  events  (limits  to 
corporate  name  only); 

• Educates  children  about  the 
dangers  of  smoking  by  requir- 
ing tobacco  companies  to  fund 
a $150  million  annual  anti- 
smoking campaign. 

Original  FDA  rule: 
revised  to  compromise 

The  FDA  received  a record  num- 
ber of  comments  from  the  public 
concerning  the  proposed  rule, 
roughly  700,000  pieces  of  mail, 
more  than  at  any  other  time  in  the 
history  of  federal  rule  making.  Be- 
sides massive  campaigns  orga- 
nized by  groups  across  the  coun- 
try, about  95,000  people,  including 

35.000  children,  sent  individual 
comments.  The  largest  single  com- 
ment, submitted  by  the  cigarette 
industry,  consisted  of  an  amazing 

45.000  pages. 

After  reviewing  the  public  com- 
ments, the  FDA  made  a number  of 
changes  in  the  rules.  The  American 
Medical  News  reports  that  the  FDA 
made  these  changes  to  improve  the 
rule's  chances  of  surviving  the  in- 
evitable court  battles. 

As  originally  proposed,  the  rule 
would  have  banned  all  vending 


machines,  self-service  displays  and 
mail-order  sales.  The  final  rule 
will  allow  vending  machines  and 
self-service  displays  in  facilities 
where  adults  only  are  permitted, 
such  as  nightclubs.  Mail-order 
sales  will  be  permitted  to  enable 
adults  in  rural  or  isolated  areas  to 
have  access  to  tobacco  products. 

The  original  proposal  would 
have  limited  outdoor  and  in-store 


advertising  to  black-and  white  text 
only.  The  final  rule  will  permit  ads 
using  color  and  imagery  in  "adults 
only"  facilities,  as  long  as  the  ad- 
vertising is  not  visible  from  the 
outside  and  is  not  removable. 

The  FDA  hopes  to  phase  in  new 
regulations  over  a six-month  to 
two-year  period  in  order  to  give 
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businesses  time  to  comply.  Yet,  ac- 
cording to  the  American  Medical 
News,  the  regulation  faces  two 
huge  obstacles. 

The  first  is  Congress.  Under  a 
law  passed  earlier  this  year.  Con- 
gress has  60  days  to  review  the 
regulation.  Lawmakers  could  pass 
a resolution  blocking  implementa- 
tion of  the  rule,  but  the  President 
could  veto  that  resolution. 

Congress  could  respond  by 
passing  a law  that  annuls  the  regu- 
lation. Both  Republicans  and 
Democrats  from  tobacco-growing 
states  have  introduced  a handful  of 
bills  that  would  either  bar  the  FDA 
from  regulating  tobacco  or  prohibit 
portions  of  the  rule,  such  as  the  ban 
on  sports  sponsorships. 

The  American  Medical  News  re- 
ports that  most  observers  expect 
Congress  to  delay  action  until  af- 
ter the  November  election.  Polls 


show  that  80%  of  Americans  sup- 
port federal  efforts  to  limit  tobacco 
sales  to  children,  and  a Republican- 
backed  bill  to  annul  the  regulation 
would  give  the  President  a weapon 
with  which  to  attack  his  opponent. 

The  second  obstacle  is  legal  ac- 
tion. The  nation's  five  largest  to- 
bacco companies  filed  a lawsuit 
last  year  in  Federal  District  Court 
in  Greensboro,  NC,  to  block  the 
FDA  action.  Six  trade  groups,  in- 
cluding advertising  agencies  and 
their  associations,  retailers  and  dis- 
tributors, filed  separate  lawsuits  in 
North  Carolina  challenging  the 
FDA  proposal. 

Those  lawsuits  are  now  reap- 
pearing. Many  observers  expect 
the  court  to  issue  an  injunction  de- 
laying implementation  until  the 
legal  issues  are  resolved,  which 
could  take  years. 

The  full  FDA  regulations  can  be 
found  on  the  Internet  on  the 


FDA's  World  Wide  Web  site 
(www.fda.gov). 

Supporting  the  FDA  rule 

The  majority  of  SMS  members  sup- 
port this  type  of  regulation  aimed 
specifically  at  the  nation's  youth. 
Indeed,  SMS  policy  supports  the 
Smoke  Free  Class  of  2000  Program, 
a 12-year  effort  targeted  at  every 
elementary  school  student  in  Wis- 
consin with  the  goal  of  a smoke- 
free  graduating  class  in  the  year 
2000.  On  a daily  basis,  you  can 
make  your  views  known  to  your 
patients  and  colleagues  fairly  eas- 
ily. You  also  have  a unique  oppor- 
tunity to  provide  guidance  in  your 
community. 

The  letter  shown  on  p.  761,  pro- 
vided by  the  Tobacco  Free  Wiscon- 
sin Coalition,  is  a sample  of  the 
type  of  tool  you  can  use  to  voice 
your  support  of  the  FDA  rule 
throughout  your  community. ❖ 


Smoke-free  Signals  from  the  Chief: 

New  Federal  Regulations  and  Clinical  Practice 
Guideline  Help  Physicians  Help  Reduce  Tobacco  Use 


Marc  Kennedy,  Special  to  WMJ 

In  August,  President  Clinton 
signed  legislation  that  restricts 
sale  and  distribution  of  cigarettes 
and  smokeless  tobacco  to  children 
and  teens,  and  represents  a mile- 
stone for  Michael  Fiore,  MD,  Madi- 
son, and  others  dedicated  to  curb- 
ing tobacco  use  who  were  at  the 
White  House  that  day.  Though  the 
new  regulations  signify  a stepping 
stone  in  the  right  direction,  Fiore 
realizes  there  is  a long  road  ahead 
concerning  efforts  to  mitigate  the 
negative  effects  of  tobacco  on  the 
nation's  health. 


As  director  of  the  Center  for  To- 
bacco Research  and  Intervention 
(CTRI)  at  the  University  of  Wiscon- 
sin Medical  School,  Fiore  knows 
these  statistics  by  heart: 

• more  than  400,000  Americans 
die  each  year  due  to  illness  di- 
rectly attributable  to  tobacco 
use;  8,700  in  Wisconsin. 

• cigarette  smoking  accounts  for 
an  estimate  $80  billion  annually 
in  health  care  costs  nationally; 
$1  billion  in  Wisconsin. 

• the  tobacco  industry  spends  $5 


billion  for  marketing,  advertis- 
ing and  promotion  each  year. 
The  total  national  budget  for  in- 
tervention and  cessation  is  less 
than  a billion. 

. every  day  3,000  children  or  teens 
in  the  U.S.  take  their  first  drag 
on  a cigarette. 

A faint  disdain  shadows  his  voice 
as  he  lists  these  figures  as  though 
reciting  a mantra.  But  Fiore's  enu- 
meration culminates  with  a hint  of 
upbeat  resolve  as  he  describes  ef- 
forts by  CTRI  and  other  local. 
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regional  and  national  agencies  in 
the  fight  against  tobacco.  CTRI  is 
designated  as  the  lead  agency  for 
the  University  of  Wisconsin-Madi- 
son  and  the  UW  Medical  School 
concerning  tobacco  addiction,  in- 
tervention and  cessation. 

"We  are  certainly  pleased  with 
the  momentum  generated  since 
establishing  the  center  in  1992," 
Fiore  explained.  "Because  of  our 
link  with  the  UW  Medical  School, 
most  of  our  efforts  involve  re- 
search, for  example,  concerning 
epidemiology  of  tobacco  use  — 
who  is  most  likely  to  start  smok- 
ing, who  has  most  difficulty  quit- 
ting. We  are  also  looking  at  basic 
science  projects,  including  examin- 
ing how  smoking  affects  metabo- 
lism, sleep  disruption,  etc.  Clini- 
cally, we  are  developing  innovative 
and  effective  ways  to  help  more 
smokers  quit  and  methods  to  inter- 
vene and  prevent  tobacco  use. 
And,  we  are  also  involved  in  help- 


ing create  policy  and  keep  legisla- 
tors and  other  key  decision-mak- 
ers informed  of  issues  concerning 
tobacco  use." 

CTRI  is  conducting  six  different 
studies  funded  by  the  National  In- 
stitutes of  Health.  While  all  of  these 
are  integral  components  of  the 
center's  overall  strategy,  two  as- 
pects are  the  most  critical  regard- 
ing an  individual  smoker's  per- 
sonal battle  with  tobacco  addiction, 
according  to  Fiore: 

. proving  the  value  of  nicotine  re- 
placement therapy  — using  nico- 
tine patches  or  gum  — in  help- 
ing smokers  quit;  and, 

• identifying  the  importance  of 
having  clinicians  include  ques- 
tions concerning  tobacco  use  as 
part  of  the  routine  taking  of  vi- 
tal signs. 

Physician  involvement 
in  smoking  cessation 

Fiore  is  the  chair  of  the  panel  for 


the  US  Department  of  Health  and 
Human  Services  that  wrote  the 
Clinical  Practice  Guideline  on 
Smoking  Cessation,  published  last 
April.  Sharing  this  information 
with  clinicians  is  one  of  the  panel's 
highest  priorities.  While  physicians 
have  been  receptive  to  the  concept 
of  increasing  their  roles  in  smok- 
ing cessation  and  prevention,  they 
have  been  somewhat  reluctant  to 
comply  until  recently. 

"There  had  been  two  major  ob- 
stacles that  impeded  clinicians 
from  interceding  more  on  their  pa- 
tients' behalf  concerning  tobacco 
use,"  he  said.  "One  was  lack  of  re- 
imbursement by  insurance  carriers 
for  tobacco  intervention.  The  other 
was  a lack  of  consistent  and  sci- 
entifically-based information  to 
impart  to  clinicians  on  methods 
and  strategies  to  help  them  help 
their  patients  to  fight  tobacco  use. 

Continued  on  next  page 
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Michael  Fiore,  MD,  MPH,  takes  media  calls  on  the  North  Lawn  of  the  White 
House  following  the  President 's  announcement  of  the  new  FDA  policy  to  protect 
children  from  tobacco  addiction. 


Continued  from  previous  page 

Before,  all  they  could  really  do  was 
say  'smoking  is  bad  for  you,  you 
should  quit.'  Now  with  the  Prac- 
tice Guideline,  we  are  offering  phy- 
sicians and  their  staff  concrete,  use- 
ful ways  to  approach  this  serious 
health  problem." 

This  is  the  first  time  the  total 
body  of  information  on  smoking 
cessation  has  been  analyzed  sys- 
tematically. In  developing  the 
Guideline,  the  panel  reviewed 
more  than  3,000  scientific  articles 
that  addressed  assessing  and  treat- 
ing tobacco  dependence,  nicotine 
addiction  and  clinical  practice. 
Through  the  research  efforts  that 
ultimately  resulted  in  the  Guide- 
line, Fiore  and  his  colleagues  dis- 
covered compelling  findings. 

"To  overcome  tobacco  addiction 
requires  the  central  role  of  physi- 
cians and  their  staff,"  he  said.  "The 
Guideline  recommends  that  the 
care  standard  change  to  regard 
smoking  cessation  not  as  optional 
but  as  an  essential  component  of 
every  clinical  encounter.  The 
Guideline  challenges  every  physi- 
cian in  the  nation  to  address  this 
issue. 

"This  not  only  challenges  the 
way  we  practice  medicine,  but  also 
can  tremendously  improve  the  ser- 
vices we  provide  to  smokers  who 
want  to  quit,"  added  Fiore.  "While 
there  is  no  perfect  way  to  quit,  cli- 
nicians are  in  a unique  position  to 
tailor  proven  treatments  to  the  par- 
ticular needs  of  those  patients  who 
want  to  overcome  their  nicotine 
addiction." 

Physicians  now  have  concrete 
examples  of  ways  to  monitor  to- 
bacco use,  and  suggest  and  imple- 
ment various  strategies,  including: 

• Ask  every  patient  at  every  visit 
if  they  smoke.  The  more  often 
physicians  ask,  the  stronger  ef- 
fect it  has. 

• Write  a patient's  smoking  sta- 
tus in  the  medical  chart  under 
vital  signs  during  every  visit. 


• Offer  intensive  smoking  cessa- 
tion programs.  There  are  several 
varieties  of  intensive  programs, 
which  are  strongly  correlated 
with  cessation  success.  Work 
with  patients  to  identify  the 
strategy  that  best  suits  their 
needs. 

• Implement  effective  treatment 
strategies.  Nicotine  replacement 
therapy,  via  patch,  gum  or  na- 
sal spray  works  well  with  most 
people  who  wish  to  quit  smok- 
ing. Help  motivated  smokers  set 
a quit  date. 

• Schedule  routine  follow  up. 

The  more  positive  reinforce- 
ment a smoker  receives  to  quit, 
or  a former  smoker  receives  to 
remain  smoke-free,  the  higher 
the  success  rate. 

. Prevent  relapses.  Reinforce- 
ment is  important,  particularly 
concerning  accompanying 
problems,  such  as  weight  gain, 
prolonged  nicotine  withdrawal, 
and  mood  swings  and  depres- 
sion. 


Only  half  the  smokers  who  see  a 
doctor  have  ever  been  urged  to  quit 
even  though  smoking  is  the  single 
greatest  preventable  cause  of  ill- 
ness and  premature  death  in  the 
US.  To  promote  the  use  of  the 
Smoking  Cessation  Clinical  Prac- 
tice Guideline,  the  Robert  Wood 
Johnson  Foundation  has  provided 
the  American  Medical  Association 
with  a $10  million  grant  to  send 
copies  of  the  pocket  Guideline  ver- 
sion to  200,000  primary  care  phy- 
sicians. (See  page  765.) 

The  Guideline  also  challenges 
insurance  and  managed  care  orga- 
nizations to  reimburse  for  preven- 
tion, treatment  and  cessation  ser- 
vices and  therapies;  about  half  do 
it  now  said  Fiore. 

"That's  the  real  paradox.  Insur- 
ers pay  for  end  result  therapies, 
treatments  for  cancer,  heart  attack 
and  other  tobacco  related  end-re- 
sult disease,  but  many  still  won't 
pay  for  prevention,  which  is  of 
course  a healthier  and  more  hu- 
mane strategy  for  patients  as  well 
as  far  less  costly  to  the  health  care 
system  in  the  long  run." 
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Smoking  Cessation  Guideline  Available 

The  Clinical  Practice  Guideline  on  Smoking  Cessation  was  prepared 
by  an  expert  panel  convened  by  the  Agency  for  Health  Care  Policy  and 
Research.  It  reflects  a thorough  review  of  evidence  from  clinical  studies 
conducted  from  1978-1994. 

Copies  of  the  guide,  the  complete  clinical  Practice  Guideline,  a Quick 
Reference  Guide  for  Smoking  Cessation  Specialists,  a consumer  Version  - 
available  in  English  and  Spanish  - plus  a list  of  other  AHCPR  publications, 
are  available  free  of  charge  by  calling  (800)  358-9295,  or  writing  to: 

AHCPR  Publications  Clearinghouse 
PO  Box  8547 
Silver  Spring,  MD  20907 

These  and  other  guidelines  are  available  through  the  Internet  (http:// 
www.ahcpr.gov/guide/).  Copies  of  this  and  other  brochures  are  also  free 
through  InstantFAX,  which  operates  24-hours  a day.  Using  a fax  machine 
with  a touchtone  telephone,  dial  (301 ) 594-2800,  push  1,  and  then  press  the 
start  button  for  instructions  and  a list  of  publications. 


Praise  for  Local 
Smoke-free  Activists 

Fiore  lauded  the  actions  of  local 
and  regional  groups  throughout 
Wisconsin.  He  cites  the  chapters  of 
the  American  Cancer  Society,  the 
American  Heart  Association  and 
American  Lung  Association,  and 
the  many  other  groups  that  are 
contributing  to  the  "National  Cam- 
paign for  Tobacco  Free  Kids." 

"I  must  commend  the  many 
grassroots  coalitions  around  state 
fighting  local  battles  against  to- 
bacco use,"  said  Fiore.  "They  are 
proposing  ordinances  for  smoke- 
free  indoor  air,  against  advertising 
billboards,  to  prevent  tobacco  ac- 
cess by  kids  via  vending  machines 
and  in  convenience  stores.  These 
dedicated  people  are  expending  a 
great  deal  of  time  and  effort  while 
operating  on  a shoe-string  budget 
in  the  face  of  the  billions  spent  by 
Big  Tobacco  for  marketing,  adver- 
tising and  lobbying." 

Tobacco  interests  continue  to 


fight  smoke-free  ordinances  even 
at  the  local  level,  said  Fiore.  A com- 
mon tactic  is  claiming  that  restric- 
tions on  tobacco  sale  and  use  in- 
fringe on  personal  freedom,  an  ar- 


gument that  Fiore  regards  as  a 
smoke  screen. 

"This  is  not  an  issue  of  trying  to 
Continued  on  next  page 


The  physicians  of  the 
University  of  Chicago  Medical 
Center  invite  you  to  put  us 
on  your  medical  team. 

Teamwork  that  works ! 

In  recent  years,  specialists  here  have  learned  a great  deal  about 
coordinating  with  primary  care  physicians  and  other  specialists 
in  the  best  interests  of  their  patients.  Today,  we’re  in  a better 
position  to  support  referring  physicians  than  ever  before  in 
our  history. 

Twenty-four  hours  a day,  seven  days  a week — were  available 
to  provide  assistance  with  admitting,  consults,  transfer,  and 
ground  & air  transport. 

We  invite  you  to  call  us.  Now  the  ball’s  in  your  court! 

1-800- UCH -2282 
Physicians’  Access  Services 
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Helping  Smokers  Quit:  What  Physicians  Can  Do 

Physicians  now  have  practical,  effective  methods  they  can  incorporate  into 

their  practices  to  help  their  patients  quit  using  tobacco.  Based  on  exhaustive 

review  of  more  than  3,000  clinical  studies,  recommendations  include: 

1.  Every  person  who  smokes  should  be  offered  smoking  cessation  treatment 
at  every  office  visit. 

2.  Clinicians  should  ask  about  and  record  the  tobacco  use  status  of  every 
patient. 

3.  Cessation  treatment  even  as  brief  as  three  minutes  a visit  is  proven  effective. 

4.  The  more  intense  the  treatment,  the  more  effective  it  is  in  producing  long- 
term abstinence  from  tobacco. 

5.  Nicotine  replacement  therapy  (nicotine  patches  or  gum),  social  support 
and  skills  training  are  effective  components  of  smoking  cessation  treat- 
ment. 

6.  Health  care  systems  should  be  modified  to  routinely  identify  and  intervene 
with  all  tobacco  users  at  every  visit. 


Continued  from  previous  page 

inhibit  someone's  freedom,"  he 
claims.  "Smoking  is  not  a political 
issue  — smoking  is  a public  health 
issue  when  it  comes  to  access  by 
children  and  second-hand  smoke. 
We  wouldn't  allow  someone  to 
blow  arsenic  or  pesticides  in  our 
face.  The  same  should  apply  to 
cigarette  smoke." 

Historically,  there  are  many  pre- 
cedents he  added  --  for  example, 
banning  spitting  on  the  sidewalk 
at  the  turn  of  the  century  to  reduce 
the  chance  of  tuberculosis  expo- 
sure. When  asked  about  the  pros- 
pects of  the  tobacco  industry  set- 
tling a huge  one-time  class  action 
lawsuit,  Fiore  was  somewhat  skep- 
tical, but  believes  it  can  have  posi- 
tive aspects.  Under  such  an  agree- 
ment, tobacco  companies  would 
contribute  millions  annually  to  ces- 
sation, education  and  prevention 
programs,  but  would  then  be  im- 
mune from  further  litigation. 

"We  have  a problem  in  our  coun- 
try when  we  have  a legally-avail- 
able  product  that  kills  you  when 
used  as  directed,"  Fiore  said. 
"Those  of  us  engaged  in  helping 


people  quit  and  dedicated  to  pre- 
venting young  people  from  start- 
ing would  welcome  any  efforts  in 
this  area  which  could  help  us 
achieve  these  goals.  This  type  of 
one-time  settlement  that  is  ru- 


mored to  be  considered  is  a step  in 
the  proper  direction.  If  there  are  no 
strings  attached."  Considering 
what  is  at  stake  for  the  tobacco  in- 
dustry, this  may  be  a big  "if."  ❖ 


Anti-tobacco  Crusader  Educates  Youth 
on  the  Facts  of  Life  of  the  Tobacco  Industry 


Cheryl  McCollum,  contributing  editor 

The  Centers  for  Disease  Con-  I 
trol  reports  that  every  year  < 
the  tobacco  industry  loses  over 
400,000  smokers  to  death  caused  I 
by  tobacco-related  diseases.  Who  I 

will  replace  those  smokers?  Anti-  1 

tobacco  crusade  Bonnie  Sumner  of  < 

Milwaukee  is  working  hard  to  I 
make  sure  young  people  are  not 


the  tobacco  industry's  replacement 
smoker  target. 

For  four  years,  Sumner,  a former 
teacher  and  mother  of  four,  has 
traveled  to  schools,  mostly  in  the 
Milwaukee  area,  to  give  students 
a real-life  lesson  about  the  facts  of 
tobacco  marketing  and  politics. 
The  focus  of  her  slide  presentation 


and  talk  is  to  teach  young  people 
that  they  are  the  target  of  the  to- 
bacco industry  marketing  efforts 
not  adults. 

"They  almost  all  know  that 
smoking  is  bad  for  them,"  she  said, 
adding  that  what  children  may  not 
be  aware  of  is  how  the  tobacco  in- 
dustry tries  to  manipulate  them  to 
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start  smoking. 

For  example,  Sumner  said  that 
"Old  Joe,"  the  cartoon  character  of 
Camel  cigarettes,  was  recognized 
by  91%  of  six-year-olds  as  a sym- 
bol for  cigarettes.  This  is  the  same 
level  of  recognition  that  children 
have  for  Mickey  Mouse,  she  added. 
What  is  even  more  amazing, 
Sumner  said,  is  the  fact  that  "Old 
Joe"  became  the  Camel  cigarette 
mascot  in  1988  and  in  just  four 
short  years  Camel  cigarettes  in- 
creased their  share  of  the  under-18- 
year-old  market  from  0.5%  to  33%. 

"If  this  doesn't  show  that  to- 
bacco advertising  works,  I don't 
know  what  does,"  she  said. 

Eighty-six  percent  of  adolescent 
smokers  prefer  smoking  Marlboro, 
Camel  or  Newport,  she  said.  Those 
three  brands,  she  noted,  also  just 
happen  to  be  the  three  most 
heavily  advertised  cigarette  brands 
in  the  nation. 

"It's  not  a coincidence,"  she 
said.  "Advertising  definitely  plays 
a part  in  the  problem  of  kids  and 
smoking." 

In  looking  at  other  tobacco  in- 
dustry advertisements,  Sumner 
notes  that  while  the  Marlboro  ad- 
vertisements do  not  include  car- 
toons like  Joe  Camel,  Marlboro 
does  include  "very  subtle"  mes- 
sages that  young  people  get 
hooked  into.  The  advertisements 
basically  say  to  them  that  if  you 
want  to  be  thin,  beautiful  and  in 
charge  of  yourself  you  need  to 
smoke,  she  added. 

"We  all  need  to  remember  that 
these  are  emerging  and  easily-in- 
fluenced adolescents  who  want 
control  over  their  lives,"  she  said. 
"These  ads  are  extremely  appeal- 
ing to  them.  To  them,  smoking  is 
grown  up,  it's  cool  and  most  im- 
portantly it's  forbidden  by  their 
parents." 

Sumner  said  one  of  her  goals 
with  her  slide  presentation  to 
young  people  is  to  "stimulate  their 
interest  in  the  way  the  world 
works."  This  includes,  she  said, 
teaching  them  the  financial  and 


political  aspects  of  the  tobacco  in- 
dustry. Sumner  said  she  also  em- 
phasizes during  her  talk  that  stu- 
dents do  not  need  to  sit  idly  by  and 
let  the  tobacco  industry  "think  up 
new  ways  to  influence  them." 

"I  tell  them  several  stories  of 
kids  achieving  small  victories 
against  the  (tobacco)  industry,"  she 
said.  Sumner  adds  that  she  does 
not  want  to  hear  young  people  say 
it  is  too  big  of  an  issue  for  them  to 
deal  with  today. 

"There's  a group  of  teenagers  in 
Massachusetts  who  got  all  the  ciga- 
rette vending  machine  out  of  their 
town,"  she  said.  "These  kids  did  it 
all  by  themselves."  She  encourages 
the  students  to  tell  restaurant  man- 
agers who  allow  smoking  in  their 
restaurants  that  they  do  not  like  it 
or  to  write  to  Gov.  Tommy  Thomp- 
son and  Milwaukee  Brewers 
owner  Bud  Selig  requesting  a no- 
smoking section  in  the  Brewers  sta- 
dium. 

"These  are  things  they  can  do," 
she  said.  "I  want  them  to  feel  they 
have  a little  bit  of  power.  Even  if 
they  are  just  kids.  I truly  believe 
kids  could  get  restaurants  to  go 
smoke-free." 

What  can  physicians  do? 

When  asked  what  role  do  physi- 
cians play  in  cutting  down  youth 
tobacco  usage,  Sumner  simply  said 
that  physicians  need  to  talk  about 
the  deadly  effects  of  smoking  over 
and  over  again  to  their  young  pa- 
tients. 

"More  of  them  (physicians) 
need  to  talk  about  the  dangers  of 
smoking  much  more  than  they  do 
today,"  she  said.  "They  need  to 
make  sure  they  say  it  all  the  time. 
Don't  be  silent." 

Sumner  encourages  physicians 
to  have  materials  available  in  their 
waiting  rooms  on  how  to  quit 
smoking  and  the  health-related 
problems  associated  with  smoking. 
"Just  push  the  no-smoking  mes- 
sage all  the  time,"  she  said. 

She  also  said  she  would  like  to 
see  physicians  be  more  politically 


Anti-tobacco  crusader  Bonnie  Sumner, 
Milwaukee,  with  one  of  the  props  she 
uses  in  her  slide  presentation  to  young 
people  about  tobacco  advertising,  mar- 
keting and  promotion  and  its  effect  on 
the  youth. 

active  on  this  issue.  For  example, 
she  said,  more  physicians  need  to 
write  to  their  legislators  and  tell 
them  to  support  cigarette  tax  in- 
creases. 

"Seventy-five  percent  of  the 
people  in  this  country  do  not 
smoke,"  she  said.  "It  doesn't  make 
any  sense  politically  why  we  can't 
get  cigarette  tax  increases." 

Wisconsin's  tobacco  advertising 
laws  need  improving 

According  to  the  Center  for  To- 
bacco Research  and  Intervention  at 
the  University  of  Wisconsin  Medi- 
cal School,  Wisconsin  has  a long 
way  to  go  to  protect  our  youth 
from  the  harmful  effects  of  tobacco 
advertising.  A recent  report  by  the 
center  notes  that  at  this  time  Wis- 
consin has  no  laws  that  help  con- 
trol the  advertising  of  tobacco 
products. 

The  center  also  notes  approxi- 
mately 120  Wisconsin  children  take 
their  first  puff  of  cigarette  smoke 

Continued  on  next  page 
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each  day.  Of  these  children,  more 
than  60  become  addicted  smokers 
each  day. 

Yet,  what  Sumner  says  irritates 
her  the  most  is  the  huge  increase 
in  the  amount  of  money  the  to- 
bacco industry  spends  on  advertis- 
ing and  promotion  in  Wisconsin.  In 
1980,  she  notes  the  industry  spent 
$24  million  on  promoting  its  prod- 
uct. In  1993,  that  number  jumped 
to  $100  million. 

Sumner  said  she  suspects  that 
most  of  that  increased  promotional 


dollars  is  geared  toward  recruiting 
replacement  smokers  for  the  ones 
that  die,  adding  that  "unfortu- 
nately those  replacement  smokers 
are  most  likely  kids  under  18." 

SMS  Teen  Workshop  on  Health 

Sumner  will  give  her  talk  "Who's 
Kidding  Who???"  to  approxi- 
mately 1,000  seventh  and  eighth 
grade  students  at  the  34th  Annual 
Teen  Workshop  on  Health  which  is 
sponsored  by  the  SMS  Alliance. 
The  workshop  will  be  held 
Wednesday,  Nov.  13  in  Appleton. 


This  year's  workshop  is  titled 
Alcohol  and  Tobacco  — the  "Legal" 
Drugs.  The  program  will  encour- 
age participants  to  understand 
more  about  the  decisions  they  face 
regarding  the  use  of  alcohol  and 
tobacco. 

Sumner's  slides  are  a combina- 
tion of  materials  developed  by 
STAT  (Stop  Teenage  Addiction  to 
Tobacco),  DOC  (Doctors  Ought  to 
Care),  the  Medical  College  of  Wis- 
consin, and  Sumner.  Follow  up 
classroom  activities  are  also  avail- 
able by  Sumner.  ❖ 


NEUROLOGIST  & 

ONCOLOGIST... 

There  is  an  immediate  opening  at  Brainerd 
Medical  Center  for  a Neurologist  and  an 
Oncologist. 

Brainerd  Medical  Center,  PA 

• 35  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local 
hospital,  St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

. Located  in  central  Minnesota  less  than  2-1  /2  hours 
from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Call  collect  to  Administrator: 

Curt  Nielsen 

(218)  828-7105  or  (218)  829-4901 
2024  South  6th  Street 
Brainerd,  MN  56401 


768 


Wisconsin  Medical  Journal  • November  1996 


As  part  of  ASSIST  Wisconsin,  the  Center  for  Tobacco  Research  and  Intervention, 
University  of  Wisconsin  Medical  School  was  asked  to  prepare  a series  of  four  policy  papers 
examining  issues  relevant  to  the  epidemic  of  tobacco  addiction  in  our  state.  In  this  issue  of 
the  Wisconsin  Medical  Journal , the  first  of  these  policy  papers  is  presented. 

The  authors  of  these  publications  are:  Michael  C.  Fiore,  MD,  MPH;  Michael 
Hartman;  Michelle  Mielke,  MD;  Eric  Strecker;  Scott  Woller;  and  Timothy  Baker,  PhD. 


Raising  Wisconsin’s  Tobacco 

Excise  Fees: 

Protecting  Children, 
Increasing  Revenue, 

Saving  Lives 


Center  for  Tobacco  Research  and  Intervention 
University  of  Wisconsin  Medical  School 
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CONCLUSION: 


RAISING  THE  CIGARETTE  EXCISE  FEE  BY  AT  LEAST  500  PER  PACK  WILL:  (A) 
PROTECT  CHILDREN  FROM  TOBACCO  ADDICTION;  (B)  SAVE  WISCONSIN 
RESIDENTS  FROM  THE  PREVENTABLE  ILLNESS  AND  PREMATURE  DEATH  THAT 
RESULTS  FROM  SMOKING;  AND  (C)  INCREASE  STATE  REVENUE  FOR  TAX 
RELIEF  AND  OTHER  CRITICAL  NEEDS. 


FACT:  SMOKING  IS  A MAJOR  ECONOMIC  BURDEN  ON  THE 

CITIZENS  OF  WISCONSIN. 


KEY  FACTS: 

>■  Cigarette  smoking  costs  Wisconsin 
more  than  $1  billion  in  direct  medical 
costs  per  year.1 

>■  In  contrast,  the  current  cigarette  excise 
fee  in  Wisconsin  only  generates  $175 
million  per  year.2 

>-  Each  smoker  in  our  state  spends,  on 
average,  $800  per  year  for  cigarettes. 

>■  For  states  such  as  Wisconsin,  reducing 
or  eliminating  tobacco  use  will  increase 
employment  in  our  state  and  improve 
health.3 


Medical  Costs  ($Millions),  1993 


Hospital 

$538 

Home  Health  Care 


$18 

Nursing  Home 
$98 

Prescription  Drugs 
$36 

Physician 

$310 


FACT:  CIGARETTE  EXCISE  FEES  IN  WISCONSIN  HAVE  DECLINED 

IN  REAL  TERMS  OVER  THE  LAST  40  YEARS. 


Federal  & State  Fees  on  Pack  of 
Cigarettes  as  Percent  of  Retail  Price 


KEY  FACTS: 

>■  Excise  fee,  measured  as  a percentage  of  the 
average  retail  price  of  cigarettes,  has  dropped 
from  56%  to  28%  over  the  last  twenty  years. 

>-  Fourteen  states  have  cigarette  excise  fees 
higher  than  Wisconsin’s. 
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Smokers 


FACT:  MOST  WISCONSIN  RESIDENTS  WANT  CIGARETTE  EXCISE 

FEES  INCREASED. 


KEY  FACTS: 

>►  73%  of  Wisconsin  residents  support  a $1  per  pack  cigarette  fee  increase.4 
> One-third  of  smokers  support  a $1  per  pack  cigarette  fee  increase. 


FACT:  RAISING  THE  CIGARETTE  EXCISE  FEE  WILL  SAVE 

WISCONSIN  LIVES. 


KEY  FACTS: 

>•  7,400  Wisconsin  residents  die 
prematurely  each  year  directly  from 
tobacco  use;  that  is,  one  out  of  every 
five  deaths  in  our  state  is  directly 
caused  by  smoking. 

> Approximately  85,000  years  of 
potential  life  are  lost  in  our  state 
each  year  because  of  premature 
deaths  from  tobacco. 


Wl  Deaths  Due  to  Smoking,  1993 


Heart  Disease 
3,316 


FACT:  INCREASING  EXCISE  FEES  IS  THE  MOST  POWERFUL  WAY 

TO  PROTECT  CHILDREN  FROM  TOBACCO  ADDICTION. 


Wl  Smokers  Aged  11-17  Who 
Would  Quit  (Estimated) 


40.000 

35.000 

30.000 

25.000 
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13,000 
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25  Cents 


40,000 


50  Cents  75  Cents  One  Dollar 


Per  Pack  Increase 


> 


> 


> 


KEY  FACTS: 

Each  10%  increase  in  the  real  (after 
inflation)  price  of  cigarettes  leads  to 
about  a 1 0%  reduction  in  tobacco  use 
among  teenagers.5 

Raising  the  cigarette  excise  fee  by  500 
per  pack  will  result  in  24,000 
adolescents  quitting  smoking  each 
year. 

Raising  the  cigarette  excise  fee  by 
500  per  pack  will  discourage  50,000 
adults  from  smoking  each  year. 
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FACT:  RAISING  CIGARETTE  EXCISE  FEES  COULD  BE  AN 

IMPORTANT  REVENUE  SOURCE  FOR  PROPERTY  TAX 
RELIEF. 


KEY  FACTS: 

>•  Increasing  the  excise  fee  has  two 
important  benefits:  it  decreases 
smoking  and  its  related  costs,  while 
increasing  overall  fee  revenue. 

>-  A 500  per  pack  increase  will 
generate  $157  million  per  year. 

>•  A $1  per  pack  increase  will  generate 
$246  million  per  year. 

>■  If  all  of  the  new  revenue  from  a $1 
excise  fee  increase  went  to  property 
tax  relief,  each  homeowner  in 
Wisconsin  would  save  $200  each 
yearA 


Net  Annual  Revenues  Generated 


$250 

§$200 

Bl$1  50_ 
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$87 

■ 

$0 

■ 

25  Cents 


$246 


1 i 

50  Cents  75  Cents  One  Dollar 
Per  Pack  Increase 
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1995  Tobacco  Control  Ordinances  Survey: 
Wisconsin  Counties,  Cities  and  Villages 

Sarah  Brazin;  Mary  Gothard,  BS;  Beth  Smith;  and  Patrick  Remington,  MD,  MPH 


Introduction 

The  Wisconsin  Legislature  has  en- 
acted a number  of  laws  regulating 
the  sale,  purchase,  and  use  of  ciga- 
rettes and  other  tobacco  products 
over  the  past  decade.  These  include 
bans  or  restrictions  on  smoking  in 
the  workplace,  other  public  places 
and  daycare  centers;  ban  on  sale  of 
single  cigarettes;  prohibition  of  the 
sale  to  minors  or  the  purchase  or 
possession  by  minors;  restrictions 
on  vending  machine  locations;  and 
changes  in  the  tobacco  licensing 
system.1  (Table  1). 

To  enforce  these  state  laws,  lo- 
cal municipalities  must  enact  ordi- 
nances adopting  the  State  statute. 
In  order  to  better  assess  implemen- 
tation of  these  State  laws  in  com- 
munities, we  conducted  a survey 
of  all  Wisconsin  counties,  cities, 
and  villages  in  August  of  1995.  The 
purpose  was  to  collect  local  data  re- 
garding what  communities  are  do- 
ing in  the  area  of  tobacco  control, 
both  in  conformity  with  and  be- 
yond, what  the  applicable  State 
Statute  declares. 


Brazin  and  Smith  are  student  interns 
with  the  American  Stop  Smoking  In- 
tervention Study  (ASSIST)  for  the  sum- 
mer of  1996.  Gothard  is  the  Policy  Field 
Director  for  the  American  Stop  Smok- 
ing Intervention  Study  (ASSIST).  Dr. 
Remington  is  the  State  Chronic  Disease 
Epidemiologist,  Wisconsin  Division  of 
Health.  Reprint  requests  to:  Patrick 
L.  Remington,  MD,  MPH,  1414  E. 
Washington  Ave.,  Rm.  251,  Madison, 
WI  53703. 


Methods 

We  sent  a survey  to  each  county, 
city,  and  village  clerk  in  Wisconsin. 
The  lists  for  Wisconsin  villages  and 
cities  were  obtained  from  the 
League  of  Wisconsin  Municipali- 
ties. Unlike  towns,  cities  and  vil- 
lages are  home  rule  municipalities, 
which  provides  them  with  consti- 
tutional and  statutory  powers.  The 
survey  was  sent  to  the  appropriate 
clerk  in  August  of  1995,  with  fol- 


low-up letters  sent  in  September  of 
1995  to  those  who  did  not  respond. 
The  clerk  was  asked  to  complete 
the  survey,  which  asked  questions 
regarding  three  areas  of  tobacco 
control  policy:  clean  indoor  air, 
youth  access,  and  advertising  and 
promotion.  They  were  asked  to  re- 
turn the  survey  along  with  any  or- 
dinances that  were  enacted  locally 

Continued  on  next  page 


Table  1 : A Synopsis  of  Wisconsin  Tobacco  Control  Statutes 


Wisconsin  Clean  Indoor  Air  Law: 

Wisconsin  Statute  101.123:  Smoking  is  prohibited  in  offices,  wait- 
ing rooms,  elevators,  retail  stores,  shopping  malls,  restaurants,  gov- 
ernment and  university  buildings,  nursing  homes,  movie  theaters, 
assembly  halls,  mass  transit,  hotels/inns,  beauty  salons,  correctional 
institutions,  hospitals,  daycare  centers,  and  doctors'  offices— except 
in  designated  smoking  areas.  Manufacturing  and  assembly  sites 
are  not  covered. 

Wisconsin  Youth  Access  to  Tobacco  Products  Laws: 

Wisconsin  Statute  48.983:  Prohibits  purchase  or  attempt  to  purchase 
or  possession  of  tobacco  products  by  minors. 

Wisconsin  Statute  134.66:  a)  prohibits  sales  and  provision  of  low 
cost  or  free  samples  of  tobacco  to  minors;  b)  requires  signage  warn- 
ing customers  that  sales  to  minors  are  unlawful;  c)  prohibits  vend- 
ing machine  placement  within  500  feet  of  a public  or  private  school 
(grades  1-12)  and  in  any  public  place  open  to  minors  [unless  the 
vending  machine  is  ordinarily  in  the  immediate  vicinity/in  plain 
view  and  control  of  an  employee,  and  is  inaccessible  to  the  public 
when  the  premises  are  closed]. 
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Table  2:  Results  of  the  August  1995  Tobacco  Control  Ordinances 
Survey 

Indoor 

Youth 

Advertising 

Air 

Access 

Bans 

Municipality 

Ordinances 

Standard 

177 

33% 

208 

39% 

5 

1% 

Comprehensive 

17 

3% 

2 

<1% 

0 

0% 

None 

336 

63% 

322 

61% 

524 

99% 

Total 

530 

100% 

532 

100% 

529 

100% 

County  Ordinances 

Standard 

28 

40% 

12 

17% 

0 

0% 

Comprehensive 

34 

49% 

0 

0% 

0 

0% 

None 

8 

11% 

57 

83% 

0 

0% 

Total 

70 

100% 

69 

100% 

0 

100% 

Standard  = The  community  enacted  all  or 

part  of  the  State  law. 

Comprehensive  = Examples  include  if  a community  banned  smoking  in  public  build- 

ings  or  added  enforcement  for  youth  access  ordinances. 

Continued  from  previous  page 

that  went  beyond  the  State  law.  For 
purposes  of  comparison,  ordi- 
nances were  classified  as  "stan- 
dard" if  they  enacted  all  or  part  of 
the  State  law,  or  "comprehensive" 
if,  for  example,  they  banned  smok- 
ing in  public  buildings  or  added 
enforcement  for  youth  access  ordi- 
nances. 

Results 

Municipalities:  We  received  com- 
pleted surveys  from  532  (91%)  of 
the  582  municipalities  in  Wiscon- 
sin (Table  2).  Thirty-three  percent 
of  the  municipalities  had  enacted 
a clean  indoor  air  ordinance  simi- 
lar to  the  State  law,  and  an  addi- 
tional 3%  had  enacted  an  ordinance 
that  was  more  comprehensive  than 
State  law.  Similarly,  39%  of  munici- 
palities had  enacted  a youth  access 
law  that  was  consistent  with  the 
State  law  and  less  than  1%  enacted 
an  ordinance  with  enforcement. 
Only  1%  of  municipalities  had  en- 
acted an  ordinance  limiting  to- 
bacco advertising.  Finally,  22% 
(119/532)  of  municipalities  had 
enacted  both  clean  indoor  air  and 
youth  access  laws  and  46%  (246/ 
532)  of  municipalities  had  enacted 
neither  law. 

Counties:  We  received  com- 
pleted surveys  from  70  (97%)  of  the 
72  counties  in  Wisconsin.  Forty 
percent  had  enacted  an  ordinance 
similar  to  the  state  clean  indoor  air 
law,  and  an  additional  49%  enacted 
ordinances  that  were  more  com- 
prehensive than  State  law.  Most  of 
these  were  ordinances  that  banned 
smoking  in  county-owned  build- 
ings and  facilities.  Only  17%  of 
counties  had  enacted  youth  access 
ordinances,  and  no  counties  had 
enacted  ordinances  limiting  to- 
bacco advertising.  Finally,  16%  (11  / 
70)  of  counties  had  enacted  both 
clean  indoor  air  and  youth  access 
laws  and  10%  (7/70)  of  counties 
had  enacted  neither  law. 


Comment 

This  survey  demonstrates  that 
about  one-third  of  the  municipali- 
ties in  the  state  have  enacted  ordi- 
nances necessary  to  enforce  state 
laws  on  clean  indoor  air  and  youth 
access  to  tobacco.  This  proportion 
of  communities  with  such  ordi- 
nances has  doubled  since  1990.  In 
that  year,  the  American  Cancer  So- 
ciety conducted  a survey  of  400 
municipalities,  that  showed  that 
only  17%  had  enacted  these  ordi- 
nances (Wisconsin  Division  of 
Health,  unpublished  data). 

Almost  all  of  the  counties  sur- 
veyed (86%)  had  enacted  ordi- 
nances necessary  to  enforce  state 
laws  on  clean  indoor  air  and  youth 
access  to  tobacco.  This  also  shows 
an  increase  since  1990,  when  only 
52%  of  counties  had  enacted  these 
ordinances. 

Nationally,  information  about 
tobacco  control  ordinances  has 
been  collected  by  the  American 
Nonsmokers'  Rights  Foundation. 
As  of  December  1995,  more  than 
1,000  local  tobacco  control  ordi- 
nances existed  in  the  United 
States2.  These  ordinances  include 
the  areas  of  clean  indoor  air,  youth 


access,  and  advertising,  and  pro- 
motion. 

Conclusion 

In  1995,  only  22%  of  municipalities 
and  16%  of  counties  have  ordi- 
nances which  provide  both  clean 
indoor  air  and  prevent  youth  ac- 
cess to  tobacco  products.  Enacting 
and  actively  enforcing  local  to- 
bacco control  ordinances  will  assist 
in  efforts  to  reduce  the  prevalence 
of  tobacco  use  and  the  associated 
health  consequences.  The  survey 
has  been  repeated  in  August,  1996, 
to  assess  progress  toward  this  goal. 
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Youth  Tobacco  Sale  Compliance  Checks:  Impact  on 
Vendor  Practices  and  Community  Policy 

Ann  E.  Schensky;  Stevens  S.  Smith,  PhD;  Daniel  L.  Icenogle,  MD,  JD;  and  Michael  C.  Fiore,  MD,  MPH 


Background 

Each  day  in  the  United  States,  3,000 
children  under  the  age  of  18  begin 
to  smoke1.  In  Wisconsin,  approxi- 
mately 120  children  start  to  smoke 
each  day,  30  of  whom  will  eventu- 
ally die  of  diseases  caused  directly 
by  their  tobacco  use2.  In  our  state, 
more  than  100,000  children  are  ad- 
dicted to  tobacco  products  and 
smoke  approximately  14  million 
packs  of  cigarettes  per  year2. 

These  statistics  are  even  more 
disturbing  given  that  the  sale  of 
tobacco  products  to  children  under 
the  age  of  18  is  illegal  in  Wisconsin 
and  the  other  49  states1.  The  abil- 
ity of  children  to  illegally  purchase 
cigarettes  has  been  cited  as  one  of 
the  major  factors  that  promotes  to- 
bacco addiction  among  children1. 
One  strategy  to  publicize  and  limit 
youth  access  has  been  the  use  of 
compliance  checks  involving  su- 
pervised attempts  by  underage 
youth  to  purchase  tobacco  prod- 
ucts3. This  strategy  has  been  used 
to  document  the  ready  availability 
of  cigarettes  to  minors1. 

The  purposes  of  this  study  were 
threefold:  first,  to  evaluate  the  like- 
lihood that  minors  could  purchase 
cigarettes  within  Dane  County, 
Wis;  second,  to  evaluate  the  impact 
of  vendor  education  and  compli- 
ance check  feedback  on  the  subse- 
quent likelihood  of  minors  pur- 
chasing cigarettes;  and,  third,  to 
report  on  community  action  taken, 
in  part,  as  a result  of  these  compli- 
ance checks. 


The  authors  are  with  the  Center  for 
Tobacco  Research  and  Intervention, 
University  of  Wisconsin  Medical 
School,  1300  University  Avenue,  Madi- 
son, WI  53706. 


Methods 

Part  1 — Baseline  Compliance  Checks: 
At  baseline  in  1993,  letters  explain- 
ing Wisconsin  statues  banning  the 
sale  of  tobacco  products  to  minors 
(Table  1 ) were  mailed  to  all  tobacco 
vendors  in  Dane  County,  Wis,  a 
county  including  the  state  capital 
(Madison),  suburban,  and  rural 
communities.  Twenty-four  adoles- 
cents, aged  12-15  years  old  volun- 
teered to  participate  in  compliance 
checks.  After  parental  informed 
consent  for  their  participation  was 
obtained,  the  24  adolescents  were 
trained  regarding  the  dangers  of 
smoking,  the  purpose  of  the  com- 
pliance checks,  and  the  standard- 
ized procedures  for  the  compliance 
checks. 

Adolescents  aged  12-15  were  se- 
lected to  minimize  any  potential 
confusion  with  persons  18  or  older, 
the  legal  age  for  purchasing  to- 
bacco products.  To  further  ensure 
that  these  young  adolescents  were 


not  mistaken  as  young  adults,  two 
steps  were  taken:  a)  each  adoles- 
cent was  evaluated  by  an  attorney 
who  certified  that  the  adolescent 
appeared  his  or  her  actual  age,  and 
b)  the  adolescents  were  video-  and 
audio-taped  during  compliance 
checks  to  ensure  that  they  com- 
plied with  instructions  to  report 
their  age  honestly  if  asked  by  a 
clerk. 

One  hundred  fifty-three  ven- 
dors in  Dane  County,  Wisconsin, 
were  selected  to  serve  as  the  com- 
pliance check  sites.  Following  their 
identification,  unannounced  base- 
line compliance  checks  were  con- 
ducted over  two  successive  eve- 
nings to  prevent  vendors  from  in- 
forming each  other  of  the  process 
and  altering  their  behavior.  Ado- 
lescents working  in  groups  of  two 
or  three  entered  each  of  the  153 
establishments  and  attempted  to 

Continued  on  next  page 


Table  1 : State  of  Wisconsin  Youth  Access  Ordinances 


• Tobacco  sales  to  anyone  under  age  18  are  prohibited.  Tobacco 
product  give-aways  and  nominal  cost  sales  of  tobacco  are  also 
prohibited  (Wisconsin  Statutes,  Section  134.66) 

• Signs  stating  that  the  sale  of  tobacco  to  minors  is  unlawful  must 
be  posted  on  the  premises  wherever  tobacco  products  are  sold. 
Vending  machines  must  have  signage  that  states  the  sales  of  to- 
bacco to  anyone  under  the  age  of  18  is  prohibited. 

• All  cigarettes  and  other  tobacco  products  must  be  sold  in  a pack- 
age or  container  to  which  a state  tax  stamp  is  affixed.  This  statute 
prohibits  the  sale  of  single  cigarettes. 

• Vending  machines  must  be  placed  in  plain  sight  of  an  employee 
and  should  be  inaccessible  to  the  public  when  the  establishment 
is  closed. 

• All  vendors  must  be  licensed  to  sell  tobacco  products. 
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Table  2.  Successful  Cigarette  Purchase  Rates  by  Minors 


% Successful  Cigarette  Purchases 

Baseline 

Follow-up 

(n  = 153) 

(n  = 137) 

Overall 

26.8% 

23.4% 

Boys 

28.8% 

14.3% 

Girls 

13.5% 

28.4% 

(p  < .05) 

(p  = .10) 

Younger  Adolescents  (12-13) 

15.9% 

31.6% 

Older  Adolescents  (14-15) 

48.1% 

35.0% 

(p  < .001) 

(p  = .75) 

Type  of  Access  to  Cigarettes: 

Customer  Asks  Clerk 

23.5% 

21.7% 

Customer  Self-Serve 

31.3% 

15.4% 

Vending  Machines 

30.0% 

53.3% 

Did  Vendor  Ask  Age  of  Customer? 

(p  = .60) 

(p  = .23) 

Yes 

7.9% 

4.2% 

No 

33.9% 

30.9% 

(p  < .002) 

(p  < .01) 

Did  Vendor  Ask  for  Customer  ID? 

Yes 

1.4% 

2.9% 

No 

50.6% 

49.2% 

(p  < .001) 

p < .001) 

Madison  Locations 

38.5% 

26.7% 

Non-Madison  Dane 

14.7% 

17.6% 

County  Locations 

(p  < .001) 

(p  = -22) 

purchase  a package  of  cigarettes. 
They  attempted  to  purchase  ciga- 
rettes from  three  different  modes 
of  sale:  from  a clerk,  who  provided 
the  cigarettes  from  a source  not  ac- 
cessible to  the  adolescents;  from  a 
self-service  displays,  where  the  ado- 
lescents selected  a package  of  ciga- 
rettes then  brought  it  to  a cash  reg- 
ister; and,  from  a cigarette  vending 
machine.  When  attempting  to  pur- 
chase at  a vending  machine,  the 
adolescents  first  approached  the 
clerk  to  request  change  to  use  the 
vending  machine.  No  compliance 
checks  were  made  at  primarily 
adult  establishments  such  as  bars 
or  hotels. 

If  asked  their  age  by  a vendor, 
the  adolescents  were  instructed  to 
answer  honestly.  If  asked  for 
whom  they  were  purchasing  the 
cigarettes,  the  adolescents  were  in- 
structed to  respond  that  they  were 
buying  the  cigarettes  for  them- 
selves. For  all  compliance  checks, 
the  adolescents  were  supervised  by 
at  least  one  adult  supervisor  who 
was  in  a vehicle  outside  the  com- 
pliance check  site  to  ensure  correct 
data  collection  and  take  control  of 
cigarettes. 

Part  2 — Vendor  Notification  and 
Education:  Following  completion 
of  the  baseline  compliance  checks, 
the  results  were  made  available  to 
the  local  media  via  a press  release 
and  news  conference.  The  an- 
nouncement generated  significant 
local  media  coverage  including 
prominent  articles  in  the  local 
newspapers  as  well  as  extensive 
local  television  and  radio  coverage. 

Following  the  dissemination  of 
results,  all  153  vendors  were  noti- 
fied by  letter  whether  or  not  ado- 
lescents were  able  to  successfully 
purchase  cigarettes  within  their  es- 
tablishment. Additionally,  all  ven- 
dors were  provided  with  signs  to 
indicate  that  the  establishment 
would  not  sell  t -bacco  products  to 
minors  and  information  regarding 
the  appropriate  placement  to  maxi- 


mize their  impact.  Finally,  vendors 
were  offered  on-site  training  for 
employees  and  managers.  The 
training  consisted  of  a review  of 
current  Wisconsin  statutes  related 
to  the  purchased  of  tobacco  prod- 
ucts by  minors,  ways  to  improve 
vendor  compliance,  and  problem- 
solving techniques  such  as  how  to 
deal  with  threatening  customers. 
All  153  vendors  received  these 
written  materials;  only  four  of  the 
vendors  (2.6%)  elected  to  attend 
the  training. 

Part  3 — Follow-up  Compliance 
Checks:  Approximately  one  year  af- 
ter the  baseline  measures,  a second 
series  of  compliance  checks  was 
completed  to  assess  the  impact  of 
the  initial  interventions.  The  meth- 


ods followed  during  these  follow- 
up checks  were  identical  to  the 
baseline  checks  described  above. 
The  same  adolescents  who  partici- 
pated in  the  baseline  checks  partici- 
pated in  the  follow-up  checks  ex- 
cept for  those  who  were  ineligible 
due  to  turning  16.  For  the  follow- 
up checks,  attempts  were  made  to 
purchase  cigarettes  at  137  vendors, 
including  60  from  the  baseline  sur- 
vey. 

Results 

Baseline  Compliance  Checks:  Of  the 
153  attempts  to  purchase  cigarettes, 
41  (26.8%)  adolescents  were  suc- 
cessful. At  baseline,  males  were 
more  successful  in  their  efforts  to 
purchase  than  were  females  (28.8% 
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vs.  13.5%,  p < 0.05,  2 = 4.06).  Older 
(14  -15  years  old)  adolescents  were 
more  successful  in  their  attempts 
to  purchase  than  were  younger  (12- 
13  years  old)  adolescents  (48.1%  vs. 
15.9%,  p < .001,  2 = 13.95).  Finally, 
no  reliable  differences  were  ob- 
served in  successful  purchase  ef- 
forts based  on  mode  of  sale  --  self- 
service  displays  (31.3%),  vending 
machines  (30.0%)  and  clerks 
(23.5%)  (p  = .59,  2 = 1.05)  (Table  1). 

When  vendors  attempted  to  de- 
termine the  age  of  the  adolescents, 
the  rates  of  successful  purchases 
declined.  Successful  purchase  rates 
were  much  lower  when  vendors 
asked  the  adolescent  their  age 
(7.9%)  versus  when  they  did  not 
(33.9%)  (p  < .002,  x2  = 9.68).  Simi- 
larly, successful  purchase  rates 
were  much  lower  when  vendors 
asked  for  customer  age  documen- 
tation (1.4%)  versus  when  such 
documentation  was  not  requested 
(50.6%)  (p  < .001,  x2  = 45.05).  Fi- 
nally, successful  purchase  rates 
were  significantly  higher  among 
urban  Madison  vendors  (38.5% 
versus  non-Madison  Dane  County 
vendors  (14.7%)  (p  < .001,  x2  = 
11.03). 

Follow-up  Compliance  Checks:  Of 
the  137  attempts  to  purchase  ciga- 
rettes during  the  follow-up  survey, 
32  (23.4%)  adolescents  were  suc- 
cessful. This  percentage  was  not 
significantly  different  from  the 
baseline  successful  purchase  rate  of 
26.8%  (p  = .50,  x2  = 0.45).  Females 
were  more  successful  in  their  ef- 
forts to  purchase  than  were  males 
although  the  difference  was  not 
statistically  significant  (28.4%  vs. 
14.3%,  p = 0.10,  2 = 4.06).  Older 
(14  -15  years  old)  adolescents  were 
not  significantly  more  successful  in 
their  attempts  to  purchase  than 
were  younger  (12-13  years  old) 
adolescents  (35.0%  vs.  31.6%,  p = 
•75,  2 = 0.10).  Finally,  adolescents 
attempting  to  purchase  cigarettes 
via  vending  machines  were  more 
successful  at  these  efforts  (53.3%) 
than  during  their  attempts  with 
clerks  (21.7%)  or  at  self-serve  dis- 


plays (15.4%)  (p  < .05,  2 = 9.80) 
(Table  1). 

As  during  the  baseline  testing, 
when  vendors  attempted  to  deter- 
mine the  age  of  the  adolescents,  the 
rates  of  successful  purchases  de- 
clined. Successful  purchase  rates 
were  much  lower  when  vendors 
asked  the  adolescent  their  age 
(4.2%)  versus  when  they  did  not 
(30.9%)  (p  < .01,  x2  = 7.18).  Simi- 
larly, successful  purchase  rates 
were  much  lower  when  vendors 
asked  for  customer  age  documen- 
tation (2.9%)  versus  when  such 
documentation  was  not  requested 
(49.2%)  (p  < .001,  x2  = 37.58).  How- 
ever, in  contrast  to  the  baseline 
checks,  no  differences  significant 
differences  in  successful  purchase 
rates  were  noted  between  urban 
Madison  vendors  (26.7%)  and  non- 
Madison  Dane  County  vendors 
(17.6%)  (p  = .22,  x2  = 1.48)  (Table 
2). 

Of  the  60  vendors  surveyed 
twice  (both  at  baseline  and  follow- 
up) 24  (40.0%)  permitted  purchases 
at  baseline  while  11  (18.3%)  permit- 
ted purchases  at  follow-up.  Among 
the  24  who  permitted  purchases  at 
baseline,  only  six  (25%)  permitted 
sales  at  follow-up  (p  = .07,  x2  = 
3.20). 

Discussion 

This  study  demonstrates  that 
young  adolescents  are  successful  in 
approximately  25%  of  their  at- 
tempts to  purchase  cigarettes  in 
Dane  County,  Wis.  While  previous 
compliance  checks  have  reported 
on  rates  of  successful  teenager  pur- 
chase of  tobacco1-4'7,  this  is  the  first 
study  to  use  exclusively  younger 
adolescents  (aged  12-15  years  old) 
and  include  provisions  to  ensure 
that  the  adolescents  both  looked 
their  age  and  answered  honestly 
when  asked  their  age. 

Moreover,  the  study  demon- 
strates that  the  provision  of  vendor 
notification  and  signage,  an  offer 
of  training,  and  media  coverage 
regarding  illegal  purchase  of  ciga- 
rettes by  minors  had  a modest  im- 


pact on  rates  of  sale  among  ven- 
dors who  were  surveyed  on  two 
separate  occasions. 

These  findings  are  disturbing  in 
that  they  provide  additional  evi- 
dence that  Wisconsin  state  laws 
prohibiting  the  sale  of  tobacco 
products  to  minors  are  not  consis- 
tently followed.  These  findings  are 
also  consistent  with  national  data 
documenting  that  young  people 
purchase  an  estimated  1.26  billion 
dollars  worth  of  tobacco  products 
each  year 8.  The  present  study  also 
provides  evidence  similar  to  the 
1994  Surgeon  General's  Report 
summarizing  the  results  of  13  com- 
pliance checks  which  estimated 
that  minors  were  successful  in  pur- 
chasing tobacco  products  approxi- 
mately 67%  of  the  time1.  The  lower 
rate  of  successful  purchases  in  this 
Wisconsin  study  (approximately 
25%)  may  be  a result  of  1)  our  use 
of  younger  adolescents  (aged  12- 
15);  2)  that  the  adolescents  honestly 
reported  their  ages  when  asked; 
and  3)  requiring  the  adolescents  to 
request  change  to  purchase  ciga- 
rettes from  vending  machines  (the 
latter  being  the  most  common 
point  of  purchase  for  young  smok- 
ers1,6. 

Compliance  with  statutes  pro- 
hibiting the  sale  of  tobacco  prod- 
ucts to  minors  is  essential  if  we  are 
to  prevent  another  generation  of 
children  in  Wisconsin  from  becom- 
ing addicted  to  tobacco.  One 
means  to  promote  compliance  by 
tobacco  vendors  is  the  widespread 
use  of  compliance  checks  with  ef- 
fective penalties  for  vendors  who 
sell  tobacco  products  to  minors.  In 
response  to  citizen  concerns  re- 
garding the  ready  availability  of 
tobacco  products  to  minors,  the 
City  of  Madison  has  established  a 
locally  supported  youth  access  or- 
dinance (Table  3)  which  is  enforced 
by  the  Madison  Department  of 
Health.  As  part  of  this  ordinance, 
compliance  checks  are  required  at 
regular  intervals  with  provisions  to 

Continued  on  next  page 
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Table  3:  City  of  Madison  Tobacco  Youth  Access  Ordinance 


Key  Points: 

• Sale  of  tobacco  products  to  anyone  under  the  age  of  18  is  prohib- 
ited including  sales  from  clerks,  self-service  establishments,  and / 
or  vending  machines. 

• All  vendors  will  pay  a $50.00  per  year  compliance  check  fee  in 
addition  to  the  required  licensing  fee.  No  vendor  will  be  issued  a 
license  to  sell  tobacco  products  without  paying  the  compliance 
check  fee. 

• All  tobacco  vendors  will  be  regularly  checked  by  a contracted 
agency  to  verify  compliance  with  the  city  law. 

• Vending  machines  must  be  in  plain  sight  of  an  employee  and  may 
not  be  accessible  after  the  establishment  is  closed. 

• Retailers  shall  place  readily  visible  signage  stating  that  sales  of 
tobacco  products  to  a person  under  the  age  of  18  is  unlawful. 

• Compliance  checks  will  be  conducted  at  regular  intervals  set  by 
the  contracted  agency.  Citations  of  non-compliance  will  be  is- 
sued by  the  Department  of  Public  Health  when  vendors  selling 
tobacco  products  to  minors  are  identified  by  the  contracted  agency. 


issue  citations  for  vendors  in  non- 
compliance.  Moreover,  mandatory 
vendor  education  is  now  provided 
to  violators  of  the  ordinance.  It  is 
hoped  that  such  action  will  de- 
crease the  ready  access  to  tobacco 
products  by  minors.  Finally,  the 
recently  announced  Food  and 
Drug  Administration  Agency  pro- 
posals to  protect  children  from  to- 
bacco addiction  include  a partial 
ban  of  vending  machines  which 
should  further  limit  youth  access 
to  tobacco  products8. 
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Challenges  of  the  Tobacco  Control  Movement 


David  Ahrens,  Madison 

Not  since  the  Civil  Rights 
Movement  of  1963-64  has 
public  opinion  shifted  as  dramati- 
cally on  an  issue  of  such  broad  im- 
portance as  the  role  of  tobacco  in 
our  society.  Once  viewed  as  a be- 
nign but  pleasurable  right  of  pas- 
sage into  adulthood  and  used  by 
almost  half  of  all  adults,  tobacco 
use  is  today  banned  in  most  pub- 
lic places  and  is  recognized  by 
thoughtful  adults  as  an  addictive 
and  dangerous  drug. 

Despite  the  public's  low  regard 
of  the  product,  tobacco  control  ad- 
vocates and  the  medical  commu- 
nity is  well  aware  that  tobacco  use 
and  resulting  addiction  is  not  fad- 
ing away.  Cigarette  smoking  con- 
tinues by  one  quarter  of  the  popu- 
lation and  most  alarmingly,  ap- 
pears to  be  on  the  increase  among 
young  people.  Indeed,  due  to 
heavy  advertising  campaigns,  the 
greatest  increases  are  among  two 
populations  that  had  previously 
been  among  the  least  frequent  us- 
ers, college  students  and  young 
African  American  men. 

This  most  profitable  industry  is 
fighting  a battle  on  every  front. 
They  appear  to  spend  unlimited 
sums  on  attorneys  to  defend  pub- 
lic and  private  legal  actions  against 
them,  tens  of  millions  on  political 
campaign  contributions  at  every 
level  of  government  and  billions  of 
dollars  of  year  to  convince  young 
people  that  smoking  cigarettes  will 
make  them  more  healthful,  physi- 
cally attractive,  sexually  desirable 
and  acceptable  to  their  peers.  One 
major  seller  also  recently  substan- 
tially increased  its  dividend  to  sta- 
bilize the  price  of  its  share  price. 
Despite  this  public  relations  on- 


David  Ahrens  is  the  Executive  Direc- 
tor of  Tobacco  Free  Wisconsin  Coali- 
tion, a state  wide  organization. 


slaught  by  the  tobacco  manufactur- 
ers and  their  allies  in  the  retail  sales 
and  advertising  industries,  the 
truth  about  tobacco  use  is  now 
known  and  accepted  by  the  pub- 
lic. However,  35  years  ago  civil 
rights  leaders  knew,  and  today  we 
in  tobacco  control  are  quickly 
learning,  that  while  sweeping 
changes  in  public  opinion  are  a 
necessary  precondition  to  social 
change,  it  is  in  and  of  itself  insuffi- 
cient. 

Knowing  the  facts  is  not  enough 

The  question  then  for  the  tobacco 
control  movement  and  our  allies  in 
the  medical  community  is,  how  do 
we  channel  this  change  in  public 
opinion  to  alter  individual  and  in- 
stitutional behavior?  What  organi- 
zational changes  are  necessary  for 
us  to  solve  the  greatest  challenge 
in  public  health  since  the  demand 
for  clean  water?  What  fundamen- 
tal demands  should  we  make  that 
fully  address  the  problem? 

Work  to  win 

Many  veterans  of  the  tobacco  con- 
trol movement  have  been  marginal 
in  the  public  discourse  of  issues  for 
so  long  that  it  comes  as  a surprise 
that  our  beliefs  and  concerns  are 
commonly  held.  We  have  fought 
for  so  many  years  to  get  "our  is- 
sue" on  the  agenda  that  many  are 
caught  off  guard  to  see  the  prob- 
lem of  widespread  tobacco  addic- 
tion at  the  top  of  not  only  the  pub- 
lic health  agenda  but  the  national 
agenda  as  a whole.  Despite  this 
change  in  public  perception,  our 
action  agenda  is  too  often  focused 
on  annoying  the  tobacco  industry 
or,  "getting  in  their  face"  instead 
of  winning.  No  candidate  for  ma- 
jor public  office  approaches  the 
long  ordeal  of  their  candidacy  with 
the  expectation  of  major  defeat  and 
then  winds  up  winning. 


Fires  Caused 
by  Smoking  Materials 

Smoking  materials  are  the  lead- 
ing cause  of  fire  deaths  in  the 
United  States,  according  to  the 
National  Fire  Protection  Associa- 
tion. Civilian  deaths  in  smoking 
material  residential  structure 
fires  represent  about  25%  of  all 
civilian  deaths  in  residential 
structure  fires,  according  to  the 
latest  data.  Three-fourths  of  resi- 
dential smoking  material  fires 
and  nearly  63%  of  associated  ci- 
vilian deaths  were  caused  by 
careless  disposal  of  smoking  ma- 
terials in  1991-  Less  than  one 
percent  of  residential  smoking 
material  structure  fire  deaths 
were  attributed  to  arson  or  chil- 
dren playing.  Nearly  all  smoking 
material  fires  involve  cigarettes. 
Mattresses,  bedding  and  uphol- 
stered furniture  are  the  items 
most  commonly  ignited  in  smok- 
ing material  structure  fires. 


Reprinted  with  permission  by 
the  National  Safety  Council 
Accident  Facts  1995  Edition 


Similarly,  we  cannot  engage  in 
this  multi-year  campaign  with  the 
hope  of  being  nothing  more  than 
bothersome  or  effecting  a few  mi- 
nor reforms  and  come  out  of  the 
process  with  real  victories.  If  we  are 
smart,  well-funded  and  organized, 
we  can  effect  major  reductions  in 
the  rate  of  tobacco  addiction  and 
use  in  our  society. 

Build  Organizations 

Organizations  don't  just  happen. 

Continued  on  next  page 
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Everyone  who  has  ever  been  a 
member  of  an  organization  knows 
they  are  intentional  structures.  Or- 
ganizations that  advocate  for 
meaningful  change  have  an  even 
harder  time  because  their  oppo- 
nents want  them  to  fail,  stop  their 
work  and  disband. 

We  can  build  effective  tobacco 
control  advocacy  organizations  not 
only  despite  this  opposition  but 
because  of  it.  Many  of  our  col- 
leagues, neighbors  and  members  of 
the  public,  realize  the  good  from 
waging  an  effective  fight  against 
this  industry.  But  to  do  that  we 
must  continually  find  ways  to  pub- 
licly engage  the  industry  and  move 
the  issue  into  the  public  arena. 

People  are  not  interested  in  cre- 
ating new  bureaucracies  or  in 
reaching  easy  agreements  with  an 
industry  committed  to  making  for- 
tunes on  addiction.  They  are  inter- 
ested in  taking  on  "the  good  fight" 
and  winning  whenever  and  wher- 
ever possible. 

Issues  That  Make  A Difference 

One  of  the  tests  of  the  effectiveness 
of  our  policy  advocacy  is  the  depth 
of  opposition  by  the  industry  to  us. 
Clearly,  if  the  tobacco  industry  has 
nothing  bad  to  say  about  us,  we 
must  be  either  doing  something 


wrong  or  too  little.  While  this  is  a 
somewhat  simple-minded  test,  it 
does  help  point  us  roughly  in  the 
right  direction. 

What  is  an  issue  that  makes  a 
difference?  An  issue  that  reduces 
consumption,  especially  among 
youth,  builds  a strong  tobacco  con- 
trol coalition  for  later  battles  and 
has  broad  public  appeal.  The  is- 
sues that  best  meets  this  criteria  is 
increasing  the  cigarette  excise  tax. 

Despite  what  would  appear  to 
be  inelasticity  in  demand  because 
of  addiction,  research  points  to  re- 
ductions, especially  among  youth, 
as  a result  of  sharp  price  increases. 
(Tobacco  industry  raises  its  prices 
at  five  cent  increments  every  year). 
The  general  rule  of  thumb  is  that  a 
10%  increase  in  price  causes  a de- 
crease of  about  10%  in  use.  Thus,  a 
50  cent  increase  in  price  would  pre- 
cipitate a decline  in  use  of  at  least 
20%. 

At  the  same  time,  the  coalition 
in  support  of  such  an  initiative 
would  grow  as  a result  of  the  over 
$200  million  in  new  revenue.  Many 
groups  would  want  to  share  in  this 
new  source  of  revenue  and  many 
others  might  see  the  burden  of 
taxes  fall  as  well.  An  initiative  of 
this  order  requires  many  new 
voices  in  addition  to  those  cur- 
rently in  tobacco  control  and  the 
promise  of  higher  revenues  might 


be  the  necessary  attraction  to  build 
this  coalition. 

Finally,  it  is  essential  that  if  to- 
bacco control  is  to  broaden  its  ap- 
peal it  must  engage  the  tobacco  in- 
dustry on  many  fronts.  This  in- 
cludes the  broadcast  of  truthful 
messages  about  tobacco  to  young 
people.  The  best  source  of  fund- 
ing for  this  effort  is  through  such  a 
tax. 

There  are  other  issues  of  impor- 
tance that  will  bring  significant 
advances  to  the  public  health  and 
at  the  same  time  build  the  tobacco 
control  movement:  First,  we  must 
re-establish  the  principle  that  local 
communities  can  control  the  sale  of 
tobacco.  Second,  the  public  should 
have  the  right  to  breathe  clean, 
smoke  free  air  in  restaurants  and 
other  public  places.  Third,  health 
care  professionals  should  be  paid 
for  their  work  in  smoking  cessation 
and  prevention. 

The  enormous  change  in  public 
opinion  in  the  past  two  years  has 
brought  with  it  new  responsibili- 
ties to  act  forcefully  but  meaning- 
fully. We  cannot  fritter  away  this 
great  opportunity  to  make  a differ- 
ence due  to  a lack  of  confidence  or 
attention  to  obscure  issues.  With 
the  State  Medical  Society  and  other 
strong  advocates  of  tobacco  control 
we  can  make  real  advances  in 
tobacco  control.  ❖ 
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professional  protection  Exclusively  since  1893 


To  reach  your  local  office,  call  800-344-1899. 


A Quiz  for  Tobacco  Control  Advocates 

Jill  Waalen  and  Patrick  Remington,  MD,  MPH,  Madison 


Physicians  can  be  influential  in  community- 
based  efforts  to  promote  tobacco  prevention 
and  control  policies,  such  as  clean  indoor  air  or 
strict  youth  access  ordinances  (see  article  on  p.  xxx). 

When  acting  as  a spokesperson,  however,  it  is 
important  to  'know  the  facts'  about  tobacco  use  and 
smoking.  The  following  quiz  can  be  used  to  test 
your  knowledge  about  the  prevalence,  health  con- 
sequences and  economic  burden  of  tobacco  use. 

The  questions  were  taken  from  fact  sheets  pro- 
duced by  the  ASSIST  Program  for  a Tobacco  Free 
Wisconsin,  published  documents  of  the  US  Depart- 
ment of  Health  and  Human  Services,  and  articles 
pertaining  to  tobacco  use  published  in  the  Wiscon- 
sin Medical  Journal.  The  references  are  listed  with 
the  answers  on  p.  819. 

Quiz: 

1 .  Every  day, children  in  the  US  start  smoking. 

a.  500 

b.  1,000 

c.  3,000 

d.  5,000 

2.  Approximately of  the  children  in  the  US 

who  become  addicted  to  smoking  today  will 
eventually  die  from  a tobacco-related  illness, 

a.  1/10 

b.  1/5 

c.  1/3 

d.  1/2 

3.  About percent  of  adults  in  Wisconsin  cur- 

rently smoke, 

a.  18-19 

b.  22-23 

c.  25-26 

d.  29-30 


Waalen  is  a fourth  year  medical  student  at  the  Univer- 
sity of  Wisconsin,  Madison.  She  worked  in  the  Chronic 
Disease  Section  of  the  Bureau  of  Public  Health,  Division 
of  Health,  as  part  of  a fourth  year  elective.  Dr  Remington 
is  the  State  Chronic  Disease  Epidemiologist,  Wisconsin 
Division  of  Health.  Address  reprint  requests  to  Patrick 
Remington,  MD,  Wisconsin  Division  of  Health,  1414  E. 
Washington  Ave.,  Room  251,  Madison  WI,  53703. 


4.  About percent  of  women  ages  18-44  in  Wis- 

consin currently  smoke. 

a.  18-19 

b.  22-23 

c.  25-26 

d.  29-30 

5.  About percent  of  pregnant  women  in  Wis- 

consin smoke  during  pregnancy. 

a.  18-19 

b.  22-23 

c.  25-26 

d.  29-30 

6.  The  average  age  people  first  try  smoking 

is years  of  age. 

a.  10 

b.  12 

c.  14 

d.  16 

7.  About percent  of  high  school  seniors  in 

Wisconsin  have  smoked  at  least  one  cigarette 
in  the  last  30  days. 

a.  22 

b.  26 

c.  30 

d.  34 

8.  Cigarettes  contain  more  than  chemical 


compounds. 

a. 

40 

b. 

300 

c. 

1,000 

d. 

4,000 

Each  year,  approximately people  in  Wiscon- 

sin 

die  from  smoking-related  illnesses. 

a. 

2,000 

b. 

5,000 

c. 

8,000 

d. 

12,000 

Each  year,  approximately people  in  the  US 

die  from  smoking-related  illnesses. 

a. 

100,000 

b. 

200,000 

c. 

400,000 

d. 

1,000,000 
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11 . Which  of  the  following  diseases  has  been  shown 
to  be  related  to  smoking: 

a.  childhood  asthma 

b.  sudden  infant  death  syndrome 

c.  cervical  cancer 

d.  stroke 

e.  all  of  the  above 

12.  Environmental  tobacco  smoke  is  responsible  for 

about deaths  from  lung  cancer  and 

heart  disease  combined  in  the  US  each  year. 

a.  3,000 

b.  5,000 

c.  15,000 

d.  50,000 

13.  The  leading  cause  of  cancer  death  among 


women  in  Wisconsin  is 

a. 

breast  cancer 

b. 

lung  cancer 

c. 

cervical  cancer 

d. 

colon  cancer 

14.  Smoking  accounts  for  about percent  of  low 

birth  weight  babies  born  in  Wisconsin. 

a.  3 

b.  10 

c.  17 

d.  24 

15.  Approximately percent  of  preschool-aged 

children  in  Wisconsin  are  exposed  to  smoke  in 
their  own  homes  on  a daily  basis. 

a.  15% 

b.  25% 

c.  40% 

d.  60% 

16.  Wisconsin's  Clean  Indoor  Air  Act  bans  smok- 
ing in  all  of  the  following  except: 

a.  hospitals 

b.  restaurants 

c.  elevators 

d.  theaters 

e.  doctors'  offices 

17.  There  are different  types  of  warnings  on 

cigarette  packs. 

a.  two 

b.  three 

c.  four 

d.  five 


18.  The  tobacco  industry  spends  about dollars 

on  advertising  and  promotion  each  year. 

a.  $100  million 

b.  $2  billion 

c.  $4  billion 

d.  $6  billion 

19.  The  most  popular  cigarette  brands  among  chil- 
dren who  smoke  are  (choose  three): 

a.  Newport 

b.  Camel 

c.  Virginia  Slims 

d.  Merit 

e.  Marlboro 

20.  The  state  excise  tax  on  cigarettes  in  Wisconsin 

is  cents  per  pack. 

a.  25 

b.  38 

c.  44 

d.  50 

21 . What  effect  would  raising  the  price  of  cigarettes 
by  30%^  have  on  cigarette  consumption 

in  adult  smokers? 

a.  none 

b.  decrease  by  5% 

c.  decrease  by  15% 

d.  decrease  by  30% 

e.  decrease  by  50% 

22.  What  effect  would  raising  the  price  of  cigarettes 
by  a 30%  have  on  cigarette  consumption 

in  smokers  under  the  age  of  18? 

a.  none 

b.  decrease  by  5% 

c.  decrease  by  15% 

d.  decrease  by  30% 

e.  decrease  by  50% 

23.  A penny  of  excise  tax  on  cigarettes  in  Wiscon- 
sin will  provide  approximately revenue 

each  year. 

a.  $100,000 

b.  $200,000 

c.  $1  million 

d.  $4  million 

24.  The  annual  health  care  costs  in  Wisconsin  at- 

tributable to  cigarette  smoking  total  approxi- 
mately   . 

a.  $10  million 

b.  $40  million 

c.  $400  million 

d.  $1  billion 

Continued  on  next  page 
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25.  Major  provisions  of  the  FDA's  final  rule  de- 
signed to  reduce  tobacco  consumption  in 
youth  includes  which  of  the  following: 

a.  Requires  that  tobacco  advertising  be  black 
and  white  text-only  in  publications  with 
children  representing  15%  or  more  of  the 
readership. 


b.  Prohibits  outdoor  advertising  within  1000 
ft.  from  schools  and  publicly-owned 
playgrounds. 

c.  Bans  sale  or  giveaway  of  merchandise  that 
carry  tobacco  product  names  or  logos. 

d.  Eliminates  the  sale  of  single  cigarettes  and 
packages  with  fewer  than  20  cigarettes. 

e.  All  of  the  above.  ❖ 


Internet  Web  Resources  for  Anti-tobacco  Advocacy 

Kenneth  Miller,  MD,  Rhinelander;  and  Sharon  Wisniewski,  West  Allis 


Abstract 

The  Internet  has  recently  witnessed  growth  since 
it  became  accessible  to  the  common  user  in  1990.  It 
is  becoming  a valuable  communications  and  infor- 
mation resource  for  the  anti-tobacco  movement. 
This  article  summarizes  many  valuable  resources 
for  the  anti-tobacco  activist  to  be  found  on  the 
World  Wide  Web  today. 

Introduction 

The  Internet  has  become  an  efficient  method  of  dis- 
tributing information  to  global  audiences.  His- 
torically, the  Internet  was  developed  in  the  1960s 


Kenneth  Miller,  MD,  is  a practicing  internist  at  the 
Rhinelander  Medical  Center  in  Rhinelander,  Wis.  Dr 
Miller  has  served  as  a medical  director  for  the  American 
Cancer  Society,  Wisconsin  Division  and  has  been  active 
in  anti-tobacco  activities.  Dr  Miller  has  spoken  to  physi- 
cians about  computer-related  issues  in  medical  practice 
including  an  introductory  lecture  about  the  Internet.  He 
is  interested  in  facilitating  the  development  of  the 
Internet  as  a tool  for  anti-tobacco  advocacy.  He  can  be 
reached  via  e-mail  at:  kmiller@newnorth.net.  Sharon 
Wisniewski  is  Coordinator  of  the  Cooperative  Educa- 
tional Service  Agency  #1  (CESA#1)  Prevention /Wellness 
Program,  Vice-Chair  of  the  Wisconsin  Alcohol,  Tobacco, 
and  Other  Drug  Education  Network  (WATODEN),  and 
Internet  Trainer.  Ms  Wisniewski  holds  a BS  in  Commu- 
nity Education.  She  can  be  reached  via  e-mail  at: 
swisniew@omnifest.uwm.edu.  The  Wisconsin  ATOD 
Education  Network  serves  425  school  districts  and  their 
communities.  The  goal  of  the  Network  is  to  assist  schools 
and  communities  in  fostering  healthy,  resilient,  and  suc- 
cessful learners. 


as  part  of  this  nation's  national  defense  strategy  to 
facilitate  communication  between  government, 
military,  academic  centers,  and  industry  important 
to  national  defense.  The  Internet  became  accessible 
to  the  common  user  in  1990  leading  to  explosive 
growth  in  both  worldwide  membership  and  infor- 
mation resources  available  on-line. 

While  the  Internet  features  a variety  of  different 
information  services,  each  having  its  own  unique 
character  (eg,  electronic  mail-e-mail,  discussion 
groups,  e-mail  based  "mailing  lists,"  and  live 
"chat"  services,  etc.)  it  is  the  World  Wide  Web  (or 
simply  the  "Web")  that  has  received  the  majority 
of  attention  in  the  recent  media. 

The  World  Wide  Web  was  developed  by  the  Eu- 
ropean Laboratory  for  Particle  Physics  (CERN)  as 
an  improved  method  to  give  widely  dispersed  re- 
search groups  access  to  text  based  and  graphical 
information.  The  Web  offers  an  elegant  interface 
that  combines  text  with  inline  graphics  images  in 
a manner  similar  to  the  way  modern  popular  maga- 
zines layout  photographic  images  among  text. 

One  of  the  major  strengths  of  the  World  Wide 
Web  is  a feature  called  "hypertext  links."  These 
links  are  specially  highlighted  words,  phrases,  or 
icons  in  the  body  of  the  layout  of  a Web  page. 
"Clicking"  upon  one  of  these  hypertext  links  with 
a computer  pointing  device  such  as  a "mouse"  will 
automatically  transfer  the  user  to  another  Web  page 
on  the  same  computer  or  perhaps  to  any  of  the 
other  Internet  computers  connected  to  the  World 
Wide  Web  located  anywhere  in  the  world.  The  Web 
also  allows  one  to  perform  keyword  searches  of 
databases,  view  motion  images,  and  listen  to  au- 
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dio  files.  It  therefore  is  appropriately  considered  a 
multimedia  interface  to  the  Internet. 

The  Internet  offers  a powerful  tool  for  one-to- 
one  communication  via  electronic  mail,  group  dis- 
cussion via  Internet  tools  such  as  Usenet 
Newsgroups  and  Internet  "mailing  lists,"  dissemi- 
nation of  documents  and  information  via  "Gopher" 
and  World  Wide  Web  services,  and  access  to  data- 
bases via  the  telnet  and  the  World  Wide  Web. 

Given  the  global  nature  of  this  telecommunica- 
tions network,  the  Internet  overcomes  geographi- 
cal, national,  and  even  political  boundaries  to  com- 
munications networking.  With  the  speed  and  ease 
of  distribution  of  information  to  large  audiences, 
the  Internet  breaks  down  many  time  and  economic 
barriers  to  communication  (consider  the  cost,  man- 
power and  time  involved  in  sending  traditional 
bulk  mail). 

Finally,  with  the  introduction  of  language  trans- 
lation "filters"  added  to  the  Internet  in  the  near 
future,  language  will  no  longer  pose  a barrier  to 
communication  on  a global  scale.  It  becomes  easy 
to  envision  how  the  Internet  will  likely  become  a 
critical  tool  for  addressing  a global  problem  such 
as  tobacco  addiction,  especially  at  a time  when 
domestic  cigarette  manufacturers  are  expanding 
foreign  markets  and  tobacco  addiction  becomes  a 
greater  world  health  issue.  It  is  relatively  easy  to 
forecast  that  the  Internet  will  become  an  indispens- 
able tool  for  grassroots  campaigning  in  general. 

Anti-tobacco  campaigning  on  the  Internet 

The  Internet  has  not  escaped  the  attention  of  many 
in  the  anti-tobacco  movement  for  its  ability  to  dis- 
seminate tobacco  related  information  to  large  glo- 
bal audiences.  To  impress  upon  the  anti-tobacco 
activist  the  resources  available  on  the  Internet,  we 
have  compiled  a list  of  valuable  tobacco-related 
World  Wide  Web  sites.  It  should  be  emphasized 
that  this  list  is  by  no  means  all  inclusive  but  in- 
cludes the  majority  of  important  sites  available  to- 
day on  the  World  Wide  Web.  This  list  contains  Web 
sites  that  directly  address  the  issue  of  tobacco  as 
well  as  other  sites,  such  as  the  Web  sites  for  the 
Library  of  Congress  and  for  CNN  (the  Cable  News 
Network),  which  do  not  directly  address  the  issue 
but  offer  searchable  databases  for  tobacco  related 
materials. 

The  World  Wide  Web  continues  to  experience 
rapid  growth  and  change,  and  it  should  be  ex- 
pected that  there  will  be  the  addition  of  more  Web 
resources  in  the  future  as  well  as  the  occasional  al- 
teration of  Web  addresses  to  the  resources  cited  in 
this  article. 


In  this  listing  below,  it  should  be  noted  that  the 
Web  address  is  printed  on  the  second  line  of  every 
item  below.  These  addresses  usually  begin  with 
"http:/ 1 ..."  or  occasionally  with  "gopher:/ / ..."  for 
Gopher  resources. 

Editor's  note:  Some  of  the  www  sites  listed  below 
can  be  reached  via  hypertext  link  from  the  State 
Medical  Society's  Web  site,  WISMED.  If  you 
haven't  yet  visited  the  site  specifically  designed  for 
you,  our  member  physicians,  stop  there  first: 
www.wismed.com! 

♦ ♦ ♦ ♦ 

Wisconsin  Web  Sites 

Ira  Sharenow's  Homepage 

http://wiino.cs.ivisc.edu/~iss/userid.html 
What  He  Does:  Anti-tobacco  activist 
CLAIM  TO  FAME:  Banned  restaurant  smoking  in 
Madison,  Wis.  A good  resource  site. 

Tobacco  Free  Wisconsin  Coalition  Page 

http://ioww.biostat.zoisc.edu/cancer/tfivc.html 
The  Tobacco  Free  Wisconsin  Coalition  is  a group 
of  more  than  100  statewide  organizations  and  lo- 
cal tobacco  free  coalitions  working  to  reduce  to- 
bacco use  in  the  state  of  Wisconsin.  The  Tobacco 
Free  Wisconsin  Coalition  was  organized  in  1990  to 
coordinate  a comprehensive  tobacco  control  pro- 
gram in  Wisconsin.  The  Coalition  meets  twice 
yearly  for  educational  and  business  purposes.  Coa- 
lition working  committees  are  actively  involved  in 
projects  related  to  the  media,  work  sites,  public 
policy,  strategic  planning  and  education. 

WISH  Home  Page 

(Wisconsin  Initiative  on  Smoking  and  Health) 

http://zoioio.execpc.com/~ilohman/zoish.html 
WISH  (the  Wisconsin  Initiative  on  Smoking  and 
Health)  has  lead  the  Wisconsin  campaign  for  smoke 
free  dinning  and  entertainment.  This  page  offers 
information  on  where  to  find  smoke  free  dining 
and  entertaining  and  allows  one  to  order  smoke 
free  dining  booklets  in  hard  copy.  This  page  also 
provides  information  to  restaurant  owners  on  how 
to  "go  smoke  free,"  and  provides  reports  on  the 
experiences  of  other  restaurant  owners.  There  are 
also  many  links  to  other  tobacco  related  Web  pages. 

♦ ♦ ♦ ♦ 

Continued  on  next  page 
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Federal  Agencies  and  Institutions 

Bureau  of  Alcohol,  Tobacco, 
and  Firearms  Home  Page 

http:llwww.ustreas.govltreasurylbureauslatflatf.html 
Contains  a summary  of  ATF's  mission  and  goals. 

Centers  for  Disease  Control  Home  Page 

http://ivivw.cdc.gov/ 

The  home  page  for  the  Center  for  Disease  Control. 
For  information  on  tobacco,  check  hypertext  links 
under  "Health  Risks"  then  under  "Behavioral  Risk 
Factors." 

CDC's  Tobacco  Information  & 

Prevention  Sourcepage 

http://wwzv.cdc.gov/nccdphp/osh/tobacco.htm 

Department  of  Health  and 
Human  Services  Home  Page 

http://zvivzv.os.dhhs.gov/ 

Contains  a selected  index  of  information.  Includes 
substance  abuse  information  from  the  Center  for 
Substance  Abuse  Prevention.  The  site  also  includes 
a database  which  has  Tobacco  Information. 

FDA  Home  Page 

http://wzvzv.fda.gov/hometext.html 
Home  page  of  the  Federal  Food  and  Drug  Admin- 
istration. 

FDA  Report  on  Children  and  Tobacco 

http://ivwzv.fda.gov/opacom/campaigns/tabac2.html 
A page  addressing  the  problem  of  children  and 
tobacco  and  FDA  proposals  to  address  this  issue. 

Library  of  Congress 

http://lcweb.loc.gov/ 

National  Cancer  Institute 

http://biomed.nus.sg/Cancer/zvelcome.html 

National  Health  Information  Center 

http://nhic-nt.health.org/ 

The  National  Health  Information  Center  (NHIC) 
is  a health  information  referral  service.  NHIC  puts 
health  professionals  and  consumers  who  have 
health  questions  in  touch  with  those  organizations 
that  are  best  able  to  provide  answers.  NHIC  was 
established  in  1979  by  the  Office  of  Disease  Pre- 
vention and  Health  Promotion  (ODPHP),  Office  of 
Public  Health  and  Science,  Office  of  the  Secretary, 
U.S.  Department  of  Health  and  Human  Services. 


National  Heart,  Lung  and  Blood 
Institute  Gopher  Page 

gopher: //gopher,  nhlbi.  n ih  .gov/ 

Contains  newsletter  and  scientific  reports.  Educa- 
tion programs  include  NHLBI  Smoking  Education 
activities. 

National  Institute  for 

Occupational  Safety  & Health  Home  Page 

http://wzvw.cdc.gov/diseases/niosh.html 
Contains  indoor  air  quality  papers.  Ordering  in- 
formation for  documents  and  video  tapes. 

U.S.  Department  of  Labor,  Occupational 
Safety  and  Health  Administration  (OSHA) 

http://wwiv.osha.gov/ 

Provides  information  on  OSHA  media  releases, 
publications,  information  on  local  OSHA  offices, 
etc. 

U.S.  Environmental  Protection 
Agency  Home  Page 

http:/ /wiviv.epa  .gov/ 

The  page  provides  EPA  news,  EPA  rules  and  regu- 
lations, legislation,  EPA  publications  and  a search- 
able (WAIS)  database. 

♦ ♦ ♦ ♦ 

Health  Publications 

Medline 

http://wzvzv.healthgate.com/HealthGate/MEDLINE/ 

search.shtml 

Searchable  databases,  articles. 

MMWR 

http:  //www.cd  c .gov/epo/m  mwr/ mmwr.html 
Morbidity  and  Mortality  Weekly  Report,  published 
by  the  Center  for  Disease  Control.  This  page  offers 
a searchable  keyword  index  to  search  any  subject 
of  your  choice.  Requires  "Acrobat"  newsreader 
software  to  read  MMWR  news  stories  with  Acro- 
bat software  downloadable  via  a hypertext  link 
provided  at  this  site. 

NicNet:  Nicotine  & Tobacco 
Related  Journals  & Monographs 

http://hinet.medIib.arizona.edu/~pubhlth/literate.htm 
Nicotine  and  tobacco  related  journals  and  mono- 
graphs. Electronic  journals.  The  Cancer  Journal  is 
devoted  to  experimental,  epidemiological,  and  so- 
cial studies. 

♦ ♦ ♦ ♦ 
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Medical  Societies  and  Colleges 

AMA  Calls  for  Divestment  of  All 
Tobacco  Stocks  and  Mutual  Funds 

http://wwiv.ama-assn.org/ad-com/releases/1996/ 

tohstock.htm 

Call  by  the  American  Medical  Association  to  in- 
vestors to  divest  of  13  stocks  and  1,474  mutual 
funds  that  manufacture  tobacco  or  invest  in  tobacco 
companies.  This  page  allows  access  to  a list  of 
stocks  and  mutual  funds  to  avoid. 

American  College  of  Physicians  Home  Page 

http://wwzv.chestnet.org/ 

Home  page  for  an  organization  which  has  partici- 
pated in  educational,  research  and  legal  efforts 
against  tobacco  use.  This  page  contains  links  for 
joining  ANR,  legislation  and  advocacy,  tobacco  in- 
formation, regarding  special  projects,  etc. 

American  Medical  Association  Home  Page 

http://www.ama-assn.org/ 

Contains  searchable  databases  of  AMA  publica- 
tions. Search  using  the  keyword  "tobacco." 

♦ ♦ ♦ ♦ 

Miscellaneous 

Anti-Smoking  Software 

http://wiviv.autonomy.com/nosmoke.htm 
This  Web  site  introduces  No  Smoke  anti-smoking 
software.  This  software  uses  video  game  elements 
to  help  people  quit.  Great  interactions  for  educat- 
ing young  people.  Special  site-license  rates  for 
schools.  Web  page  includes  full  descriptions  and 
sample  screen  shots. 

BADvertising  Institute 

http://ivwiv.autonomy.com/smoke.htm 
This  page  provides  many  creative  educational  im- 
ages on-line  that  can  be  ordered  in  various  formats 
including  posters,  35mm  slides,  T-shirts,  etc.  These 
artistic  images  provide  high  on  visual  impact  and 
provide  strong  antismoking  messages. 

Children  and  the  Effects  of  Nicotine  in  Tobacco 

http://www.fedivorld.gov/ntis/health/3he53054.htm 
Children  and  the  effects  of  nicotine  in  tobacco;  table 
of  contents.  There  are  ten  titles  in  this  collection. 

The  Cigarette  Papers  Online 

http://wiviv.library.ucsf.edu/tobacco/cigpapers/ 

Online  version  of  the  book  "The  Cigarette  Papers" 


by  Dr.  Stanton  Glantz,  John  Slade,  Lisa  A.  Bero, 
Peter  Hanauer,  Deborah  E.  Barnes.  Dr.  Glantz  is  a 
well  known  antitobacco  activist  responsible  for  ex- 
posing the  Brown  and  Williamson  tobacco  docu- 
ments. 

Cigarettes,  Tobacco  and  Cancer 

http://laplace.ee.latrobe.edu.au:8080/~khorsell/tobacco/ 
References:  American  Cancer  Society.  Find  na- 
tional, local  chapters,  the  Philip  Morris  documents 
and  more.  Papers  from  US  NIH  and  OncoNet. 

Contributions  From  Leading  Tobacco 
PACS  To  Current  US  Representatives 

http://ivunv.us.pirg.org/tobhouse.html 

How  Not  to  Pass  a Local  Smoking  Law 

http://wwzv.idiom.com/~bilofsky/ordinanc.htm 
How  to  cause  yourself  unnecessary  aggravation  in 
smoking  ordinance  work.  A tongue-in-cheek  check- 
list. 

INFACT's  Tobacco  Industry  Campaign 

http://unvzv.boutell.com/infact/ 

Newly  updated  1/29/96  online  edition  of  the 
INFACT  tobacco  industry  campaign.  Help  stop  the 
marketing  of  tobacco  to  children! 

Kickbutt.org 

h ttp: '//kit ckb  utt.org/ 

This  nicely  designed  web  site  provides  updates  in 
tobacco  news  and  other  tobacco  related  informa- 
tion as  well  as  a link  for  youth  advocacy,  etc. 

Lexus  Legal  Page 

http://zvww.counsel.com/lazvlinks/ 

Tobacco-related  legal  issues. 

Lung  Cancer  and  Cigarette  Smoking 

http://ourworld.compuserve.com/homepages/ 

LungCancer/ 

A thoracic  surgeon  who  himself  kicked  the  ciga- 
rette habit  covers  the  subject. 

Lung  Cancer  Pathology 

http://zvzvzv.erinet.com/fnadoc/lung.htm 
This  page  is  filled  with  information  about  the  con- 
nection between  tobacco  and  lung  cancer. 

The  Master  Anti-Smoking  Page 

http://zvzvzv.autonomy.com/smoke.htm 
This  page  is  designed  to  help  people  QUIT  smok- 
ing and  to  helping  people,  especially  young  people, 
NOT  START.  This  page  contains  a very  compre- 

Continued  on  next  page 
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hensive  set  of  links  to  other  tobacco  related  Web 
pages,  contains  stories  on  various  tobacco  related 
topics,  and  also  contains  personal  stories  and  tips 
from  a number  of  former  smokers. 

The  Robert  Wood  Johnson  Foundation 

http://wuno.rwjf.org/main.html 
Major  funder  of  antitobacco  and  other  health  re- 
lated projects. 

Tobacco  BBS 

http://  www.  tobacco  .org 

Tobacco  BBS  is  a free  resource  center  focusing  on 
tobacco  and  smoking  issues.  It  features  tobacco 
news,  information,  assistance  for  smokers  trying 
to  quit,  alerts  for  tobacco  control  advocates,  and 
open  debate  on  the  wide  spectrum  of  issues  con- 
cerning tobacco,  nicotine,  cigarettes  and  cigars.  The 
Tobacco  BBS  is  a FirstClass  BBS  (212-982-4645)  and 
is  available  on  the  OneNet.  Macintosh  and  Win- 
dows users  may  use  the  FirstClass  Client  Applica- 
tion or  may  log  on  with  a command-line  interface 
and  download  the  appropriate  software.  Terminal 
Emulation— VT1 00  or  VT102;  Data  Bits  8;  Parity 
None;  Stop  Bits  1 

Tobacco  Control  Archives 

http://wzvzv.Iibrary.ucsf.edu/tobacco/ 

Most  notable  aspect  of  this  page  is  access  to  the 
famous  Brown  and  Williamson  tobacco  documents. 

Tobacco  Facts 

http://zvzvzv.zva.gov/ago/tobacco/tobacco_facts.html 
Contains  facts  about  youth  access  to  tobacco,  the 
human  costs  of  tobacco,  costs  to  health  and  soci- 
ety, and  facts  about  tobacco  advertising. 

Tobacco  Industry  Information 

http://zowzv.gate.net/~jcannon/tobacco.html 
Provided  by  Jack  W.  Cannon,  one  of  the  nation's 
leading  activists  and  WebSite  builders.  This  is  a 
nicely  designed  page  which  offers  information  on 
key  tobacco  litigation,  key  tobacco  documents,  and 
also  information  on  key  personalities  involved  in 
the  tobacco  fight,  as  well  as  other  information. 

♦ ♦ ♦ ♦ 

News  Organizations 

CNN  Home  Page 

http://cnn.com/ 

Home  page  of  the  CNN  news  serve.  Use  the  search 
service  and  search  under  "tobacco"  for  tobacco  re- 
lated CNN  stories. 


Frontline:  The  Cigarette  Papers 

http://zznvzv.pbs.org/ivgbh/pages/frontline/smoke/ 

A "Webumentary"  on  the  secrets  of  the  tobacco 
industry.  This  page  is  based  on  the  Frontline  tele- 
vision special  by  the  same  name  which  originally 
aired  April  2,  1996,  and  which  addressed  the  fa- 
mous Brown  and  Williamson  tobacco  documents. 

♦ ♦ ♦ ♦ 

Private  Antismoking  Organizations 

Advocacy  Institute  Gopher  News  Service 

gopher://gopher.igc. ape. org:7003/ll/nezvs/tob 
Contains  a keyword  searchable  database  of  tobacco 
related  news  articles  and  clippings. 

Smokescreen 

http://zmznv.smokescreen.org/ 

The  purpose  of  this  web  site  is  to  facilitate  indi- 
viduals getting  involved  with  curbing  the  tobacco 
and  smoking  epidemic:  contacting  their  represen- 
tative, learning  their  state  laws,  supporting  smoke- 
free  restaurants,  investing  in  tobacco-free  mutual 
funds,  and  participating  with  local  groups.  The  user 
provides  his  zip  code  and  is  presented  with  infor- 
mation personalized:  to  your  state,  your  represen- 
tative, and  some  city  and  county  information.  This 
Web  site  elegantly  combines  Internet,  Web,  and 
FAX  technology  to  make  it  easy  to  FAX  your  state 
and  national  representatives  about  current  tobacco 
related  issues. 

♦ ♦ ♦ ♦ 

State  Specific  Tobacco  Pages 
(excluding  Wisconsin) 

Youth  Partnership  for 
Health  Networking  Home  Page 

http://zznznv.globaI2000.net/yph/ 

Youth  Partnership  for  Health  is  a project  of  the 
Schools  Committee,  of  the  Commission  for  a 
Healthy  New  York.  The  purpose  of  Youth  Partner- 
ship for  Health  is  to  provide  youth  with  the  skills, 
resources  and  opportunities  to  create  or  promote 
policies  that  protect  public  health.  One  of  the  out- 
standing features  of  this  project  is  the  participa- 
tion it  elicits  from  youth  to  fight  tobacco  and  fight 
for  other  health  issues  in  the  state  of  New  York. 
Many  key  areas  of  this  page  are  password  protected 
from  the  general  public,  but  this  page  is  listed  here 
as  a model  program. 

♦ ♦ ♦ ♦ 
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Volunteer  Organizations 

Action  on  Smoking  and  Health  Home  Page 

http://wivw.ash.org/ 

Action  on  Smoking  and  Health  (ASH)  is  a national 
nonprofit  legal  action  and  educational  organiza- 
tion fighting  for  the  rights  of  nonsmokers.  ASH 
uses  the  tremendous  power  of  the  law  to  represent 
nonsmokers  in  courts  and  legislative  bodies,  and 
before  regulatory  agencies.  Multiple  links  are  pro- 
vided, including  a site  that  allows  one  to  e-mail 
congressional  representatives,  links  to  a variety  of 
legal  and  other  documents,  and  links  to  key  gov- 
ernment sites,  etc. 

American  Cancer  Society  Home  Page 

http://ivwzv.cancer.org/ 

Home  page  for  the  American  Cancer  Society,  Na- 
tional Division.  Smoking  related  information  cur- 
rently limited  to  the  Great  American  Smokeout. 
Contains  a variety  of  other  cancer  related  informa- 
tion. Soon  to  contain  links  to  Web  pages  offered  by 
various  state  divisions  of  the  American  Cancer 
Society.  This  page  offers  multiple  stories  about  to- 
bacco related  legal  actions  and  tobacco  in  politics. 

American  Cancer  Society,  California  Division 

http://wzvw.ca.  cancer.  org:80  /services/ tobacco/ 

From  the  state  very  active  and  successful  in  tobacco 
control,  this  page  links  directly  to  a Tobacco  Con- 


trol page  for  information,  education,  programs, 
services  and  issues  relateci  to  tobacco  control  leg- 
islation including  Proposition  99. 

American  Heart  Association  Home  Page 

http://www.amhrt.org/ 

Americans  for  Nonsmoker's  Rights  Page 

http://zvivzv.no-smoke.org/ 

Americans  for  Nonsmokers'  Rights  is  the  only  na- 
tional 501  (c)4  nonprofit  lobbying  organization  tak- 
ing on  the  tobacco  industry  to  protect  nonsmokers 
from  secondhand  smoke,  and  youth  from  tobacco 
addiction. 

DOC  (Doctor's  Ought  to  Care)  Home  Page 

http:Hivivzv.hcm.tmc.edu/doc/ 

The  Foundation  for  a Smokefree  America 

http://ivzvzv.tobaccofree.com/ 

The  Foundation  for  a Smokefree  America  is  a non- 
profit organization  whose  mission  is  to  educate 
people  of  all  ages  about  smoking  and  tobacco  use. 
This  organization  was  founded  by  Patrick 
Reynolds,  grandson  of  tobacco  company  founder 
R.  J.  Reynolds. 

International  Union  Against  Cancer 

http:Hzvivzv-uicc.ivho.ch/ 

Contains  information  about  cancer,  and  a link  to 
the  International  Tobacco-Control  Network.  ❖ 


Do  You  Know 

The  Physician-Citizen  of  the  Year? 


The  State  Medical  Society  of  Wisconsin  is  asking  the 
people  of  Wisconsin  to  nominate  doctors  for  the 
Physician-Citizen  of  the  Year  award.  The  award  was 
created  to  recognize  community  involvement  in  terms 
of  civic,  cultural,  economic  and  charitable  services 
provided  by  doctors  to  their  local  or  state  communi- 
ties. Here  are  the  criteria: 

• The  doctor  must  be  a Wisconsin  resident. 

• The  doctor  must  be  either  an  MD  or  a DO. 

• Except  in  unusual  circumstances,  the  service  to  the 
community  should  be  uncompensated.  (Preference 
is  given  to  current  service  over  lifetime  service.) 

• Previous  winners  of  the  award  are  not  eligible. 
(The  Medical  Society  will  notify  you  if  the  doctor 
you  nominate  is  a previous  winner.) 

• The  deadline  for  submitting  nominations  is 
Jan.  1, 1997. 


How  do  you  nominate  someone? 

Write  to  the  Medical  Society  and  provide: 

• The  name  of  the  doctor. 

• The  doctor's  home  or  office  address. 

• Your  name  and  address. 

• Why  you  think  the  doctor  deserves  to  win:  What 
has  the  doctor  done  for  the  community? 

• Send  to:  Commission  on  Public  Information,  Attn: 
Lynne  Thomas,  State  Medical  Society  of  Wiscon- 
sin, P.O.  Box  1109,  Madison,  WI  53701,  FAX  (608) 
283-5401,  e-mail  - LynneT@SMSWI.ORG. 


State  Medical  Society  of  Wisconsin 

41  Advancing  the  Science  and  Art  of  Medicine 
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If  You  Think  The  Cost  Of  Living 

Is  High  Today. . . 

What  About  Tomorrow? 


We  can’t  precisely  predict  the  future.  But,  one  thing  is  certain. 
It’ll  be  expensive.  Retirement  is  expensive.  So  is  death. 
They’re  expensive  because  your  financial  needs  continue, 
while  your  earned  income  ends. 

Either  way,  you  need  to  prepare  for  the  future.  Providing 
dollars  to  cover  family  living  expenses.  Your  children’s 
education.  Your  mortgage,  business,  and  other  commitments. 
Estate  taxes  and  expenses.  And  you  want  to  assure  your  own 
financial  security  after  you  stop  practicing  medicine. 


You  can  do  all  this  with  the  help  of  SMS  Insurance  Services. 
We’re  the  only  Wisconsin  based,  physician  owned  insurance 
agency  exclusively  serving  the  medical  community.  So  we 
understand  your  needs  better  than  anyone  else.  We  provide 
strategic  insurance  planning.  A comprehensive  approach  to 
your  insurance  needs  based  on  your  current  obligations  and 
future  objectives. 

You  can’t  predict  the  future,  but  you  can  certainly  prepare 
for  it.  Review  your  life  insurance  now  with  an  SMS 
Insurance  Services  representative. 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 


P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  257-6781  • (800)  545-0631  • FAX  (608)  283-5402 


PUBLIC  HEALTH  STRATEGIES 

To  Reduce  Tobacco-Related 
Illnesses  and  Deaths 
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Public  Health  Strategies 
to  Reduce  Tobacco-Related  Illnesses 
and  Deaths  in  Milwaukee  County 


We  must  remember;  there  is  no  safe  use  of  tobacco. 

It’s  the  only  legal  product  I know  that  kills  when  used  as  intended. 
(Antonia  Novello,  US  Surgeon  General,  1992)' 


Introduction 


Tobacco  is  the  major  known  cause  of  addiction,  preventable  disease,  disability,  and  death  in  our 
society.  It  can  damage  human  life  at  every  stage  of  development,  from  embryo  to  old  age.  In  spite 
of  this  knowledge,  however,  it  is  estimated  that  smoking  contributes  to  3,000,000  deaths 
globally;  440,000  in  the  United  States;  8,700  in  Wisconsin,  and  1 ,530  in  Milwaukee  County  each 
year.  Tobacco  is  the  largest  single  cause  of  death  in  the  developed  world. 


The  overall  purposes  of  this  document,  prepared  by  the  Public  Health  and  Education  Committee 
of  the  Milwaukee  Academy  of  Medicine,  are; 

1.  to  examine  the  current  scope  of  the  problem  both  nationally  and  in  Milwaukee 
County,  using  the  public  health  model,  and 

2.  to  conceptualize  strategies  based  on  this  model  for  reducing  tobacco-related  morbid- 
ity and  mortality  in  Milwaukee  County. 

Specifically,  the  Milwaukee  Academy  of  Medicine  seeks  to  reduce  both  the  incidence  of 
morbidity  and  mortality  and  the  economic  costs  attributed  to  tobacco  use  by  20%  by  the  year 
2000.  Key  to  accomplishing  these  objectives  is  finding  effective  strategies  for  preventing  the 
initiation  of  tobacco  use  among  adolescents  and  children,  assisting  current  smokers  in  their 
attempts  to  quit  smoking,  and  effecting  change  in  the  political,  economic,  and  regulatory  climate 
that  currently  exists  wdth  regard  to  tobacco  control. 
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Scope  & Magnitude  of  Tobacco  as  a Health  Hazard 

The  issue  has  touched  all  of  us  in  personal  ways. 

We  all  know  friends  or  family  members  whose  lives  were  shortened 
because  of  their  involvement  with  tobacco. 

William  J.  Clinton,  U.S.  President,  August,  1995 


Tobacco  causes  approximately  8,700  premature  deaths  a year,  or  24  deaths  a day  in  Wisconsin. 
Included  are  about  780  non-smokers  who  die  each  year  as  a result  of  environmental  tobacco 
smoke,  perinatal  conditions  attributed  to  maternal  smoking,  or  house  fires  for  which  cigarettes 
are  the  most  common  heat  source.  Tobacco  use  is  the  leading  drug  addiction  among  Wisconsin 
youth  (age  <18  years). 

Milwaukee  County  tobacco  deaths  number  1 ,530  annually.  (County  figures  reflect  direct  effects 
of  tobacco  only,  and  do  not  include  those  who  die  from  secondary  effects  of  tobacco).  Using  the 
same  proportions  reflected  in  national  and  state  figures,  Milwaukee  County  deaths  due  directly 
to  tobacco  use  can  be  calculated  at  4+  persons  per  day,  or  approximately  30  deaths  per  week.  A 
minimum  of  four  deaths  a day,  30  deaths  a week,  in  Milwaukee  County  alone  — and  all  of  them 
preventable! 

Wisconsin  Rates 

• 1981-89:  overall  smoking  rate  declined  by  0.5% 

• 1989-92:  smoking  rate  declined  by  0.3% 

• 1991:  per  capita  sale  of  tobacco  increased 

• 1992:  smoking  rate  remains  at  1991  level. 

For  Wisconsin  youth  (<  1 8 years),  fire  injuries,  including  smoke  inhalation  and  bums,  constitute 
the  second  most  frequent  cause  of  death,  and  cigarettes  are  the  largest  single  cause  of  fire 
fatalities. 

Figure  1 : Smoking  Prevalence  Trends  in  Wisconsin 
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Milwaukee  County  Rates 


• 1991-93:  adult  smokers  numbered  194,125  persons,  or  27%  of  the  population  over  18 
years,  who  smoked  an  average  of  566  packs  per  year. 

• 1991-93:  youth  smokers  (1 1-17  years)numbered  20,880,  or  23%,  who  averaged  131 

4 

packs  per  year. 


Tobacco-Related  Costs 

Costs  attributed  to  smoking  can  be  calculated  in  a number  of  ways:  human,  economic,  or  health 
care  costs,  business  costs  due  to  lost  productivity,  or  potential  years  of  life  lost  (death  before  age 
of  65).  Costs  are  interrelated  and  tend  to  overlap. 

In  Wisconsin,  tobacco-related  medical  costs  were  estimated  to  exceed  $1  billion  in  1992  while 

4 

in  Milwaukee  County  total  tobacco-related  medical  costs  were  approximately  $206,393,591. 
The  figures  are  specified  below. 


Table  1 : 1 993  Medical  Costs  Attributed  to  Smoking26 


Wisconsin 

Milwaukee 

Hospital 

$ 538,000,000 

$ 111,039,752 

Physician 

$ 310,000,000 

$ 63,982,013 

Nursing  Home 

$ 98,000,000 

$ 20,226,572 

Prescription  Drugs 

$ 36,000,000 

$ 7,430,169 

Home  Health  Care 

$ 18,000,000 

$ 3,715,085 

Total 

$1,000,000,000 

$ 206,393,591 

(The  methodology  supporting  these  figures  very  likely  underestimates  actual  costs.  In  highly  populated 
counties  such  as  Milwaukee,  smoking  rates  tend  to  be  higher  among  urban  than  suburban  residents. 
Central  city  costs  related  to  house  fires,  environmental  tobacco  smoke,  or  additional  health  care  costs  for 
low  birth-rate  infants  of  mothers  who  smoke  are  not  factored  in.) 

Further  cost  considerations 

• Wisconsin,  1990:  Total  years  of  potential  life  lost  = 86,345.  (54,529  years  lost  to  men 
and  31,816  to  women). 

• Current  Wisconsin  cigarette  tax  is  440  per  pack.  Data  indicate  that  the  majority  of 
Wisconsonites,  across  all  social,  economic  and  political  groups  favor  as  much  as  $2.00 
per  pack  cigarette  tax.  A $ 1 .00  per  pack  increase  would  save  about  1 . 1 million  lives 
annually. 
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• 1993-94:  The  alcohol  and  tobacco  lobbies  spent  $1.6  million  on  Wisconsin  public 

9 

officials. 

• Cigarette-related  fires  cost  $400  million  a year  in  property  loss  plus  additional  health 
care  costs  to  those  who  suffer  bums. 


Public  Health  Model  of  Disease  Prevention 
Applied  to  Tobacco  Control 


Public  health  concerns  itself  with  monitoring  the  health  status  of  the  population.  Although 
tobacco  use  has  been  a public  health  issue  for  30  years,  systematic  means  of  approaching  tobacco 
control  have  only  been  conceptualized  and  implemented  within  the  last  decade.  Prevention,  not 
treatment,  is  the  primary  emphasis,  and  epidemiologists  view  tobacco  control  as  a multidimen- 
sional issue. 

From  this  perspective,  seen  in  Figure  1,  tobacco-related  health  problems  are  rooted  in  three 
elements:  1 ) the  agent/vehicle,  which  causes  the  health  problem,  2)  the  host,  on  which  the  agent/ 
vehicle  has  its  effect,  and  3)  the  environment  in  which  both  meet,  as  shown  below. 

Figure  2:  Public  Health  Model  of  Disease  Prevention 

Application  to  Tobacco-Related  Injury,  Disease,  and  Death 


Agent/  Vehicle 

heat  energy 

chemicals  inhaled  by  host  > tobacco  products 

chemicals  released  into  environment  I 

A> 

/ 

/ 

\ 

il 

Host 

Environment 

developmental  level 

tobacco  industry  advertising,  distribution,  sales 

socioeconomic  status 

ease  of  access 

member  of  at-risk  population 

social,  political,  regulatory,  economic  climate 

The  primary  host  is  the  smoker  or  user  of  tobacco.  The  secondary  host  is  anyone  affected  by 
environmental  tobacco  smoke  (ETS).  The  host’s  age,  education,  gender,  as  well  as  other  factors 
influence  the  effects  of  tobacco.  Agent/vehicle  refers  to  the  heat  and/or  chemicals  delivered  by 
the  tobacco  product.  Its  influence  may  vary  depending  on  amount,  form,  and  type  of  tobacco,  and 
whether  it  is  inhaled  as  mainstream  or  sidestream  (second-hand  smoke).  Environment  encom- 
passes social  or  peer  pressure,  ease  of  access  to  tobacco,  tax  and  economic  climate,  tobacco 
industry  advertising,  and  promotions,  lobbying  activities,  and  the  public  policy  arena. 
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Each  axis  has  characteristics  that  magnify  or  mitigate  the  occurrence  of  disease  or  death,  and 
though  distinct  in  the  model,  in  reality,  they  interact  among  themselves.  Thus  prevention  and 
control  strategies  targeted  to  one  axis  affect  all  three. 

Table  2 shows  the  variety  of  factors  to  be  considered  in  tobacco  control  efforts.  For  example, 
prohibiting  the  tobacco  industry’s  distribution  of  free  cigarettes  may  affect  the  number  of 
cigarettes  to  which  a host  has  access. 


Table  2:  Host,  Environment,  Agent/Vehicle  Characteristics  Associated  With 

Tobacco-Related  Illness  and  Death 


HOST 

ENVIRONMENT 

AGENT/VEHICLE 

• number  of  cigarettes  smoked 

• easy  access 

• legal  substance 

• number  of  years  smoked 

• relatively  low  cost 

• highly  addictive 

• age  and  developmental  level 

• peer  pressure 

• cigarette’s  tar  yield 

• gender 

• community  attitudes  favor 
smoking 

• carcinogenic  to 
primary  host 

• daily  or  sometimes  smoker 

• smoking  as  a rite  of  passage 

• carcinogenic  to 
secondary  host 

• intensity/duration  of  exposure 

• few  regulatory  barriers 

• carcinogenic  to 
environment 

• risk  perception 

• lack  of  economic  resources 

• heat  energy  (causes 
house  fires) 

• member  of  vulnerable  population 

• limited  access  to  health  care 

• mainstream  or  sidestream  smoke 

• lack  of  social  support 
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Host  Populations 

The  host  is  any  daily,  or  sometimes  tobacco  user,  or  anyone  indirectly  affected  by  another’s 
tobacco  use.  On  a local  level,  the  term  host  includes: 

• approximately  one-fourth  of  Milwaukee’ s adult  population  (1.4  million  people,  or  30% 
of  Wisconsin’s  total  population) 

10 

• a disproportionately  high  percentage  of  the  following  population  segments: 


1.  Young  Children,  Birth  to  11  Years  — Children  bom  to  and/or  living  with 
smokers  are  more  vulnerable  to  tobacco  effects  than  those  not  associated  with 
smokers.  Related  facts  include: 

. 1991  -23%  of  pregnant  women  in  Wisconsin  smoked. 

. Average  hospital  charge  in  1991  = $982  for  normal  birth-weight 
babies  in  contrast  to  $83,547  for  low  birth-weight  babies. 

. Children  of  smokers  are  more  likely  to  suffer  from  ETS  and  other  smoking- 
related  illnesses  and  to  begin  smoking  (while  still  children)  themselves.  In 
addition,  6%  will  be  victims  of  cigarette-related  house  fires. 

2.  Youth  from  Ages  11  to  17  — Single  most  vulnerable  group  of  tobacco  users  = 
children  and  teens  <18  years.  Numbers  haven’t  decreased  significantly  since 
1980.  Current  CDC  figures  show  an  increase  since  1991  (largest  increase  is 
among  the  youngest  smokers). 

11 

■ 80%  of  new  smokers  begin  prior  to  age  18. 

■ In  Wisconsin  high  schools,  22%  of  young  women  and  23%  of  young  men 
report  tobacco  use  on  at  least  6 of  the  last  30  days. 

■ White  and  Native  American  youths  are  most  likely  to  report  daily  tobacco 
use;  Black  and  Asian  youths  report  lower  rates. 

> Each  day  in  Wisconsin: 

120  children  begin  to  smoke 
60  of  them  become  addicted 

12 

30  will  eventually  die  of  tobacco-related  illness. 


3.  Women  of  Child-bearing  age  — This  group  has  the  highest  adjusted  smoking 
rate.  Their  children  are  more  likely  to  smoke  than  children  bom  to  non-smoking 
mothers. 


a Milwaukee  County  ranks  34th  of  the  72  Wisconsin  counties  in  the  rate  of 
women  who  smoke  while  pregnant. 

■ Minority  women,  women  who  live  in  poverty,  unemployed  and  blue-collar 
women,  and  women  with  lower  educational  levels  are  more  likely  to  smoke 
while  pregnant. 

a 1993 — 25%  of  Milwaukee  women  in  their  child-bearing  years  smoked 
during  pregnancies  that  resulted  in  50,218  births. 
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4.  Minority  Populations  - These  populations  have  the  highest  overall  smoking  rates  in 
Milwaukee  and  in  Wisconsin. 

Table  3 gives  percentages  of  Wisconsin  adults  who  smoke  by  ethnicity  and  sex  (as 
recorded  in  the  Wisconsin  Behavioral  Risk  Surveys). 


Table  3:  Smoking  History  of  Wisconsin  Adults  Ages  18-64 
by  Race/Ethnicity  and  Sex  (1987  - 1 99 1 ) 15 


Total  Wisconsin  Population 

Black 

Hispanic 

Smoking 

History 

Males 

Females 

Total 

Males 

Females 

Total 

Total 

Current 

Smoker 

30% 

28% 

29% 

51% 

34% 

41% 

35% 

Former 

Smoker 

27% 

21% 

24% 

13% 

16% 

15% 

22% 

Never 

Smoked 

42% 

51% 

47% 

36% 

49% 

44% 

42% 

Survey 

Responses 

(2,531) 

(2,681) 

(5,212) 

(70) 

(129) 

(199) 

(85) 

Source:  Minority  Health  in  Wisconsin,  Page  162,  Wisconsin  Behavioral  Risk  Factor  Surveys,  1987  to  1991.  The 
numbers  of  Asians  and  American  Indians  in  the  sample  were  too  small  to  permit  estimates. 


■ Black  Americans:  Adult  African-American  smokers  have  more  tobacco- 

related  cancers  and  higher  overall  cancer  mortality  rates  than  other  minority 

populations.  Their  cancers  may  be  potentiated  by  mentholated  cigarettes 

which  have  higher  tar  yields.  (Menthol  cigarettes  also  have  an  anesthetic 

effect.  This  enables  smokers  to  tolerate  deeper,  more  frequent  inhalations 
. . ...  . 6 
resulting  in  more  nicotine  inhaled  per  cigarette. 

. Native  Americans:  Based  on  limited  information,  Native  American  smok- 
ing rates  are  thought  to  be  roughly  double  the  average  overall  rate  in 
Wisconsin. 

. Hispanics:  Limited  information  indicates  that  those  who  identify  them- 
selves as  Hispanic  smoke  at  a higher  rate  than  is  average  in  the  state. 


5.  Persons  of  Low  Socioeconomic  Status  & Educational  Levels  - This  population 

cuts  across  ethnic  and  gender  groups.  The^smoke  more,  start  sooner,  and  have 
more  difficulty  quitting  than  other  groups. 

■ Smoking  varies  inversely  with  level  of  income  and  education. 

■ Unemployed  persons,  service  workers,  and  blue  collar  employees  have  the 
highest  smoking  rates  when  compared  to  white  collar  employees  and  farm 
workers. 
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■ Risks  of  certain  diseases  are  compounded  for  this  group,  if  employed,  by 
workplace  exposure  to  disease-causing  agents  connected  with  the  job 
itself. 


Table  4:  Smoking  Rates  - Wisconsin  ASSIST  Priority  Groups,  1 9926 


Priority  Group 

Population  Size 

% Smokers 

#Smokers 

Blue  Collar 
Workers 

897,000 

43% 

386,000 

Youth 

421,000 

24% 

101,000 

Women  (18-44) 

1,000,000 

30% 

300,000 

Blacks 

156,000 

34% 

53,000 

Men 

71,000 

39% 

29,000 

Women 

85,000 

28% 

24,000 

Hispanics 

57,000 

32% 

18,000 

Native  Americans 

25,000 

68% 

17,000 

Lower  Level  of 

Education 

(Unemployed) 

169,000 

47% 

79,000 

6.  Persons  Affected  by  Environmental  Tobacco  Smoke — not  an  issue  till  1972 

Surgeon  General’s  report — impossible  to  quantify  its  effects. 

■ ETS  = 15%  mainstream  smoke  + 85%  sidestream  smoke  + minute 
amounts  of  vapor  j)hase  smoke  that  filters  through  the  cigarette  paper  into 
the  environment. 

■ Causes  3,000+  lung  cancer  deaths  in  non-smokers  annually.6 

■ Especially  harmful  due  to  smaller  particles  and  higher  concentrations  of 
carcinogens  than  mainstream  smoke. 

■ Increases  risk  for  respiratory  and  middle  ear  infections,  decreased  lung 
function,  and  more  frequent,  more  severe  asthma  episodes  in  children. 
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Host  Strategies 


Actively  support  all  current  prevention,  education,  and  cessation  efforts  in  Milwaukee 
County— Project  ASSIST,  Wisconsin  Tobacco-Free  Task  Force,  Tri-Agency 
Coalition  on  Smoking  or  Health,  etc. 


Strengths 

Limits 

— Milwaukee  has  active  grassroots 
and  state  organizations  already 
working  in  schools  and  commu- 
nity which  would  be  significantly 
strengthened  by  support  and 
endorsement  of  the  Milwaukee 
Academy  of  Medicine. 

— Education’s  pay-off  is  in  the 
long  term  rather  than  immedi- 
ate. 

— Educational  efforts  can  be 
tailored  to  a particular  audience. 

— Education  is  key  to  the  success  of 
nearly  every  other  strategy:  legis- 
lative, environmental,  cessation. 

— Educational  efforts  have  been 
successful  with  Milwaukee’s 
Black  Youth. 

— Evaluation  is  the  weak  spot  in 
most  educational  efforts. 

Treat  tobacco  abuse  as  a legitimate  illness  and  lobby  to  have  cessation  efforts  paid 
for  by  the  smoker's  health  insurance. 


Strengths 

Limits 

— Insurance  coverage  is  an  incen- 
tive for  patients  in  need  of  more 
costly  cessation  methods,  e.g., 
the  transdermal  patch.  Physician 
backing,  especially  on  the 
organizational  level,  is  key  to 
recognizing  tobacco  abuse  as  an 
illness. 

802 


Wisconsin  Medical  Journal  • November  1996 


As  physicians,  encourage  patients  to  quit  smoking;  educate  them  toward  different 
cessation  alternatives. 


Strengths 


Limits 


Cessation  efforts  often  work 
with  encouragement  from  the 
patient’s  primary  care  physi- 
cian. 


Cessation  efforts  are  not  always 
successful. 


Cessation  methods  and  pro- 
grams and  varied. 


Smokers  may  not  be  aware 
there  are  alternatives  to  going  it 
alone. 


Cessation  and  education  can  be 
coupled  to  strengthen  the 


effect. 


Agent/Vehide  Characteristics 


The  direct  causative  agents  of  smoking-related  illness  and  death  are: 

• the  heat  energy  ot  the  smoking  tobacco,  which  causes  roughly  25%  of  house  fires,  the 
second  leading  cause  of  death  for  children  in  Wisconsin 

• the  chemical  content  of  the  tobacco,  much  of  which  is  carcinogenic. 

In  aditition,  it  is  well  documented  that  nicotine,  a tobacco  component,  is  addictive. 


• Fire-safe  cigarettes  — Cigarettes  with  reduced  capacity  to  ignite  fires,  i.e.,  a self- 
extinguishing cigarette,  can  be  accomplished  by: 

. altering  the  chemical  composition  of  the  tobacco 

■ decreasing  the  density  of  the  tobacco 

■ decreasing  the  porosity  of  the  paper 

19 

■ decreasing  the  diameter  of  the  cigarette. 

A 3-year  study  commissioned  by  the  federal  government  found  that  “it  is  technically, 
and  may  be  commercially,  feasible  to  develop  cigarettes  with  significantly  reduced 
propensity  to  ignite  furniture  or  matresses.” 

• Regulation/Oversight — Tobacco  is  currently  regulated  by  the  Federal  Trade  Com- 
mission (FTC)  not  the  Federal  Drug  Administration  (FDA)  or  the  Consumer  Product 
Safety  Commission  which  would  offer  the  public  more  protection  from  its  toxic 
effects.  Hearings  are  underway  to  have  the  FDA  take  on  the  tobacco  regulation  as  soon 
as  possible  because:  1)  all  cigarettes  available  in  the  U.S.  contain  addicting  levels  of 
nicotine  and  2)  burning  cigarettes  release  known  and  probable  carcinogens  into  both 
the  lungs  of  the  smoker  and  the  air  around  them. 


Key  Issues 
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Agent/Vehicle  Strategies 


Pubicly  support  the  AM  A 's  recommendation  for  FDA  oversight  of  tobacco  as  a drug- 
delivery  vehicle. 

Strengths  Limits 

— The  FDA  has  authority  to  — FDA  oversight  would  not 

enforce  regulations  nationally.  automatically  diminish  demand. 

— FDA  regulates  manufacture, 
sale,  distribution,  advertising  , 
promotion  of  products  it 
regulates. 


Support  the  use  of  fire -safe  cigarettes  for  adult  smokers. 


— They  would  eliminate  a deadly 
consequence  of  smoking. 


No  state  has  yet  succeeded 
with  such  legislation. 


Environmental  Characteristics 

Environment  is  the  setting  where  host  and  agent/vehicle  meet.  It  may  be: 

• Economic: 

. Pricing  and  taxation  — Wisconsin  legislators  passed  a 60  cigarette  tax  increase  when 
the  majority  ot  its  residents  favored  a $1  increase. 

. Health  costs  — Wisconsin  spends  more  than  $1  billion  annually  on  tobacco-related 
health  care  costs;  Milwaukee  spends  over  $206  million. 

• Political  and  regulatory 

. National  — Key  tobacco  issues  include  FDA  regulation  and  the  growing  series  of 
tobacco  product  liability  suits  across  the  nation. 

. Wisconsin  — State  legislators  still  cling  to  pre-emption  keeping  local  voting  districts 
from  passing  more  restrictive  laws.  Lack  of  enforcement  of  anti-tobacco  regulations 
is  also  an  issue.  Tobacco  lobbies  are  increasingly  active  in  the  state  to  maintain  the 
status  quo. 
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■ Metropolitan  Milwaukee  — A coalition  of  grass-roots  and  state  anti-tobacco  organi- 
zations have  concentrated  on  prevention,  education,  and  enforcement.  Efforts  have 
paid  off  in  the  significant  reduction  of  smoking  among  Milwaukee’s  Black  youth. 

Social:  Primary  strategies  focus  on  creating  an  environment  in  which  smoking  is 

unacceptable  and  trying  to  change  behaviors  and  beliefs  within  such  an  environment. 

■ Tobacco  Advertising  & Promotion  — Educational  efforts  focus  on  facts  about 
smoking  rather  than  the  images  projected  in  tobacco  advertising. 

■ Restaurants  — A partnership  between  the  Wisconsin  Initiative  on  Smoking  and 
Health  and  the  American  Lung  Association  has  resulted  in  exponential  growth  smoke- 
free  restaurants  in  Milwaukee. 

. Workplace — over  93%  of  Milwaukee  workplaces  have  smoking  policies.  Statewide, 
smoke-free  workplaces  grew  from  42%  to  71%  since  1991. 

■ Media  — Project  ASSIST  is  initiating  a media  effort  to  support  prevention  and 
education  strategies  already  in  place  in  Milwaukee. 


Environmental  Strategies 

• Support  a $1  per  pack  cigarette  tax  increase. 

Strengths  Limits 

— The  primary  beneficiaries  will 
be  youth  smokers. 

— It’s  supported  by  the  Wiscon-  — Marlboro  and  Camels  cut  their 

sin  State  Medical  Society  as  prices  the  last  time  Wisconsin 

well  as  the  majority  of  the  raised  cigarette  taxes. 21 

public. 

— State  revenue  will  rise  signifi- 
cantly. 


• Add  the  support  of  the  Milwaukee  Academy  of  Medicine  to  the  efforts  of  the  local  and 
state  anti-tobacco  coalition. 

Strengths  Limits 

— The  Academy  has  prestige, 
credibility  and  influence 
among  local  physicians  and  the 
Milwaukee  community. 
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Support  repeal  of  the  state  preemption  statute. 


Strengths 


Limits 


— It  will  open  the  door  to  strong  — The  current  political  climate  in 

local  anti-tobacco  legislation.  Madison  favors  pre-emption. 

— It’s  the  single  most  important 
element  of  tobacco-control 
legislation. 


Mobilize  physicians  to  work  toward  enhanced  record  keeping  re:  1)  hospitalizations 
attributable  to  smoking  or  burns,  and  2)  proper filling  in  of  death  certificates  to  show 
smoking  as  the  underlying  cause  of  certain  cancers  and  cardiovascular  illnesses. 

Strengths  Limits 

— It  will  give  incontrovertible  — A broad  based  computer 

medical  facts  to  refute  claims  system  is  needed  to  track  data, 

of  tobacco  companies  that 

smoking  is  harmless. 

— Publication  of  these  data  might 
mobilize  Milwaukeeans  to  vote 
in  support  of  legislators  who 
favor  tobacco  control. 


Publicly  join  the  local  anti-tobacco  coalition(s,)  especially  in  their  efforts  to  prevent 
children  and  teens  from  beginning  to  smoke  and  helping  women  in  their  childbearing 
years  to  stop  smoking. 

Strengths  Limits 


— Pediatricians  and  other  physi- 
cians have  credibility  both  with 
the  public  and  with  their 
patients. 

— The  support  and  presence  of 
the  Milwaukee  Academy  of 
Medicine  will  strengthen 
current  state/local  anti-tobacco 
coalitions  and  their  activities. 
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Share  media  access  and  spotlight  with  local  anti-tobacco  coalition(s)  who  are 
already  working  to  promote  public  health. 


Strengths 


Limits 


— Media  shapes  public  percep- 
tion. 

— Media  can  help  mold  policy. 

— It  will  strengthen  the  Project 
ASSIST  effort  to  focus  media 
attention  on  ways  the  tobacco 
industry  undermines  public 
health  and  civic  decision 
making. 


• Publicize  tobacco  use  as  a public  health  issue  and  a pediatric  disease. 


— The  prestige  and  influence  of 
the  Milwaukee  Academy  of 
Medicine  could  add  significant 
clout  to  these  messages  for  the 
public. 


Strengths 


Limits 


Continued  on  next  page 
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SUMMARY 


Tobacco  use  is  a public  health  issue  in  general  and  a pediatric  health  issue  in  particular. 
The  tobacco  habit  is  expensive  and  deadly.  It  exacts  a toll  across  every  level  of  the 
population,  but  nowhere  more  so  than  among  children,  women,  minorities,  persons  of 
low  socioeconomic  status,  and  those  in  blue  collar  jobs. 

Using  a model  which  approaches  public  health  hazards  through  three  focal  points — host, 
agent/vehicle,  and  environment — effective  strategies  can  be  developed,  targeted,  and 
implemented  in  conjunction  with  local  anti-tobacco  efforts.  Metropolitan  Milwaukee  is 
a key  intervention  area,  currently  having  a broad-based  coalition  of  state  and  local  anti- 
tobacco groups  working  for  change. 

Key  objectives  not  met  in  Milwaukee  at  the  midterm  of  Healthy  People  2000  are 
reduction  of  smoking  among  youth  and  among  pregnant  women.  Efforts  in  these  areas 
could  benefit  greatly  by  greater  involvement  of  physicians,  particularly  on  the  organiza- 
tional level. 
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RESOURCES 


The  views  in  this  document  are  those  of  the  Milwaukee  Academy  of  Medicine.  In  many  cases, 
however,  persons  on  the  following  list  provided  invaluable  data,  information,  input,  and  critique. 
In  addition  to  the  priceless  services  all  of  them  already  provide  to  the  community  in  their  efforts 
to  control  tobacco  use,  each  has  also  graciouly  agreed  to  act  as  a further  resource  to  our  readers. 
The  Milwaukee  Academy  of  Medicine  is  deeply  grateful  not  only  for  their  generous  help  in 
shaping  parts  of  this  document,  but  also  for  the  important  work  these  individuals  and  their 
colleagues  do  every  day  on  behalf  of  Milwaukee’s  public  health. 


Dalvery  Wilbourn 
and 

Patricia  McManus 

Milwaukee  Coalition  Against  Drug  and  Alcohol  Abuse, 
Milwaukee  Tobacco  Free  Task  Force 
1726  N.  First  Street,  Suite  203 
Milwaukee,  WI  53212 

James  E.  Mosley 

Milwaukee  County  Human  Services  Department 
Project  Director,  Fighting  Back  Initiative 
1726  North  1st  Street 
Milwaukee,WI  53212 

Bonnie  Sumner 

(education  for  school  and  community  groups) 

3823  North  Lake  Drive 
Milwaukee,  WI  5321  1 

Jacqueline  Holloway 
Regional  Director 
Bureau  of  Public  Health 
Division  of  Health 
819  North  6th  Street 
Milwaukee,  WI  53203-1606 

Cynthia  A.  Musial,  CHES 
Regional  Field  Director 
ASSIST  Project 
Bureau  of  Public  Health 
Division  of  Health 
819  North  6th  Street 
Milwaukee,  WI  53203-  1606 

Humdah  J.  Salahadyn 
Program  Liaison 
and 

Patricia  McManus 

Executive  Director 

Black  Health  Coalition  of  Wisconsin 

3118  North  Teutonia  Avenue 

Milwaukee,  WI  53206 


414/374-7891 
414/374-8081 
FAX  414/374-7892 


414/374-7889 
FAX  414/374-7892 


414/964-1467 


414/227-4910 
FAX  414/227-2010 


414/227-3982 
FAX  414/227-2010 


414/374-1880 
FAX  414/265-0270 
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Gordon  Schechtman,  M.D. 

Department  of  General  Internal  Medicine 
Medical  College  of  Wisconsin 
8701  Watertown  Plank  Road 
Milwaukee,  W1  53226 

414/257-6040 
414/384-2000,  x6967 

Rita  Krosner 

Project  Coordinator-Tobacco  Control 
Division  of  General  Internal  Medicine 
Zablocki  VA  Medical  Center  - 1 1 IB 
5000  W.  National  Avenue 
Milwaukee,  WI  53295 

414/384-2000,  x 1960 
FAX  414/383-8010 

Jack  Lohman 
President 

Wisconsin  Initiative  on  Smoking  and  Health 

P.O.  Box  27674 

Milwaukee,  WI  53227 

(clean  indoor  air,  i.e.  restaurants) 

414/545-4128 
FAX  414/545-4126 

Nancy  Bill 

Director,  Tobacco  Control 
and 

William  L.  McCracken 

Executive. Vice  President 

American  Cancer  Society,  Wisconsin  Division 

Mailing  Address: 

P.O.  Box  902 

Pewaukee,  WI  53072-0902 

414/523-5500,  x 104 
800/947-0487 
FAX  414/523-5533 

Jeffrey  Ranous 

Director  of  Public  Issues 

American  Cancer  Society,  Wisconsin  Division 

Mailing  Address: 

P.O.  Box  902 

Pewaukee,  WI  53072-0902 

414/523-5500,  xl  1 1 
800/947-0487 
FAX  414/523-5533 

Marge  Brindley 
Program  Director 

American  Lung  Association  of  Wisconsin 
150  South  Sunny  Slope  Road,  Suite  105 
Brookfield,  WI  53005-6461 

414/782-7833 
800/586-4872 
FAX  414/782-7834 

Shawn  Krueger 
Director  of  Public  Affairs 
American  Heart  Association 
4703  Monona  Drive 
Madison,  WI  53716 

608/221-8866 

FAX  608/221-9233 

Voice  Mail  414/271-9999,  x499 

Cindy  Rewolinski 
Wisconsin  Prevention  Network 
71 1 West  Capitol  Drive,  Room  210 
Milwaukee,  WI  53206 

414/264-2660 
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no  phone  listing 


Maternal  and  Child  Health  Coalition 
McConnell  Hall 
1010  Mound  Street 
Madison,  WI  53715 

Dan  Bier 

Wisconsin  Association  for  Perinatal  Care 
McConnell  Hall 
1010  Mound  Street 
Madison,  WI  53715 

Wayne  Kudick 

Children’s  Health  Alliance  of  Wisconsin 
9000  W.  Wisconsin  Avenue 
P.O.  Box  1997  — M.S.  #957 
Milwaukee, WI  53201 

Kenneth  Haver 
Executive  Vice  President 
American  Heart  Association  of  Wisconsin 
795  North  Van  Buren  Street 
Milwaukee,  WI  53202-3833 

Sheryl  Shellman  Weir 
Health  Education  Division  Manager 
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You  can  hit  a hole  in  one 
by  supporting  the 

Endowment  Plussm  Fund 


In  one  shot,  yon  can  support  a number  of 
programs  of  the  SMS  Foundation.  From 
student  loans  and  scholarships, 
to  lectures,  outcomes  research,  and  medical 
history. ...  all  are  part  of  the  mission  of  SMS 
Foundation. 


What  Is  Endowment  Plus8111? 


Marcia  J.  S.  Richards,  MD 
Past  President,  SMS 


It  is  an  affordable  way  to  turn  contributions  into  major  gifts.  When  you  set  up  an  insurance  policy  to  benefit 
the  SMS  Foundation  of  the  State  Medical  Society  of  Wisconsin,  payments  to  the  program  are  eligible  for  a charitable 
contribution  deduction.  The  SMS  Foundation  becomes  both  the  owner  and  beneficiary  of  the  policy  and  the  gift  is 
placed  in  the  unrestricted  Lakeside  Endowment  Fund. 

As  a young  physician,  payments  can  be  for  as  low  as  $200  annually.  As  a donor,  you  do  not  need  a medical 
exam  or  agent.  All  that  is  needed  is  your  signature  on  a pledge  card.  Contributions  may  be  made  as  a one-time  gift 
or  as  a five-year  pledge.  It  is  that  simple  and  a hole-in-one  for  everyone. 


Clip  and  return 


Please  send  me  a pledge  card  on  the  Endowment  Plussm  Life  Insurance  Giving  Program  and/or  other  insurance 
options. 

Name:  

Address:  


City:  State:  Zip  Code: 

Telephone  (Work):  Telephone  (Home): 
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Organizational 


Physician  Briefs 

^Denotes  SMS  Member 

Thomas  Bartow,  MD,  internist  and 
rheumatologist  of  the  Marshfield 
Clinic,  was  elected  a Fellow  of  the 
American  College  of  Physicians,  an 
honorary  title  which  recognizes 
achievements  in  internal  medicine. 
To  qualify  as  an  ACP  Fellow,  can- 
didates are  proposed  and  seconded 
by  their  peers  and,  after  endorse- 
ment by  the  local  ACP  governor, 
reviewed  by  ACP's  credential's 
committee.  The  review  process  can 
take  six  months.  Doctor  Bartow  is 
a magna  cum  laude  graduate  of  the 
State  University  of  New  York  at 
Buffalo.  He  earned  his  medical  de- 
gree from  the  State  University  of 
New  York  at  Stony  Brook. 

Clay  J.  Frank,  MD/  surgeon, 
joined  the  medical  staff  at  Midwest 
Spinal  Center  Milwaukee.  He 
earned  his  medical  degree  from  the 
Medical  College  of  Wisconsin.  He 
completed  his  residency  in  ortho- 
pedic surgery  through  the  Univer- 
sity of  Nebraska /Creighton  and 
completed  a fellowship  in  spinal 
surgery  at  the  Carolinas  Medical 
Center  in  Charlotte,  NC. 

Aaron  Friedman,  MD,  a pediatric 
nephrologist  and  professor  of  pe- 
diatrics at  the  University  of  Wis- 
consin Medical  School,  was  named 
chairman  of  the  UW  Medical 
School  Department  of  Pediatrics 
and  medical  director  of  UW 
Children's  Hospital.  Dr  Friedman 
completed  his  medical  degree  at 
State  University  of  New  York  in 
1974  and  completed  his  internship, 
pediatric  residency  and  pediatric 


nephrology  fellowship  at  the  Uni- 
versity of  Wisconsin  Hospital. 

David  Go,  MD/  a family  practi- 
tioner, joined  the  staff  of  the 
Marinette-Menominee  Clinic.  A 
native  of  the  Philippines,  he  earned 
his  medical  degree  from  Far  East- 
ern University  in  Manila.  Doctor 
Go  completed  his  residency  train- 
ing at  Brookdale  Hospital  medical 
Center  in  New  York  and  Penn  State 
University  Hospital,  The  Good  Sa- 
maritan Center  in  Lebanon,  Pa.  He 
also  completed  a pediatric  resi- 
dency at  Philippine  General  Hos- 
pital in  Manila. 

Blaine  R.  Jones,  MD,  a family 
practitioner,  recently  joined  the 
medical  staff  of  Beloit  Memorial 
Hospital.  He  graduated  from 
Brigham  Young  University,  Provo, 
Utah  and  earned  his  medical  de- 
gree from  George  Washington  Uni- 
versity in  Washington,  DC.  He 
completed  his  residency  at  the 
Madigan  Army  Medical  Center  in 
Fort  Lewis,  Wash. 

Daniel  P.  Lochmann,  MD,*  an  or- 
thopedic surgeon,  joined  the 
Marshfield  Clinic-Indianhead  Cen- 
ter. He  earned  his  medical  degree 
from  the  Medical  College  of  Wis- 
consin in  Milwaukee.  He  com- 
pleted his  residency  in  orthopedics 
at  the  Naval  Regional  Medical  Cen- 
ter in  Portsmouth,  Va.  and  received 
his  undergraduate  degree  from 
Carroll  College  in  Waukesha. 

Terri  Marti,  MD,  a surgeon,  re- 


cently joined  the  Rhinelander 
Medical  Center.  She  earned  her 
medical  degree  from  the  Univer- 
sity of  Wisconsin-Madison  in  1990. 
She  completed  her  surgical  resi- 
dency at  the  University  of  Utah  in 
1996.  Dr  Marti  is  an  Associate  Fel- 
low of  the  American  College  of 
Surgeons  and  a member  of  the  So- 
ciety of  American  Gastrointestinal 
Endoscopic  Surgeons. 

Julie  Mickelson,  MD,*  an  obste- 
trician/ gynecologist,  recently 
joined  the  medical  staff  at  St. 
Mary's  Medical  Clinic.  She  earned 
her  medical  degree  from  the  Uni- 
versity of  Minnesota  Medical 
School  in  1992.  She  recently  com- 
pleted her  residency  at  the  Phoe- 
nix Integrated  Residency  program 
in  obstetrics  and  gynecology.  Dr 
Mickelson  is  fluent  in  Spanish. 

Moiya  Murphy,  DO,  a family  prac- 
titioner, joined  the  Mile  Bluff  Medi- 
cal Center.  She  earned  her  Doctor 
of  Osteopathy  degree  from  the 
Chicago  College  of  Osteopathic 
Medicine.  She  completed  her  in- 
ternship and  residency  at  Wausau 
and  completed  her  undergraduate 
work  at  the  University  of  Illinois. 

Stephen  Riggs,  MD,*  family  prac- 
titioner, recently  joined  the  medi- 
cal staff  of  the  Fort  Atkinson  Medi- 
cal Center.  He  earned  his  medical 
degree  and  completed  his  resi- 
dency from  State  University  of 
New  York  Health  Science  Center  in 
Syracuse,  NY. 
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Gary  Rosenmeier,  MD/  a derma- 
tologist, joined  the  medical  staff  at 
the  Monroe  Clinic.  He  earned  his 
medical  degree  from  the  Univer- 
sity of  Illinois  College  of  Medicine 
in  Chicago,  111.  He  completed  his 
internship  in  categorical  medicine 
at  William  Beaumont  Army  Medi- 
cal Center,  El  Paso,  Tex.  Dr 
Rosenmeier  performed  his  resi- 
dency in  dermatology  at  Brooke 
Army  Medical  Center  in  San  An- 
tonio, Tex  and  he  earned  his  under- 
graduate degree  from  Carthage 
College  in  Kenosha. 

Sridhar  V.  Vasudevan,  MD/ 

spoke  to  over  4,000  pain  experts 
and  scientists  from  around  the 
world  during  the  8th  World  Con- 
gress on  Pain  held  in  Vancouver, 
British  Columbia,  Canada  in  late 
August.  Doctor  Vasudevan  pre- 
sented his  paper  discussing  pain 
and  rehabilitation  after  stroke 
based  on  his  research  and  experi- 
ence as  Medical  Director  of  pain 
management  and  rehabilitation 
centers  at  Elmbrook  Memorial 
Hospital  in  Brookfield,  Commu- 
nity Memorial  Hospital  in 
Menomonee  Falls  and  St.  Nicholas 
Hospital  in  Sheboygan.  Doctor 
Vasudevan  is  a board  certified  phy- 
sician specializing  in  physical 
medicine  and  rehabilitation  and 
pain  management.  In  addition  to 
his  work  at  area  pain  management 
and  rehabilitation  centers.  Dr 
Vasudevan  is  also  a clinical  profes- 
sor of  physical  and  rehabilitation 
at  the  Medical  College  of  Wiscon- 
sin. 

The  World  Congress  on  Pain  is 
held  every  three  years  and  was 
hosted  this  year  by  The  Interna- 
tional Association  for  the  Study  of 
Pain.  The  focus  of  this  year's  Con- 
gress was  to  exchange  information 
on  new  developments  in  pain  re- 
search, assessment  and  manage- 
ment. In  addition  to  providing 
valuable  data  on  pain  management 
after  stroke.  Dr.  Vasudevan  re- 
viewed pain  research  on  topics  in- 
cluding: the  epidemic  of  chronic 


disability  due  to  lower  back  pain; 
the  under-treatment  of  pain  in 
AIDS  patients;  the  challenge  of 
treating  pain  in  premature  infants 
and  newborn  babies;  and  the  pain 
tolerance  level  differences  between 
men  and  women. 

James  A.  Weeks,  MD/  a family 
practitioner,  joined  the  medical 
staff  at  Richland  Medical  Center 
and  Richland  Hospital.  He  earned 
his  medical  degree  from  the  Uni- 
versity of  New  Mexico  School  of 
Medicine  in  Albuquerque.  He  com- 
pleted his  internship  and  residency 
at  Memorial  Medical  Center  Fam- 
ily Practice  Residency  Program  in 
Corpus  Christi,  Tex. 

B.  Tucker  Woodson,  MD,  FACS, 

associate  professor  of  otolaryngol- 
ogy and  human  communication  at 


the  Medical  College  of  Wisconsin, 
is  among  55  ear,  nose  and  throat 
specialists  to  received  the  Ameri- 
can Academy  of  Otolaryngology- 
Head  and  Neck  Surgery's  presti- 
gious Honor  Award.  The  Award 
was  presented  September  29, 1996 
at  the  Opening  Ceremony  of  the 
100th  Annual  Meeting  of  the 
American  Academy  of  Otolaryn- 
gology-Head and  Neck  Surgery 
Foundation,  in  Washington,  DC. 
This  scientific  meeting  covers  a 
broad  range  of  clinical  findings, 
research,  surgery,  new  technolo- 
gies, and  instruments.  Bestowed 
since  1934,  the  Award  recognizes 
those  who  have  contributed  service 
to  the  Academy  with  presentation 
of  an  instruction  course  or  scien- 
tific paper  or  participation  on  a 
continuing  education  committee  or 
faculty. 


Child  Support  Awards  in 
Shared  Placement  Families 

When  two  parents,  each  earning  $30,000  per  year,  share 
in  raising  their  children,  Wisconsin's  HSS  80  CHILD 
SUPPORT  STANDARD  presumes  the  correct  amount  to 
raise  two  children  is  $15,000  /yr.  Adjusted  for  the 
concept  of  discounting,  this  is  equivalent  to  $45  per  day. 

If  one  parent  cares  for  the  children  10  days  per  month, 
and  the  other  20  days  per  month,  the  present  SHARED- 
TIME PAYOR  ADJUSTMENT,  allocates  one  parent  $1 1 per 
day  and  the  other  $61  per  day  for  each  day  they  care  for 
the  children.  The  standard  of  living  the  children  would 
have  enjoyed  had  the  family  remained  together,  however, 
is  based  on  a daily  expenditure  of  $45.  Why  aren't  the 
children  entitled  to  enjoy  this  standard  of  living  at  both 
parent's  homes?  Could  the  basis  behind  Wisconsin's  child 
support  standard  be  flawed?  For  more  info,  contact: 

Wisconsin  Citizens  for  a Fair  Child  Support  Standard 

P.O.  Box  145  Greendale,  Wl  53129  or  call  (414)  425-4881 
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Obituaries 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  SMS  Foundation  offers  physicians  a 
unique  opportunity  to  provide  a living  memorial  to  a loved  one  or 
friend  through  a gift  to  the  Foundation.  A memorial  contribution 
can  provide  financial  aid  to  a needy  medical  student,  help  stimulate 
research  on  behalf  of  the  public  health  or  aid  in  the  preservation  of 
Wisconsin's  medical  history.  When  a memorial  gift  is  made  to  the 
Foundation,  the  deceased  person's  family  receives  a special  card  with 
the  name  of  the  donor.  For  more  information,  contact  the  Founda- 
tion staff  at  the  SMS.* 


Erbes,  John,  MD,  82 , of  Fox  Point, 
died  August  18,  1996.  He  was  a 
member  of  the  2nd  Armored  Divi- 
sion of  Gen.  George  Patton's  3rd 
Army  serving  as  a US  medical  of- 
ficer in  World  War  II.  He  was  deco- 
rated with  eight  battle  stars,  four 
Silver  Stars,  a Bronze  Star  and  a 
Distinguished  Service  Cross  and 
the  Belgian  Forragere  with  the 
Croix  de  Guerre  for  heroism  in  Af- 
rica, France,  Belgium  and  Ger- 
many. He  was  one  of  the  most 
decorated  US  medical  officers  in 
World  War  II.  He  was  discharged 
as  a major.  Dr  Erbes  earned  his 
medical  degree  from  the  Univer- 
sity of  Nebraska  in  1939.  He  com- 
pleted his  internship  and  his  resi- 
dency at  Columbia  Hospital,  Mil- 
waukee. After  his  discharge  from 


the  US  Army,  he  returned  to  medi- 
cal practice  in  Milwaukee.  Dr  Erbes 
was  a surgeon  at  Columbia  Hospi- 
tal for  more  than  30  years  and  on 
the  staff  of  Children's  Hospital 
from  1949  - 1974.  He  was  also  a 
clinical  professor  of  surgery  at 


Marquette  University  Medical 
School  and  the  Medical  College  of 
Wisconsin.  He  is  survived  by  his 
wife,  Maraleen,  and  three  sons: 
William  of  Grafton;  Thomas  of 
Minneapolis  and  John  of 
Milwaukee.* 


State  Medical  Society  of  Wisconsin 

Presents  Exciting  Tours  From  Chicago 


mv  HORIZON  - CARIBBEAN  CRUISE 

January  25  - February  1, 1997 

From  $949.00  Per  person,  double  occupancy  (Plus  Port  Taxes) 

This  exciting  seven  day  cruise  itinerary  is  planned  to  present  the  brightest  jewels  of 
the  Caribbean  and  all  that  each  island  has  to  offer  aboard  the  deluxe  Horizon. 

Ports  of  call  San  Juan;  Catalina  Island,  D.R.;  Barbados;  Martinique;  Antigua;  St.  Thomas. 

CHINA  - YANGTZE  RIVER  CRUISE  - HONG  KONG 

March  20  - 31, 1997  $2,499.00 

March  28  - April  10, 1997  $2,899.00 
Per  person,  double  occupancy  (Phis  Taxes) 

A wonderful  introduction  to  the  Orient!  From  the  rich  history  of  the  People’s 
Republic  of  China,  to  the  dynamic  British  Crown  Colony  of  Hong  Kong. 

THE  BEST  OF  THE  ORIENT 

March  24  - April  3,  1997  $2,299.00  Per  person,  double  occupancy  (Plus  Taxes) 

From  resplendent  Bangkok  to  the  glistening  cities  of  Singapore  and  Hong  Kong. 

LUXURY  ALASKAN  CRUISE  ON  BOARD  THE  mv  HORIZON 

June/July  1997 

Details  available  soon.  Northbound  or  Southbound  Glacier  Cruise  itinerary. 

Pre-  and  post-cruise  tours  available  to  Denali  National  Park,  Fairbanks, 

Anchorage  and  more! 

AVAILABLE  TO  MEMBERS,  THEIR  FAMILIES  AND  FRIENDS. 

For  additional  information  and  a color  brochure  contact: 

GLOBAL  HOLMTS 

9725  Garfield  Avenue  South,  Minneapolis,  MN  55420-4240  (61 2)  948-8322  Toll  Freed  -800-842-9023 
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Answers  for  Tobacco  Control  Advocates  Quiz 


Quiz  can  be  found  on  page  782. 

1.  (c)  Each  day,  3,000  children  in 
the  US  try  their  first  cigarette1. 

2.  (c)  Of  the  3,000  children  in  the 
US  who  start  smoking  every 
day,  approximately  1/3  will 
eventually  die  from  illnesses 
related  to  their  smoking  habit1. 

3.  (b)  22-23%  of  Wisconsin  adults 
are  smokers2. 

4.  (c)  25%  of  Wisconsin  women 
ages  18-44  are  smokers3. 

5.  (b)  Between  1990-1992,  22.4% 
of  Wisconsin  women  who 
gave  birth  reported  smoking 
during  pregnancy4. 

6.  (c)  The  average  age  at  which 
people  first  try  cigarettes  is 
14.5.  Seventy-one  percent  of 
adults  who  currently  smoke 
every  day  started  smoking  by 
age  185. 

7.  (d)  In  a 1991  survey,  34%  of 
high  school  seniors  in  Wiscon- 
sin reported  smoking  at  least 
one  cigarette  in  the  last  30 
days.  High  school  seniors  who 
smoked  averaged  8 cigarettes 
per  day6. 

8.  (d)  More  than  4,000  chemical 
compounds  have  been  identi- 
fied in  tobacco  smoke,  more 
than  40  of  which  are  known  to 
cause  cancer  in  humans  or  ani- 
mals7. 

9.  (c)  Each  year,  more  than  8,700 

Wisconsin  residents  die  from 

tobacco-related  illness.  This 

represents  18%  of  all  deaths  in 

the  state  and  is  more  than  the 

number  of  deaths  due  to  drug 

abuse,  homicide,  suicide,  mo- 

tor vehicle  accidents,  fire  and 
AIDS  combined8. 


10.  (c)  Cigarette  smoking  is  the 
most  important  cause  of  pre- 
ventable deaths  in  the  United 
States.  Each  year,  an  estimated 

400.000  deaths  in  the  US  are  at- 
tributed to  tobacco  use2. 

11.  (e)  Diseases  related  to  smoking 
include  stroke,  heart  disease, 
emphysema,  asthma,  SIDS, 
leukemia,  and  cancers  of  the 
lung,  bladder,  cervix,  mouth, 
and  stomach4. 

12.  (d)  Each  year  in  the  US,  second 
hand  smoke  kills  an  estimated 

3.000  adult  nonsmokers  from 
lung  cancer  and  50,000  from 
heart  disease8. 

13.  (a)  Lung  cancer  has  surpassed 
breast  cancer  as  the  leading 
cause  of  cancer  deaths  in 
women  in  Wisconsin.  In  1993, 
945  women  in  Wisconsin  died 
from  lung  cancer,  883  from 
breast  cancer,  475  from  colon 
cancer  and  74  from  cervical 
cancer9 10. 

14.  (c)  Smoking  during  pregnancy 
accounts  for  17%  of  low  birth 
weight  babies  born  in  Wiscon- 
sin. Wisconsin  mothers  who 
smoked  cigarettes  during  their 
pregnancy  are  about  twice  as 
likely  to  bear  low  birth  weight 
infants  as  are  non-smokers3. 

15.  (c)  42%  of  Wisconsin  children 
age  five  and  younger  live  in  a 
household  with  an  adult 
smoker.  These  children  are 
more  likely  to  have  lower  res- 
piratory tract  infections,  such 
as  bronchitis  and  pneumonia, 
middle  ear  infections,  sore 
throats,  colds,  and  asthma11. 

16.  (b)  Wisconsin's  Clean  Indoor 
Air  Act  bans  smoking  in  most 
public  places  and  requires 
non-smoking  sections  in  res- 
taurants12. 


1 7.  (c)  Each  cigarette  package  car- 
ries one  of  four  different  warn- 
ing labels  from  the  US  Surgeon 
General:  1)  Smoking  Causes 
Lung  Cancer,  Heart  Disease, 
Emphysema,  and  May  Com- 
plicate Pregnancy.  2)  Quitting 
Smoking  Now  Greatly  Re- 
duces Risks  to  Your  Health.  3) 
Smoking  by  Pregnant  Women 
May  Result  in  Fetal  Injury,  Pre- 
mature Birth  and  Low  Birth 
Weight.  4)  Cigarette  Smoke 
Contains  Carbon  Monoxide13. 

18.  (d)  In  1993,  tobacco  companies 
spent  $6  billion  to  advertise 
and  promote  cigarettes.  More 
money  is  spent  on  advertising 
and  promoting  tobacco  prod- 
ucts than  for  any  other  con- 
sumer product1. 

19.  (a,  b,  e)  The  cigarette  brands 
preferred  by  children  are  also 
the  brands  which  are  most 
heavily  advertised:  Marlboro, 
Camel,  and  Newport14. 

20.  (c)  44  cents  is  the  current  state 
excise  tax  on  a pack  of  ciga- 
rettes in  Wisconsin. 

21 . (d ) If  the  price  of  a pack  of  ciga- 
rettes  increased  by  30%,  it 
would  decrease  cigarette  con- 
sumption by  adults  by  ap- 
proximately 15%15. 

22.  (e)  Increasing  the  price  of  a 
pack  of  cigarettes  by  30% 
would  decrease  cigarette  con- 
sumption in  youth  by  30%15. 

23.  (d)  At  the  1992  rate  of  cigarette 
sales  in  Wisconsin  of  approxi- 
mately 480  million  packs  per 
year,  a one  cent  increase  in  the 
state  excise  tax  would  provide 
$4.8  million  in  revenue  per 
year16. 

Continued  on  next  page 
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Continued  from  previous  page 

24.  (d)  Smoking-related  health 
care  costs  in  Wisconsin  total  an 
estimated  $1  billion  per  year, 
with  hospital  expenses  ac- 
counting for  most  of  the  cost, 
followed  by  outpatient  physi- 
cian visits,  nursing  home  care, 
prescription  drugs  and  home 
health  care17. 

25.  (e)  All  provisions  listed  are 
part  of  new  FDA  regulations 
designed  to  reduce  tobacco  use 
by  youth  in  the  US  by  50%  in 
seven  years18. 

Comment 

An  earlier  version  of  this  quiz  (22 
questions)  was  administered  to 
participants  of  a tobacco  and  ma- 
ternal child  health  conference  in 
August,  1996.  These  individuals 
were  not  given  the  benefit  of  mul- 
tiple choice,  and  graded  their  own 
papers.  Of  the  19  who  turned  in 
their  papers,  the  median  score  was 
10  correct  with  a range  from  4-20. 

The  purpose  of  the  quiz  is  to 
build  a knowledge  base  for  com- 
batting use  of  tobacco  products.  It 
can  be  used  in  community  settings 
to  engage  participants  in  discus- 
sion about  these  important  issues. 
The  more  we  know  about  the  for- 
midable public  health  burden  of 
tobacco  and  the  tactics  used  by  the 
tobacco  industry  in  promoting 
these  products,  the  more  effective 
advocates  we  become  for  eliminat- 
ing tobacco  use. 
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Classified  ads 


"A  HIDDEN  JEWEL"  IN  WISCON- 
SIN. If  you  enjoy  the  friendly  atmo- 
sphere of  a small  community  sur- 
rounded by  natural  beauty,  with  easy 
access  to  a larger  city,  consider  this  ex- 
cellent opportunity  to  practice  in 
Oconto  Falls,  just  30  minutes  from 
Green  Bay,  Wisconsin. 

Two  Family  physicians  in  Oconto 
Falls  seek  an  associate  to  assist  them 
in  providing  quality  care.  Newly-con- 
structed, 6,000  square  foot  clinic  is  at- 
tached to  a modern,  55-bed  hospital, 
offering  a comprehensive  array  of  ser- 
vices. Call  is  1:3,  with  separate  con- 
tracted ER  coverage  seven  days  per 
week. 

Superb  quality  of  life;  an  array  of 
recreational  options;  a focus  on  family 
lifestyle;  and  quality  educational  sys- 
tem are  available.  Extremely  competi- 
tive salary,  generous  benefits.  For  more 
information,  please  call  Jackie  Laske  at 
Strelcheck  and  Associates,  Inc.  (800) 
243-4353.  11/96 

CHIEF  OF  STAFF  position  available  at 
Department  of  Veterans  Affairs  Medi- 
cal Center,  Tomah,  Wisconsin,  part  of 
an  integrated  health  care  system  in  a 
transitional  environment  from  inpa- 
tient to  outpatient  care.  Long-term 
geri-psychiatric  and  nursing  home  care 
unit  is  also  provided.  Incumbent  is  re- 
sponsible for  clinical  and  administra- 


RATES:  70  cents  per  word,  with 
a minimum  charge  of  $30  per  ad. 

BOXED  AD  RATES:  $40  per  col- 
umn inch.  All  ads  must  be  pre- 
paid. 

DEADLINE:  Copy  must  be  re- 
ceived by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions 
may  be  directed  to  608-257-6781 
or  toll-free  1-800-362-9080. 


five  management  of  a 552-bed  patient 
and  multi-clinic  outpatient  facility  with 
30  physicians  and  additional  medical 
support  staff. 

Must  be  a skilled  physician  (BC/ 
BE)  and  sound  administrator.  Primary 
responsibilities  include  being  a mem- 
ber of  the  Executive  Leadership  Team; 
setting  policy  and  planning;  selecting 
and  supervising  skilled  service  chiefs; 
promoting  education  and  total  quality 
improvement;  modeling  collaborative 
clinical  behaviors. 

Submit  curriculum  vitae  to  John  F. 
Berry,  MD,  Chief,  Physical  Medicine 
and  Rehabilitation  Service  (117),  Chair, 
Search  Committee,  VA  Medical  Center, 
500  East  Veterans  Street,  Tomah,  WI 
54660,  or  call  him  at  608-372-1773. 

* Must  possess  licensure  in  a state,  ter- 
ritory, or  commonwealth  of  the  US 
or  DC. 

* Must  be  proficient  in  written  and 
spoken  English. 

* A non-VA  applicant  tentatively  se- 
lected for  this  position  is  subject  to  a 
physical  examination  and  random 
screening  for  illegal  drug  use  prior 
to  appointment.  Applicants  who 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary 
assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

TFN/95 


APPS  for  PSP2* 

* Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

PO.  Box  791  • Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


refuse  to  be  tested  will  be  denied  em- 
ployment. 

* Must  have  US  citizenship  prior  to 
appointment. 

* Subject  to  financial  disclosure,  suit- 
ability determination,  and  security 
clearance. 

* Subject  to  probationary  period  for 
both  clinical  and  managerial  respon- 
sibilities. 

Tomah's  population  is  7,500  and  of- 
fers the  pleasantness  of  a midwest 
town  with  affordable  housing,  good 
schools,  four-season  outdoor  recre- 
ation, cultural  and  sporting  events. 
Conveniently  located  on  Interstate  90/ 
94  midway  between  Chicago  and  Min- 
neapolis. AA/EOE.  11/96 

Rural  lake  country  community  is 
seeking  a Family  Practitioner  and  an 

Orthopedic  Surgeon  to  join  an  active 
13-physician  multispecialty  group. 
Quality,  comfortable  living  environ- 
ment, multiple  recreational  opportuni- 

Continued  on  next  page 


SELECT 

OPPORTUNITIES 

Family  Practice  opportunities 
available  nationally,  ranging  from 
large  regional  multispecialty  clin- 
ics, to  single  specialty  groups,  to  a 
regional  HMO.  Some  of  our  new- 
est are  available  in  Wisconsin,  Il- 
linois, Michigan,  and  Iowa.  These 
desirable  positions  include: 

• Many  options  for  recreation, 
sports  and  culture 

• Excellent  working  environ- 
ments with  desirable  call 

• Large,  small,  urban  or  semi- 
rural  practices 

• Excellent  salary  and  benefits,  in- 
cluding CME 

Let  us  assist  you  in  choosing  the 
practice  that  fits  your  lifestyle.  For 
more  information  call  (800)  243- 
4353. 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Road 
Mequon,  WI  53092 
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Continued  from  previous  page 

ties  and  cultural  activities  abound. 
Opportunity  includes  relaxed  call,  lib- 
eral salary  and  exceptional  benefits. 
Send  curriculum  vitae  or  inquiries  to: 
Lake  Region  Clinic,  PC,  Attn:  Joel 
Rotvold,  PO  Box  1100,  Devils  Lake,  ND 
58301;  or  call  800-648-8898  for  further 
information.  ll-12/96;l/97 

MINNEAPOLIS  - BC/BE  OCCUPA- 
TIONAL MEDICINE  PHYSICIAN 

with  emphasis  in  injured  worker  care, 
medical  surveillance  and  industrial 
account  consulting  to  join  Columbia 
Park  Medical  Group.  We  are  an  inde- 
pendent, physician-owned,  multi-spe- 
cialty group  practice  located  in  the 
northern  Minneapolis  suburbs.  Recog- 
nized for  its  high  quality  of  life,  the 
Minneapolis /St.  Paul  area  has  excel- 
lent school  systems  and  offers  an  abun- 
dance of  theater,  art  and  culture  with  a 
variety  of  parks,  lakes  and  recreation 
areas.  We  offer  a competitive  salary 
and  excellent  benefits  package  with 


Associate 
Medical  Director 
Full-Time 

PrimeCare  Wisconsin's  leading 
managed  care  organization,  now 
has  an  immediate  opportunity  to 
provide  full-time  medical  sup- 
port to  our  Utilization  Manage- 
ment, Quality  Improvement  and 
Credentialing  programs. 

Qualifications  include  MD  or 
DO  with  current  unrestricted 
Wisconsin  licensure.  Board  cer- 
tified in  a specialty,  minimum  5 
years  experience  is  preferred. 
PrimeCare  offers  a competitive 
salary  supported  by  an  out- 
standing benefits  package.  If  in- 
terested, please  submit  your  re- 
sume including  salary  require- 
ments to: 

PrimeCare 

Attn:  Human  Resources,  S120 
REQ  #4577 
PO  Box  26649 
Milwaukee,  WI  53226 

Equal  Opportunity  Employer 
F/M/V/D 


partnership  opportunity.  Call  (612)586- 
5876  or  send  CV  to  Stephanie  Clark, 
Physician  Services,  Columbia  Park 
Medical  Group,  6401  University  Av- 
enue NE,  Suite  #200,  Minneapolis,  MN 
55432. 

MINNEAPOLIS  - BC  URGENT 
CARE  DIRECTOR  to  work  both  in  an 
administrative  function  and  direct  pa- 
tient care  at  Columbia  Park  Medical 
Group.  Primary  responsibilities  in- 
clude 1)  Staffing  Urgent  Care  Depart- 
ment with  physicians  for  weekday  eve- 
nings and  weekend  Urgent  Care  shifts; 
2)  Planning,  coordinating  and  super- 
vising of  department  in  support  of  or- 
ganizational goals;  3)  Serving  as  chan- 
nel of  communication  between  physi- 
cians in  Urgent  Care  and  other  depart- 
ments; 4)  Working  in  Urgent  Care  De- 
partment. Qualifications  include  a 
positive  track  record  of  experience  in 
leadership  and  supervision  with  board 
certification  in  appropriate  specialty 
and  experience  in  Emergency  Room  or 
Urgent  Care.  We  are  an  independent, 
physician-owned,  multi-specialty 
group  practice  located  in  the  northern 


South-Central  Wisconsin 
Primary  Care 
Opportunities 


Physicians  Plus  Medical  Group,  a 
multi-specialty  group  of  245+  phy- 
sicians seeks  additional  Primary 
Care  Physicians  for  its  regional 
sites.  Established  and  new  loca- 
tions. Large  call  groups.  Full  lab 
and  x-ray.  Guaranteed  salary  plus 
incentives  with  a full  benefits 
package.  Send  CV  or  call  collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)  252-8580 
FAX:  (608)282-8288 

Physicians 

#Plus 


An  Equal  Opportunity  Employer 


Minneapolis  suburbs.  Recognized  for 
its  high  quality  of  life,  the  Minneapo- 
lis/St. Paul  area  has  excellent  school 
systems  and  offers  an  abundance  of 
theater,  art  and  culture  with  a variety 
of  parks,  lakes  and  recreation  areas.  We 
offer  a competitive  salary  and  excellent 
benefits  package  with  partnership  op- 
portunity. Call  (612)586-5876  or  send 
CV  to  Stephanie  Clark,  Physician  Ser- 
vices, Columbia  Park  Medical  Group, 
6401  University  Avenue  NE,  Suite  #200, 
Minneapolis,  MN  55432.  11-12/96;1  / 
97 

MINNEAPOLIS  - BC/BE  FAMILY 
PRACTICE  PHYSICIAN  to  join  Co- 
lumbia Park  Medical  Group's  27-phy- 
sician Family  Practice  Department. 
Practice  at  one  of  our  three  clinic  sites. 
Call  is  one  weekday  per  month  and  one 
weekend  per  month.  Personal  choice 
to  include  obstetrics  as  part  of  your 
practice.  We  are  an  independent,  phy- 
sician-owned, multi-specialty  group 
practice  located  in  the  northern  Min- 
neapolis suburbs.  Recognized  for  its 
high  quality  of  life,  the  Minneapolis/ 
St.  Paul  area  has  excellent  school  sys- 


Excellent  opportunities  are  cur- 
rently available  for  BC/BE  phy- 
sicians in  the  following  areas: 

• Pediatrics 

• Family  Practice 

• Internal  Medicine 

Beloit  Clinic,  S.C.  is  a 47-physi- 
cian multispecialty  group  lo- 
cated adjacent  to  a modern,  pro- 
gressive, 180-bed  hospital.  Ex- 
cellent family  environment,  90 
miles  from  Chicago,  in  Southern- 
Wisconsin  college  community  of 
50,000  plus  with  good  proxim- 
ity to  a variety  of  cultural  and 
lifestyle  amenities.  Guaranteed 
salary  with  incentive  and  excel- 
lent benefit  package,  plus  edu- 
cational loan  reypayment  pro- 
gram. 

Send  C.V.  to: 

James  F.  Ruethling 
Administrator 
1905  Huebbe  Parkway 
Beloit,  WI  53511 
(608)  364-2380 
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terns  and  offers  an  abundance  of  the- 
ater, art  and  culture  with  a variety  of 
parks,  lakes  and  recreation  areas.  We 
offer  a competitive  salary  and  excellent 
benefits  package  with  partnership  op- 
portunity. Call  (612)586-5876  or  send 
CV  to  Stephanie  Clark,  Physician  Ser- 
vices, Columbia  Park  Medical  Group, 
6401  University  Avenue  NE,  Suite  #200, 
Minneapolis,  MN  55432. 

ll-12/96;l-97 

WISCONSIN  - ON  LAKE  MICHI- 
GAN! Family  Physician  needed  to  join 
premier  multispecialty  group  in  ready- 
made practice.  Independence  with 
support  of  group.  Call  1:10.  Guaran- 
teed salary  and  benefits.  Fee  for  ser- 
vice environment.  Proximity  to  Chi- 
cago and  Milwaukee.  Call  or  send  CV 
to  Betsy  Wegusen,  1-800-546-0954, 1.D. 
#453WI,  Fax  CV:  314-726-3009,  e-mail: 
careers@cejka.com.  10-11/96 

EMERGENCY  MEDICINE:  PART- 
NERSHIPS. Be  a partner  in  your  own 
democratic  partnership  in  family  ori- 
ented communities  close  to  Milwau- 
kee. Low  volume  ED's.  Medical  Di- 
rector, full  time  and  part-time  positions 
available.  Call  414-332-6228  or  send 
CV  to  the  Emergency  Resources 
Group,  509  West  Montclaire  Avenue, 
Milwaukee,  Wisconsin  53217.  10/96 

WISCONSIN,  OCONTO  FALLS. 

BE/BC  Family  Practice  Physician 
needed  for  growing  practice  of  five 
physicians.  Clinic  is  based  in  a rural 
community  30  miles  north  of  Green 
Bay.  Excellent  competitive  salary  with 
benefits.  Please  send  CV  or  contact: 
Artwich  Clinic,  815  S.  Main  St.,  Oconto 
Falls,  WI  54154.  Phone:  414-846-3092. 

10/96-1/97 

NORTHEAST,  WISCONSIN.  Look- 
ing for  a BE/BC  Internal  Medicine 
Physician  to  join  a growing  practice  of 
five  physicians.  Clinic  is  based  in  a 
rural  community  of  Oconto  Falls,  near 
Green  Bay.  Excellent  competitive  sal- 
ary with  benefits.  Please  send  CV  or 
contact:  Artwich  Clinic,  815  S.  Main 
St.,  Oconto  Falls,  Wl  54154.  Phone: 
414-846-3092.  10/96-1/97 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician 
multispecialty  group,  has  a dermatol- 
ogy position  available  at  the  Riverview 


Clinic  location  in  Janesville,  Wisconsin. 
This  is  a full  time  or  part  time  position 
to  join  two  dermatologists  at  the  clinic. 
Full  time  would  be  a 4-1/2  day  work 
week  with  call  shared  equally. 
Janesville,  population  55,000,  is  a beau- 
tiful, family  oriented  community  with 
excellent  schools  and  abundant  recre- 
ational activities.  Excellent  compensa- 
tion and  benefits  are  provided.  Send 
C.V.  to  Stan  Gruhn,  M.D.,  Riverview 
Clinic,  P.O.  Box  551,  Janesville,  WI 
53547.  9-12/96 

MADISON,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  private 
multi-specialty  group  actively  recruit- 
ing a BE/BC  OB/Gyn  (residents  in  an 
approved  OB/Gyn  residency  are  eli- 
gible to  apply).  This  is  a full  time  posi- 
tion with  full  time  patient  care  office 
hours  and  full  call  (3  days  at  Sun  Prai- 
rie Clinic  and  1 day  at  East  Madison 
Clinic  with  1st  call  taken  from  offices 
in  perinatology  at  St.  Marys  Hospital). 
Qualified  applicants  should  be  compe- 
tent in  the  contemporary  practice  of 
obstetrics  and  gynecology  including 
current  surgical  techniques  such  as 
laparoscopy  and  hysteroscopy  and  a 
competency  in  vaginal  surgery.  Appli- 
cants should  have  the  ability  to  cover 
perinatology  service  with  an  interest 
and  competence  in  high  risk  ob.  Abil- 
ity to  work  effectively  and  efficiently 
with  family  practice  physicians  on  a 
referral  and  consultative  basis  is  essen- 
tial. Also  should  have  an  interest  in 
teaching  the  field  of  OB/Gyn  to  both 
OB/Gyn  residents  and  1st  year  family 
practice  residents.  Excellent  salary 
with  full  benefits.  For  more  informa- 
tion please  contact  Scott  M.  Lindblom 
at  608-250-1550  or  1-800-279-9966  or  at 
home  608-845-2390,  or  FAX  608-250- 
1441.  9-11/96 

PLATTEVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  private 
multi-specialty  group  is  actively  re- 
cruiting a BE/BC  internist  to  join  their 
affiliated  Doctors  Park  Clinic  in 
Platteville,  Wisconsin  (population 
10,000).  Their  current  staff  consists  of 
five  family  practice  physicians,  one 
general  surgeon,  one  orthopedic  sur- 
geon and  two  physician  assistants. 
Each  physician  works  4-1/2  days  per 
week.  An  excellent  guaranteed  salary 
plus  incentive  is  provided.  There  is  also 
a loan  forgiveness  program  being  of- 


fered for  eligible  physicians.  For  more 
information  contact  Scott  M. 
Lindblom,  Medical  Staff  Recruiter, 
Dean  Medical  Center,  1808  West 
Beltline  Highway,  Madison,  Wisconsin, 
53715,  work  (608)250-1550,  home 
(608)845-2390  or  FAX  (608)250-1441. 

9-12/96 

MADISON,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician 
multispecialty  group,  is  seeking  addi- 
tional family  physicians  to  join  its  30 
member  department.  Positions  are  lo- 
cated at  our  Sun  Prairie,  East  Madison 
and  Deerfield  Clinic  locations.  All  po- 
sitions have  an  excellent  call  schedule 
and  obstetrics  is  optional.  Madison  is 
the  home  of  the  University  of  Wiscon- 
sin with  enrollment  of  over  40,000  stu- 
dents and  the  state  capital.  Abundant 
cultural  and  recreational  opportunities 
are  available  year  round.  Excellent 
compensation  and  benefits  are  pro- 
vided with  employment  leading  to 
shareholder  status.  For  more  informa- 
tion contact  Scott  M.  Lindblom,  Dean 
Business  Office,  1808  West  Beltline 
Hwy.,  P.O.  Box  9328,  Madison,  Wiscon- 
sin, 53715-0328,  work  at  1-800-279- 
9966,  (608)250-1550  or  at  home 
(608)845-2390.  9-12/96 

FORT  ATKINSON,  WISCONSIN 

Fort  Atkinson  Medical  Center,  an  af- 
filiated clinic  of  Dean  Medical  Center, 
is  actively  recruiting  for  a BE/BC  fam- 
ily physician  to  join  their  six  person 
practice.  The  ideal  candidate  should 
have  an  interest  in  doing  full  range 
family  practice  including  obstetrics 
and  intensive  care  unit  work.  Call 
schedule  is  1-5  for  weekdays  and 
weekends  and  each  full  time  physician 
works  4.25  clinic  days  per  week  and 
sees  20-30  patients  per  day.  Contact 
Scott  Lindblom,  Dean  Medical  Center, 
1808  West  Beltline  Highway,  Madison, 
Wisconsin,  53715  (work)  1-800-279- 
9966,  (608)250-  1550,(home)  608-845- 
2390,  FAX  (608)  250-1441.  9-12/96 

WISCONSIN  DELLS,  WISCONSIN. 

The  Dells  Clinic  in  scenic  Wisconsin 
Dells,  Wisconsin  (population  2400),  lo- 
cated 60  miles  northwest  of  Madison, 
is  seeking  one  family  physician  to  join 
their  six  physician  group.  Wisconsin 
Dells  is  an  outstanding  summer  tour- 
ist area.  The  practice  base  is  a large 
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rural  area  and  the  clinic  is  busy  year 
round.  St.  Clare  Hospital  in  Baraboo  is 
the  admitting  hospital  with  a 100  bed 
facility  fifteen  minutes  from  the  clinic. 
Call  is  shared  equally  with  a competi- 
tive salary  and  benefit  package  being 
offered  for  this  position.  A loan  repay- 
ment program  is  also  available  to  eli- 
gible physicians.  Contact  Scott 
Lindblom,  Dean  Medical  Center,  1808 
West  Beltline  Highway,  Madison,  Wis- 
consin, 53715,  (work)  1-800-279-9966, 
(608)250-1550,  (home)  (608)845-2390, 
FAX  (608)250-1441.  9-12/96 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  familv  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville  and  Milton,  Wiscon- 
sin. Janesville,  population  55,000,  is  a 
safe,  beautiful,  family  oriented  com- 
munity with  excellent  schools  and 
abundant  recreational  activities.  Excel- 
lent compensation  and  benefits  are 
provided  with  employment  leading  to 
shareholder  status.  Send  C.V.  to  Stan 
Gruhn,  M.D.,  Riverview  Clinic,  RO. 
Box  551,  Janesville,  WI,  53547. 

9-12/96 

SUN  PRAIRIE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  multi- 
specialty group,  is  actively  recruiting 
for  a part-time  BE/BC  family  practice 
physician  for  its  Sun  Prairie  Clinic.  This 
position  would  job  share  with  another 
family  practice  physician  and  cover  the 
clinic  2.5  days  per  week  plus  call.  Sun 
Prairie  Clinic  (located  20  minutes  from 
Madison)  currently  has  nine  family 
physicians.  A guaranteed  salary  plus 
incentive  and  benefits  is  being  offered 
for  this  position.  For  more  information 
please  contact  Scott  M.  Lindblom, 
Medical  Staff  Recruiter,  Dean  Medical 
Center,  1808  West  Beltline  Highway,  1- 
800-279-9966,  (608)250-1550,  FAX 
(608)250-1441  or  at  home  (608)845- 
2390.  9-12/96 
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WISCONSIN,  Milwaukee:  Excellent 
opportunity  for  board-certified /board- 
prepared  emergency  or  otherwise 
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member  fee-for-service  ED  group  staff- 
ing a 567  bed  tertiary-care  flagship 
hospital  for  a major  metropolitan 
health  care  system  (with  4 member 
hospitals.)  A teaching  affiliate  of  the 
Medical  College  of  Wisconsin.  40,000 
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sician assistants.  Comprehensive  spe- 
cialty backup  includes  in-house  resi- 
dents in  internal  medicine,  surgery, 
ob/gyn  and  radiology.  Exceptional 
compensation  and  benefit  package.  Eq- 
uitable partnership.  Send  CV  to  I. 
Gailans,  MD,  FACEP,  5000  West  Cham- 
bers St.,  Milwaukee,  WI  53210;  or  call 
414-447-2171.  11-12/96 

NO  ASSEMBLY  LINES  HERE.  FPs, 
IMs  and  OB/GYNs  at  North  Memorial 
owned  and  affiliated  clinics  don't  hand 
patients  off  to  the  next  available  spe- 
cialist. Guide  your  patients  through 
their  entire  care  process  at  one  of  our 
25  practices  in  urban  or  semi-rural 
Minneapolis  locations.  Interested  BC/ 
BE  MDs,  call  (800)275-4790  or  fax  CV 
to  (612)520-1564.  1,3,5,7,9,11 
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Opinions 


President's  page 

A Tribute  to  Jerome  W.  Fons,  Jr.,  MD 


I recently  had  to  write  a letter 
of  condolence  to  Betsy  Fons, 
the  widow  of  Jerome  W.  Fons,  Jr. 
We  members  of  the  medical  com- 
munity and  the  SMS  were  indeed 
saddened  to  learn  of  the  loss  of  so 
close  a friend  on  November  8, 1996. 
Please  be  sure  to  read  the  letter 
from  former  SMS  EVP,  Tom  Adams 
on  the  following  page. 

Jerome  W.  Fons,  Jr.  was  one  of 
SMS's  most  involved  physicians. 
He  joined  the  SMS  in  1964  and 
served  as  a member  of  the  board 
from  1981  to  1988.  During  that 
time,  he  also  served  as  a member 
of  the  SMS  Physicians  Alliance 
Commission  and  the  Task  Force  on 
Medical  Liability,  and  since  1988 
until  his  recent  resignation,  was  an 
SMS  alternate  delegate  to  the 
AMA.  Dr  Fons  was  a founding 
member  of  the  Board  of  PIC  Wis- 
consin and  a former  member  of  the 
SMS  Holdings  Board.  In  1989,  he 
received  the  SMS  Physician-Citi- 
zen of  the  Year  Award. 

Jerry  Fons,  a retired  obstetri- 
cian/gynecologist who  delivered 
more  than  5,000  babies,  was  not 
only  a dedicated  physician,  but  a 
concerned,  committed  member  of 
his  Cudahy,  Wis  community.  His 
father,  Jerome  W.  Fons,  Sr.,  was  a 
general  practice  physician  who 
made  house  calls  in  Milwaukee's 
South  Side  and  in  the  Wauwatosa 
community  where  Jerry  grew  up. 
Dr  Fons,  Jr.  credited  his  father,  who 
respected  the  dignity  of  all  his  pa- 
tients, with  teaching  him  the  art  of 


compassion. 

Dr  Fons  graduated  from 
Marquette  High  School,  received 
his  Bachelor's  degree  from  Notre 
Dame  University  and  earned  his 
MD  from  Marquette  Medical 
School  in  1962.  He  completed  his 
internship  and  residency  at  St. 
Joseph's  Hospital  in  Milwaukee. 
He  was  on  the  medical  staffs  of 
Trinity  Memorial  Hospital, 
Cudahy,  and  St.  Francis  Hospital  in 
Milwaukee. 

Dr  Fons  opened  his  practice  in 
Cudahy  and  was  a staunch  com- 
munity supporter.  He  was  a school 
board  member  and  past  Lions' 
Club  president.  He  taught  health 
and  nutrition  at  Cudahy  High 
School,  and  encouraged  mothers  to 
attend  with  their  daughters  when 
he  covered  female  development. 
"No  woman  can  control  her  future 
until  she  has  full  control  over 
whether  or  not  to  become  pregnant 
and  understands  the  effects  of  her 
decisions,"  Dr  Fons  told  the  Mil- 
waukee Journal  in  a 1979  interview. 

After  retirement.  Dr  Fons  con- 
tinued to  work  as  Medical  Direc- 
tor for  PIC  Wisconsin,  and  he  and 
his  wife,  Betsy,  traveled  extensively 
around  the  United  States  and  to 
Europe.  Even  after  being  forced  to 
stay  close  to  home  to  receive 
weekly  kidney  dialysis.  Dr  Fons 
maintained  his  positive  outlook  on 
life.  He  enjoyed  a full  retirement, 
telling  reporter  Carole  Smaglik  that 
he  was  "reading  every  book  he 
wanted  to  and  didn't  have  time  for 


Richard  H.  Ulmer,  MD 


before..."  and  spoiling  his  grand- 
children. 

Dr  Jerry  Fons  touched  many 
lives:  those  of  his  colleagues  and 
fellow  SMS  members  who  were 
fortunate  enough  to  work  with 
him;  those  of  his  patients,  many  of 
whom  named  their  own  children 
after  him;  those  in  his  Cudahy 
community  who  benefited  from 
his  generosity  there;  his  beloved 
wife,  Betsy;  and  his  eight  children 
and  12  grandchildren.  It  is  to  them 
that  we  offer  our  deepest  regards. 
We  hope  they  find  comfort  in  the 
high  esteem  in  which  their  hus- 
band and  father  was  held  by  his 
fellow  practitioners. ❖ 
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Letter 

Former  SMS  EVP  Recalls  Old  Friend 


To  the  editor:  I was  deeply 
saddened  to  receive  a call 
from  the  SMS  executive  office  in- 
forming me  of  the  passing  of 
Jerome  W.  Fons,  MD,  of  Cudahy. 

Jerry  Fons  was  the  first  member 
of  the  SMS  to  call  and  wish  me  well 
after  my  selection  as  Secretary- 
General  Manager  of  SMS  nearly 
eleven  years  ago.  I remember 
Jerry's  call  well.  "Adams,"  he 
said," this  is  Fons  MD  in  Milwau- 
kee. I am  the  president  of  your  big- 
gest county  society;  one  third  of 
your  members!  I am  also  one  of 
your  biggest  members  by  size.  Do 
you  know  what  a kielbasa  is?" 

All  of  that  was  a little  much  for 
the  first  minute  of  a first  conversa- 
tion, but  over  the  years  I came  to 
realize  that  conversation  personi- 
fied Jerry's  style.  During  the  next 
ten  years  I came  to  realize  that  Jerry 
not  only  loved  the  medical  profes- 
sion but  was  a tireless  supporter  of 
what  he  believed  to  be  Milwaukee 
County's  place  as  a leader  of  the 
state  medical  society.  He  showed 
that  love  in  many  ways  over  the 
years:  as  a member  of  SMS  Board, 
first  president  of  PIC  Wisconsin 
and  alternate  delegate  to  the  AM  A. 
It  is  a long  and  impressive  list  but 
only  attests  to  what  was  his  finest 
trait,  love  for  his  family  and  fellow 
man  and  desire  to  make  his  com- 


munity a better  place. 

My  wife,  Diane,  and  I had  the 
opportunity  to  know  Jerry  and  his 
lovely  wife,  Betsy,  better  than  most. 
Being  seated  with  him  at  dinner 
was  always  a treat.  Stories  of  his 
father's  early  obstetrics  practice  in 
Cudahy,  his  time  in  the  military 
while  stationed  in  Alaska,  and  his 
constantly  reminding  me  of  my 
Alma  mater's  lack  of  success  on  the 
football  field  all  served  to  make 
him  one  of  the  most  memorable  of 
physicians. 

His  work  in  exploring  the  pos- 
sibility of  a physician  owned  insur- 
ance company,  and  subsequently 
forming  a relationship  with  the 
Physicians  Insurance  Company  of 
Ohio  (PICO),  laid  the  groundwork 
for  the  formation  of  PIC  Wiscon- 
sin. He  gave  thousands  of  uncom- 
pensated hours  to  that  fledgling 
company  and  his  continuing  ef- 
forts helped  make  it  the  physician- 
friendly  organization  that  it  is  to- 
day. 

I will  miss  Jerry  Fons,  his  laugh, 
his  advice,  and  his  ability  to  be 
there  for  you  as  a person  and  the 
medical  profession  or  the  medical 
society  as  an  institution.  He  was  a 
rock. 

As  I have  written  in  these  pages 
before,  to  be  a physician,  a healer, 
is  very  special.  Jerry  Fons  lives  on 


Jerome  W.  Fons,  MD 
Feb  14, 1932  -Nov  8,1996 

not  just  by  his  deeds  and  the  won- 
derful family  he  left  behind,  but 
through  hundreds  of  individuals 
young  and  now  not  so  young  that 
he  delivered  into  this  world.  Jerry 
would  like  that. 

Milwaukee  and  Wisconsin  are 
better  for  his  having  been  with  us. 
There  is  no  greater  calling. 

-Thomas  L.  Adams,  CAE 
Executive  Vice  President/CEO 
Medical  Group  Management 
Association  ♦» 
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Stress  Management  for  Physicians:  An  Rx  for  Your  Health 

stress  (stress)  the  sum  of  the  biological  reactions  to  any  adverse  stimulus,  physical,  mental,  or  emotional, 
internal  or  external,  that  tends  to  disturb  the  organism's  homeostasis;  should  these  compensating  reactions  be 
inadequate  or  inappropriate,  they  may  lead  to  disorders.  The  term  is  also  used  to  refer  to  the  stimuli  that  elicit 
the  reactions.  Dorland's  Illustrated  Medical  Dictionary,  Twenty-sixth  Edition. 


The  definition  of  stress  is  com- 
mon to  everyone:  all  of  us  ex- 
perience adverse  stimuli  through- 
out our  lives,  but  some  of  us  react 
to  it  differently  than  others.  The 
topic  of  stress  is  one  of  great  dis- 
cussion these  days,  in  many  and 
various  fields,  including  the  gov- 
ernment and  among  legislators. 

"Stress  relates  to  how  you  per- 
ceive events  in  life,"  says  Ned 
Kalin,  chair  of  the  UW  Hospitals 
and  Clinics  Psychiatry  Department 
and  head  of  the  new  federal  Emo- 
tions Research  Institute,  a unique 
center  focusing  on  positive  states 
of  mind,  in  a recent  Madison  maga- 
zine article.  Dr  Kalin  goes  on  to  say 
that  studies  have  shown  that  the 
"concept  of  stress  really  is  the  be- 
lief of  whether  or  not  you  are  in 
control  of  the  events  that  are  occur- 
ring." 

Much  of  current  stress  research 
focuses  on  two  issues  in  the  work- 
place: the  demands  on  an  em- 


ployee and  the  employee's  control 
over  the  work  situation.  Dr  Kalin 
says,  "Regardless  of  the  events,  if 
you  have  the  belief  and  sense  that 
you  are  in  control  and  can  manage 
it,  your  perceived  level  of  stress 
and  your  physiological  systems 
that  reflect  that,  are  going  to  be 
low." 

Interestingly,  many  claims  are 
being  filed  for  stress-related  ill- 
nesses brought  about  not  from  the 
demanding  physical  stresses  re- 
quired in  certain  professions,  but 
by  the  emotional  or  mental  stresses 
from  work.  There  are  reports  of 
companies  that  have  gone  through 
"downsizing"  and  now  show  an 
increase  in  healthcare  claims  from 
stress-related  illnesses  of  those 
employees  not  laid  off,  who  are 
having  to  compensate  for  fewer 
employees  doing  more  work. 

In  Britain  recently,  a 59-year  old 
social  worker  was  awarded 
$270,000  after  claiming  his  "impos- 


sible workload"  increased  his 
stress  and  led  to  a nervous  break- 
down. 

For  physicians,  stress  comes  at 
you  from  many  different  sources: 
you  experience  stress  in  your  daily 
practice  and  you  see  the  effects  of 
stress  in  the  symptoms  that  bring 
your  patients  to  you.  The  WMJ  fo- 
cus on  stress  this  month  seems  ap- 
propriate in  light  of  the  additional 
stress  most  of  us  experience  dur- 
ing the  holiday  season.  We  bring 
you  an  article  discussing  the  causes 
and  effects  of  stress  on  physicians 
(see  Physicians  and  Stress:  Shat- 
ter the  Cycle  on  page  838),  several 
articles  describing  the  types  of 
stress-related  illnesses  you  may  see 
in  your  patients,  and  guest  edito- 
rials from  two  of  your  colleagues 
beginning  on  page  834. 

The  staff  of  the  WM]  wishes  you 
a joyous  and  stress-free  holiday 
season  and  a healthy  and  prosper- 
ous 1997! 

—Judith  D.  Burke  ❖ 
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All  submissions  should  conform  to 
the  Wisconsin  Medical  Journal  require- 
ments. For  further  information  or 
to  obtain  a copy  of  submission 
requirements  contact  Judith  D. 
Burke,  Managing  Editor,  PO 
Box  1109,  Madison,  WI  53701, 

(608)  257-6781  or  1-800-362 
9080,  FAX  (608)  283-5401,  or  e 
mail:  JUDITHB@SMSWI.ORG. 
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Guest  Editorials 
The  Real  Vital  Signs 


Jean  Slane,  MD,  Wauwatosa 

As  a junior  medical  student,  I 
spent  the  first  of  many 
Christmas  Eves  on  call.  About  2 
am,  my  beeper  went  off  in  the 
middle  of  my  second  viewing  of  It's 
a Wonderful  Life.  1 hustled  through 
the  empty  corridors  to  ED,  which 
was  itself  weirdly  quiet  with  a tem- 
porary holiday  lull.  In  room  nine, 
three  small  children  huddled 
around  an  exam  table  where  their 
mother  lay,  semiconscious.  She 
had  been  badly  beaten.  The  bruises 
on  her  face  and  the  blood  in  her 
hair  were  sprinkled  with  silver  glit- 
ter and  shards  of  colored  glass.  The 
kids  told  us  it  started  when  their 
mom  put  tinsel  on  the  tree:  the  boy- 
friend hated  tinsel  and  was  en- 
raged when  he  found  pieces  of  it 
on  his  clothes.  So  he  picked  up  the 
tree,  stanch  ornaments  and  all,  and 
beat  his  girlfriend  with  it  until  she 
passed  out.  Then  he  strangled  her 
with  the  light  cord.  Then  he  raped 
her.  That  was  the  Christmas  story 
for  the  night,  told  by  kids  scared 
into  dull  monotone  voices,  with 
holiday  Muzak  playing  in  the 
background. 

As  I struggled  through  my  H&P, 
I remember  thinking  "there  but  for 
the  grace  of  God..."  I have  my  own 
memories  of  parents  arguing  over 
holiday  spending,  what  tree  to  buy, 
which  in-laws  to  visit  when.  For 
any  of  us,  the  mingling  of  antici- 


Dr  Slane  is  Assistant  Professor  of  Fam- 
ily Medicine  at  the  University  of  Wis- 
consin and  Medical  Director  of 
WISELIVES/ Aurora,  a women's 
health  center  in  Wauwatosa.  She 
serves  on  the  SMS  Injury  Prevention 
Commission  and  represents  the  SMS 
on  the  National  Domestic  Violence 
Advisory  Council. 


pation,  regret,  financial  worries, 
old  traditions,  and  new  quarrels 
can  lead  to  seasonal  distress.  For 
women  in  battering  relationships, 
for  children  in  homes  of  intimida- 
tion and  abuse,  holiday  stress  can 
mean  holiday  violence.  (See  re- 
lated story  on  page  843.) 

Holiday  stress  brings  patients 
into  physician's  offices.  Their  stress 
may  be  disguised  as  headaches, 
palpitations,  fatigue;  it  may  be  as 
obvious  as  a black  eye  or  broken 
limb.  During  this  season,  consider 
this  gift  to  your  patients:  prepare 
yourself  and  your  staff  to  un- 
cover and  respond  to  woman  bat- 
tering, domestic  violence  and 
sexual  abuse.  Here  is  a step-wise 
approach: 

1.  Create  an  atmosphere  of  con- 
cern. Let  your  patients  know 
that  it  is  okay  to  talk  with  you 
about  domestic  violence.  Post- 
ers in  bathrooms  and  changing 
rooms  that  give  numbers  for 
shelters  and  hotlines  are  avail- 
able from  many  hospitals,  local 
shelters  and  the  State  Medical 
Society.  Consider  printing  these 
phone  numbers  on  the  back  of 
your  appointment  cards.  Add 
the  number  of  the  local  shelter 
to  your  after  hours  answering 
recording. 

2.  Concern  your  staff  with  the  real 
"vital"  signs.  In  women  and 
children,  the  morbidity  risks  of 
violence,  suicide,  substance 
abuse,  and  unsafe  sex  far  out- 
weigh those  detected  by  the 
conventional  "vital  signs." 
Train  your  staff  to  ask  patients 
"Are  you  safe  at  home?"  as  a 
simple  screen  for  domestic  vio- 
lence. The  State  Medical  Soci- 
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ety  and  many  hospitals  have 
training  materials  to  help  you 
and  your  staff  learn  how  to  ask 
about  domestic  abuse. 

3.  Model  appropriate  use  of 
power.  If  you  tell  a patient  no 
one  deserves  to  be  abused, 
walk  your  talk.  Don't  snap  your 
fingers  at  the  medical  assistant 
or  berate  the  front  office  staff  in 
public.  Don't  threaten  a patient 
into  seeking  help;  you  are  sim- 
ply reinforcing  the  coercive 
techniques  of  her  batterer.  Help 
the  patient  create  her  own 
"safety  plan"  of  what  she  will 
do  when  a crisis  arises. 

4.  Develop  a domestic  violence 
"code  blue."  ACLS  is  a success- 
ful intervention  because  it  is 
rapid,  simple  and  automatic. 
Develop  such  a response  for 
your  staff  when  confronted 
with  domestic  abuse.  Just  as 
some  offices  call  911  for  medi- 
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cal  emergencies,  your  staff 
should  be  able  to  call  a shelter 
or  hotline  immediately  for 
abused  patients  who  need  in- 
tervention. Become  familiar 
your  local  resources.  If  no  local 
hotline  is  available,  memorize 
and  use  the  national  domestic 
violence  hotline  number  1 -800- 
799-SAFE  (1-800-787-3224  for 
hearing  impaired). 

5.  Support  community  resources. 
The  SMS  Alliance  has  been  ac- 
tive in  the  "Save  a Shelter"  pro- 
gram, raising  funds  and  to  sup- 


port safe  houses  for  victims  of 
domestic  violence.  This  past 
October,  the  SMS  joined  the 
Wisconsin  Coalition  Against 
Domestic  Violence  to  identify 
specific  needs  of  local  shelters. 
Your  county  society  received 
information  on  needs  of  shel- 
ters in  your  area.  These  range 
from  coffee  makers  to  new 
flooring  to  expanded  space.  If 
you  need  to  know  the  domes- 
tic violence  resources  in  your 
area,  or  need  information  on 
services  for  victims  of  domes- 
tic violence  in  Wisconsin,  con- 


tact the  Wisconsin  Coalition 
Against  Domestic  Violence  at  1- 
608-255-0539.  Or,  contact  Lynn 
Sherman  at  the  SMS,  (800)  362- 
9080  or  via  e-mail  at: 
LYNNS@SMSWI.ORG. 

The  gift  of  positive  attention,  con- 
cern and  regard  can  be  a rare  thing 
for  a battered  woman  or  child.  May 
the  suggestions  and  resources 
given  above  make  this  gift  more 
common  and  less  stressful  for  you. 
May  this  holiday  season  be  a time 
of  reflection,  renewal  and  safety  for 
us  all.*:* 


THE  UNIVERSITY  OF  CHICAGO  MEDICAL  CENTER 


Because  medicine  is  no  longer 
a solo  event... 
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Emotional  Distress,  Physical  Symptoms  and  Sleep 
Disorders 


Phirozee  Hansotia,  MD,  Marshfield 

It  has  long  been  established 
that  mind  and  body  both  have 
significant  influences  on  one  an- 
other. Psychosomatic  medicine  is 
based  upon  the  observation  that 
psychological  and  social  cultural 
stresses  may  play  a role  in  the  pre- 
disposition, onset,  course,  and  re- 
sponse to  treatment  of  some  physi- 
ological changes  and  biomedical 
disorders.  Behavioral  scientists  in- 
form us  that  three  factors  must  be 
present  simultaneously  for  a per- 
son to  develop  a psychosomatic 
disorder,  if  the  term  is  utilized  in  a 
more  focused  and  specific  sense. 

• The  individual  must  have  a bio- 
logical predisposition  to  the  par- 
ticular biomedical  disorder.  This 
diathesis  may  be  genetically  de- 
termined, secondary  to  trauma 
or  other  pathological  processes, 
or  due  to  environmental  insults 
or  damaging  personal  habits. 

• The  individual  must  have  a per- 
sonality vulnerability  --  there 
must  be  a tvpe  or  degree  of  stress 
that  the  individual's  psychologi- 
cal defense  mechanisms  and  per- 
sonality structure  cannot  man- 
age or  contact. 

. The  individual  must  experience 
a significant  psychosocial  stress 
in  his  susceptible  personality 
area. 

Case  Study 

Mrs.  "X"  is  a middle-aged  lady  in 
her  50s,  who  came  in  seeking 


Dr  Hansotia  is  a neurologist  with  the 
department  of  neuroscience  at  Marsh- 
field Clinic  and  specializes  in  sleep  dis- 
orders; he  is  also  Clinical  Professor  of 
Neurology  at  the  University  of  Wiscon- 
sin Medical  School.  Dr  Hansotia  was 
former  chair  of  the  Sleep  Medicine 
Commission  of  the  American  Society 
of  Neurophysiology. 


evaluation  of  chronic  sleep  distur- 
bance. The  patient  was  8 years  old 
when  her  parents  were  divorced 
and  she  was  placed  in  a foster 
home  by  court  order.  Her  foster 
family  was  dairy  farmers  and  the 
patient  helped  with  barn  chores  in 
the  mornings  and  in  the  evenings 
after  school.  She  was  tired  at  the 
end  of  the  day  but  had  trouble 
sleeping  at  night.  At  first  she  slept 
restlessly  and  awoke  often.  Later, 
she  had  trouble  falling  asleep.  At 
17,  she  married  and  left  home.  Her 
marriage  did  not  last.  She  has  been 
married  and  divorced  five  times 
and  presently  lives  with  one  of  her 
ex-husbands.  Her  husbands  had  all 
complained  of  her  restless  sleeping 
habits  and  her  sleep  walking.  She 
also  reported  frequent  nightmares 
and  hallucinations  of  people  in  her 
bedroom  talking  to  her.  She  real- 
ized that  these  were  hallucinations. 
There  is  no  history  of  sleep  paraly- 
sis, cataplexy  or  sleep  attacks  dur- 
ing the  day. 

At  the  time  she  saw  me,  she 
complained  of  difficulty  falling 
asleep,  frequent  awakening  at 
night,  and  severe  daytime  fatigue 
with  a tendency  to  be  sleepy  when 
sedentary.  In  the  last  few  years,  she 
has  developed  severe  headaches, 
and  chronic  neck  and  low  back 
pain.  She  alternately  eats  compul- 
sively or  diets  stringently  to  lose 
weight.  Her  complaints  of  pain 
have  led  to  a diagnosis  of 
fibramyalgia.  A host  of  symptom- 
atic medications  has  not  helped. 

Recognizing  somatoform 
disorders 

The  American  Psychiatric  Associa- 
tion's Diagnostic  and  Statistical 
Manual  (DSM)  of  mental  disor- 
ders, defines  somatoform  disor- 
ders as  those  in  which  the  presen- 
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tation  of  psychological  conflicts 
and  issues  have  taken  the  form  of 
physical  illness.  These  disorders 
are  defined  by  specific  diagnostic 
criteria  and  include  hypochondria- 
sis, conversion  disorder,  somatiza- 
tion disorder,  undifferentiated  so- 
matization disorder,  pain  disorder, 
body  dysmorphic  disorder,  and 
somatoform  disorder  not  other- 
wise specified.  Somatizing  behav- 
ior is  likely  to  be  seen  in  a person 
who  may  use  bodily  symptoms  as 
a means  of  communicating  psy- 
chological distress.  (See  related 
paper.  Patients  with  Somatic  Pre- 
occupation in  Primary  Care  on 
page  846.)  Persons  with  limited  in- 
telligence or  education  may  lack 
the  verbal  capacity  to  articulate 
their  psychological  discomfort. 
Psychiatric  disorders  such  as  de- 
pression and  anxiety  are  accompa- 
nied by  physiologic  changes  such 
as  pain  and  increased  gastrointes- 
tinal motility.  Persons  from  certain 
cultures  may  de-emphasize  emo- 
tional displays  and  thus  be  particu- 
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larly  prone  to  focus  upon  bodily 
symptoms  of  psychiatric  disorders. 
Patients  whose  religious  beliefs  re- 
gard psychological  distress  as 
weakness  or  a lack  of  faith  are 
much  more  likely  to  interpret  any 
distress  that  they  experience  as  due 
to  a physical  disease  process.  And 
finally,  the  stigmatization  of  psy- 
chiatric illness  and  poor  third  party 
reimbursement  for  the  treatment  of 
psychiatric  disorders  also  contrib- 
ute to  both  the  patient's  and 
physician's  increased  propensity  to 
view  the  cause  of  symptoms  to  be 
physical  disease. 

Physicians  may  also  reinforce 
somatization  by  symptomatic 
treatment  of  physical  symptoms 
and  by  the  use  of  fashionable  di- 
agnoses, e.g.,  fibromyalgia,  chronic 
fatigue  syndrome,  sick  building 
syndrome,  pseudoseizures,  post- 
traumatic  stress  syndrome,  and 
conversion  reaction. 

A significantly  large  group  of 


patients  who  communicate  their 
psychosocial  distress  in  the  form  of 
physical  symptoms  is  called  syn- 
dromes and  is  characterized  by 
vague  symptoms  and  blurred 
boundaries  with  a tendency  to  de- 
mand symptomatic  relief  and  im- 
mediate attention.  Underlying  psy- 
chiatric disorders  such  as  mood 
disorders,  anxiety  disorders,  and 
personality  disorders  are  fre- 
quently present.  A psychiatric  dis- 
order is  the  final  diagnosis  in  ap- 
proximately 35%  of  patients  with 
chronic  insomnia  seen  in  sleep  dis- 
orders centers;  however,  a psychi- 
atric diagnosis  accounts  for  less 
than  10%  of  patients  with  excessive 
daytime  sleepiness  seen  in  tertiary 
sleep  disorder  centers. 

Impaired  sleep  continuity  and 
loss  of  slow  wave  sleep  are  com- 
mon to  many  psychiatric  disorders 
including  anxiety,  affective  dys- 
function, schizophrenia,  drug 
abuse  and  alcoholism.  In  depres- 


sive disorders,  particularly  those 
with  endogenous  features,  an  ab- 
breviated first  non-REM  period 
(namely  short  REM  latency)  and  a 
prolonged  rapid  eye  movements  is 
particularly  characteristic.  More- 
over, following  REM  sleep  depri- 
vation, patients  with  endogenous 
depression  typically  demonstrate 
large  increases  in  early  REM  sleep, 
above  baseline  conditions.  Aggres- 
sive and  severe  sleep  disturbances 
are  also  seen  with  progressive  de- 
mentia and  Alzheimer's  disease. 

Circumstances  described  as 
"stressful"  may  serve  as  a spur  to 
some  individuals  and  as  an  inflic- 
tion on  others.  When  the  coping 
mechanisms  begin  to  fail,  the  ef- 
fects are  felt  in  behavior,  emotional 
state,  physiologic  function,  and  in 
some  instances  in  specific  illness. 
Understanding  these  relationships 
will  go  a long  way  towards  devel- 
oping effective  means  in  dealing 
with  them.  ❖ 


The  physicians  of  the 
University  of  Chicago  Medical 
Center  invite  you  to  put  us 
on  your  medical  team. 

Teamwork  that  works ! Vj& 

In  recent  years,  specialists  here  have  learned  a great  deal  about 
teamwork  with  referring  physicians.  Today,  we’re  better  ready 
to  back  you  up  than  ever  before  in  our  history. 

Just  call  us  whenever  you  need  us.  You  can  obtain 
information  and  assistance  with  admitting,  consults, 
transfer,  and  transport — 24  hours  a day,  seven  days 
a week — with  a single  phone  call. 

1-800-UCH-2282 
Physicians’  Access  Services 
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Focus  on  Stress 


Physicians  and  Stress:  Shatter  the  Cycle 


Marc  Kennedy,  Special  to  WMJ 

Most  physicians  are  driven 
and  dedicated  to  their  pro- 
fession and  patients.  But  as  experts 
in  stress  management  point  out, 
taking  time  in  their  hectic  sched- 
ules for  family  and  personal  life 
can  reduce  stress,  enhance  their 
lives  and  possibly  add  many  more 
years  of  rewarding  practice. 

More  than  16  years  ago,  a col- 
umn in  the  Wisconsin  Medical  Jour- 
nal by  then-president  of  the  State 
Medical  Society,  Darold  A.  Treffert, 
MD,  posed  a challenge  to  physi- 
cians around  the  state.  Treffert 
strongly  recommended  that  physi- 
cians force  themselves  to  strike  a 
balance  between  their  professional 
and  personal  lives.  That  by  taking 
time  to  enhance  relationships  with 
spouse,  friends  and  family,  physi- 
cians can  renew  themselves, 
Treffert  wrote,  and  in  turn  make 
themselves  better  people  and  bet- 
ter practitioners,  and  keep  them 
from  becoming  "impaired." 

He  suggested  various  thought- 
ful ways  to  achieve  this  balance, 
which  he  termed  "mellowing." 

"You  have  to  be  somewhat  ob- 
sessive to  be  in  medical  school," 
Treffert,  a Fond  du  Lac  psychiatrist, 
said  recently.  He  has  counseled 
many  physicians  and  their  families 
professionally  over  the  years.  "The 
very  work  habits  and  personality 
traits  that  help  physicians  succeed 
in  their  profession  are  the  same  at- 
tributes that  can  lead  them  into  a 
stressful  cycle  of  long  hours  and 
additional  professional  commit- 
ments, leaving  little  time  for  fam- 
ily, friends  and  themselves." 


Some  of  the  key  stress-inducing 
events  or  circumstances  may  have 
changed  over  the  years.  Today 
physicians  worry  about  liability 
suits,  changes  in  Medicare  and 
managed  care  arrangements  that 
threaten  their  autonomy.  But  the 
underlying  causes  and  manifesta- 
tions of  stress  are  basically  the 
same,  according  to  Treffert,  because 
doctors  themselves  have  not 
changed. 

"You  tend  to  postpone  things, 
put  them  off  until  later  to  achieve 
your  goals,  just  as  you  did  in  med 
school,"  he  added.  "Once  you  start 
practicing,  these  characteristics 
naturally  continue." 

However,  there  are  ways  to  miti- 
gate stress,  and  to  become  more 
well-rounded  and  healthy.  Those 
Treffert  suggested  in  "The  Unim- 
paired Physician"  to  mitigate  stress 
inherent  to  medical  practice  are  just 
as  apropos  today  as  they  were  in 
1980: 

• Make  a distinction  between 
what  one  is  and  what  one  does. 

• Develop  warm  relationships 
with  others. 

• Separate  the  urgent  things  (on- 
call,  medical  crises,  etc.)  from 
important  things  (family  and 
friendships). 

But  without  a consistent  and 
concerted  effort,  many  physicians 
will  forsake  such  advice  and  ignore 
the  symptoms  of  stress.  Instead, 
they  will  relentlessly  pursue  their 
careers  and  inadvertently  isolate 
themselves,  thereby  endangering 
their  relationships  as  well  as  their 


own  ability  to  continue  to  cope 
with  the  increased  pressures  they 
have  brought  upon  themselves. 

Psychology  of  Postponement 

A "psychology  of  postponement" 
according  to  Roy  W.  Menninger, 
MD,  a psychiatrist  and  chairman 
of  the  trustees  of  the  Menninger 
Foundation  in  Topeka,  Kansas,  of- 
ten describes  the  relationships  be- 
tween physicians  and  their  fami- 
lies. In  this  scenario,  the  physician 
promises  the  family  that  he  or  she 
will  slow  down  as  soon  as  the  prac- 
tice gets  going;  then  it's  as  soon  as 
they  get  another  partner  is  on 
board;  then  it  becomes  when  an 
early  retirement  is  arranged. 

"Many  rationalize  their  obses- 
siveness by  telling  their  families 
'I'll  work  hard  now,  then  we  can 
travel  the  world',"  said  Treffert. 
"Often,  however,  by  the  time  the 
physician  finally  gets  serious  about 
slowing  down,  it  may  be  too  late. 
Once  you  get  to  a certain  age, 
someone  in  the  family  may  not  be 
healthy  enough  to  do  all  those 
things.  More  commonly,  by  the 
time  the  physician  is  ready  to  slow 
down,  the  spouse  and  kids  have 
made  other  arrangements.  Sud- 
denly, you  find  you  have  post- 
poned the  emotional  aspects  of 
your  life;  in  that  process  you  dis- 
tance your  family.  It's  hard,  if  not 
impossible,  to  get  them  back." 

When  there  is  no  balance,  two 
things  usually  happen:  either  the 
physician  burns  out,  or  often  fam- 
ily suffers;  or  both,  explained 
Treffert.  This  postponement  can 
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lead  loneliness,  poor  personal  re- 
lationships, chemical  addictions, 
and  general  ill-health.  Rather  than 
address  the  problem  of  stress,  some 
physicians  adhere  to  the  notion 
that  more  work  will  make  it  bet- 
ter; instead,  this  approach  will 
likely  make  things  worse. 

A Question  of  Balance 

The  same  drive  to  succeed  can 
backfire,  said  Treffert,  when  a phy- 
sician or,  any  one,  for  that  matter, 
allows  it  to  become  all  consuming. 

"Certainly  it's  important  to 
work  hard,  to  take  medicine,  seri- 
ously, but  it  is  possible  to  have  too 
much  of  a good  thing.  That's  why 
it  is  imperative  for  physicians  to 
have  balance  in  their  lives.  There 
is  what  I call  the  balance  between 


the  'important  things'  and  the  'ur- 
gent things.' 

"A  doctor's  life  is  full  of  urgent 
things  — you're  on  call,  you  have 
to  make  rounds,  there  are  patient 
crises  apt  to  occur  at  any  time  of 
the  day.  In  dealing  with  these  ur- 
gent things,  we  tend  to  put  off  the 
important  things  --  family,  leisure, 
relationships.  We  have  to  learn  to 
balance  these  two  aspects;  part  of 
this  is  simply  learning  to  say  'no.'" 

Many  studies  on  medical  mar- 
riages identify  common  com- 
plaints by  spouses  — that  the  phy- 
sician never  spends  any  time  at 
home  with  the  family,  and  that  the 
practice  supersedes  everything. 
The  other  common  complaint  is 
that  the  doctor  is  too  authoritarian. 

"Physicians  are  so  used  to  solv- 


ing problems  in  the  office,  they  do 
the  same  at  home  rather  than  just 
listening,"  added  Treffert.  "As  a 
spouse  and  parent,  the  physician 
really  doesn't  need  to  solve  prob- 
lems at  home,  but  he  or  she  does 
need  to  listen.  But  with  a 'fix  it' 
mentality,  the  physician  tends  to 
focus  on  solutions  and  to  disregard 
feelings." 

Treffert  wrote  in  the  WMJ  in 
1980  that  though  these  complaints 
are  just  as  valid  as  they  are  com- 
mon, the  good  news  is  that  they  are 
easily  remedied.  A physician  need 
not  make  a "global  transforma- 
tion" to  adjust  behavior  to  make 
room  for  family  and  personal  pur- 
suits, but  rather  "simply  giving 
them  a priority"  is  often  enough. 

Continued  on  next  page 


Relieving  Stress  and  Staying  Well 

These  nine  strategies  for  relieving  stress  and  staying  healthy 
were  developed  at  a 1993  meeting  of  the  Society  for  Profes- 
sional Well-Being,  a forum  for  mutual  support  and  informa- 
tion among  physicians  and  other  professionals.  The  entire 
document  is  found  on  The  Doctor’s  Page:  Information  for 
physicians  on  the  worldwide  web:  http:// 

www.medscape.com. 

1.  Get  in  touch  with  who  you  are.  This  means  devoting 
time  to  yourself,  taking  time  to  “understand  your  vi- 
sion, your  mission,  your  values,  what  services  you  do 
and  do  not  wish  to  deliver,  what  promises  you  do  and 
do  not  want  to  make,  how  you  relate  to  partners,  staff, 
family  and  friends,”  according  to  Society  Director  John- 
Henry  Pfifferling,  Pli.D. 

2.  Be  more  than  a physician.  Identify  with  other  as- 
pects of  your  life  aside  from  being  a doctor:  you  are  a 
parent,  a spouse,  someone  who  grows  roses. 

3.  Take  care  of  vour  body.  Exercise  is  great  for  reducing 
stress  and  enhancing  health. 

4.  Be  vour  own  best  friend.  Many  physicians  treat  them- 
selves in  ways  no  friend  ever  would  when  a less  than 
perfect  result  occurs.  Learn  to  base  self-esteem  on  what 
you  do  have  control  over  - your  efforts  - not  totally  on 
results. 

5.  Be  flexible.  Change  can  lead  to  stress.  Often  physi- 
cians react  to  stress  by  working  harder  or  by  not  ac- 


cepting change  but  resigning  yourself  to  it  with  resent- 
ment - both  of  which  only  worsen  the  problem. 

6.  Have  a sense  of  humor.  “It’s  one  thing  to  take  re- 
sponsibilities seriously,  but  another  to  get  so  over-in- 
volved that  it  becomes  pathological,”  said  Pfifferling. 
“If  you  take  yourself  less  seriously,  half  the  battle  is 
won.” 

7.  Connect  with  other  people.  Healthy  relationships  are 
the  best  way  to  vent  and  to  prevent  stress  build-up. 
They  can  be  informal  - family,  friends,  colleagues  - or 
formal,  as  in  support  groups.  Block  out  time  on  your 
calendar  to  spend  time  with  your  spouse  and  family.  It 
most  likely  won’t  happen  unless  you  put  it  on  your  cal- 
endar. Learn  how  to  say  “no”  to  requests  that  are  not 
crucial  to  your  practice,  your  professional  development 
and  to  your  family. 

8.  Listen  and  communicate.  Physicians  are  generally 
trained  to  seek  solutions  to  problems,  which  can  inter- 
fere with  empathetic  communication.  Listen  without 
having  to  fix  things,  and  feel  comfortable  with  espous- 
ing your  own  feelings  without  expecting  someone  to 
do  something  about  them. 

9.  Don’t  be  afraid  of  change.  It  s a process  that  is  part 
of  life.  Take  to  heart  the  serenity  prayer:  “Grant  me 
serenity  to  accept  the  things  I cannot  change.” 

For  more  information,  contact:  The  Society  for  Pro- 

fessional Well-Being,  West  Professional  Park,  21  Colony 

Place,  Suite  150,  Durham,  NC  27705,  (919)  489-9167  or 

473-5880 
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Recognizing  Symptoms  of  Stress 

Most  physicians  are  compulsive,  according  to  psychiatrist  Roy  W.  Menninger, 
MD,  chairman  of  the  trustees  of  the  Menninger  Foundation  in  Topeka,  Kan- 
sas. This  is  manifested  in  traits  such  as  "attention  detail,  hvper-conscientious- 
ness,  deep  commitment  to  the  patient  and  the  ability  to  absorb  and  contain 
anger  and  other  negative  feelings.  Physicians  also  tend  to  be  perfectionistic, 
workaholic  and  markedly  guilt  prone,”  according  to  Menninger.  They  also 
tend  to  feel  “guilty  about  any  attention  to  their  own  needs,”  and  therefore  are 
“usually  the  last  to  admit”  that  they  suffer  from  stress.  Symptoms  include: 

* Physical  reactions:  cardiovascular,  gastrointestinal  respiratory  problems; 

* Exaggerated  behaviors:  e.g.,  working  even  longer  hours;  persons  becoming 
“a  caricature  of  themselves,”  i.e. , quiet  people  become  quieter,  loners  be- 
come more  isolated,  etc.; 

* Sleep  disturbances; 

* Withdrawal  from  colleagues  and  friends; 

* Decreased  work  effectiveness; 

* Increased  drug  and  alcohol  use; 

* Marked  increase  in  family  tensions; 

* Emotional  reactions:  anxiety,  hostility,  scapegoating  and  depression. 

(compiled  from  proceeding  of  the  third  International  Conference  on  Physi- 
cian Health  held  in  Canada  in  1994,  as  first  published  in  the  American  Medi- 
cal News,  Oct.  24/31  and  Nov.  7,  1994) 


Continued  from  previous  page 

Perspectives  on  Physician 
Stress  Today 

Are  the  sources  of  stress  different 
today  than  1980?  Somewhat,  said 
Treffert. 

"I  think  the  meter  of  stress  is  the 
same,  it  is  just  provoked  for  differ- 
ent reasons,"  he  said.  For  example, 
there  is  uncertainty  regarding 
Medicare.  There  is  increased  con- 
cern about  liability  lawsuits.  Phy- 
sicians are  also  worried  about  how 
managed  care  is  controlling  prac- 
tices and  making  decisions  about 
patients  they  should  be  making. 
Many  doctors  feel  they  are  losing 
autonomy. 

"Managed  care  drives  me  nuts," 
said  Alice  Lee,  MD,  who  has  had  a 
solo  practice  in  Wausaukee  for  25 
years.  "Many  people  who  spend 
summers  here  from  Milwaukee  or 
Illinois  and  who  have  certain 
health  care  plans  have  to  pay  out 
of  their  own  pockets  to  see  me  or 
go  all  the  way  back  home  to  their 
provider.  It's  not  fair  to  patients 
who  have  already  paid  insurance 
premiums,  and  creates  all  sorts  of 
paperwork  problems." 

But  for  Lee  the  real  problem  is 
getting  coverage  when  she  is  out 
of  town.  "Otherwise,  I'm  on  call  24 
hours  a day  and  the  nearest  hospi- 
tal is  in  Marinette  30  miles  away. 
Thankfully,  we  have  a good  EMT 
group  here  that  helps  because 
things  can  get  difficult,  especially 
in  a bad  winter  with  the  roads  and 
all." 

And  dealing  with  stress? 

"I  treat  patients,  then  go  home, 
eat,  and  sleep,"  replied  Lee  with  a 
self-deprecating  laugh.  "But  I do 
try  to  take  off  a long  weekend  once 
a month  or  so.  I go  to  Chicago,  go 
shopping,  eat  good  food,  see  some 
old  friends  then  come  back  on 
Monday  like  brand  new.  Other- 
wise, you  work  too  hard  and  get  a 
heart  attack." 

Another  rural  physician, 
William  Raduege,  MD,  a family 
medicine  physician  who  has  prac- 
ticed in  Woodruff  for  23  years. 


agrees  that  for  solo  practitioners 
like  he  and  Dr  Lee  who  are  not  af- 
filiated directly  with  a larger  clinic, 
the  most  pressing  need  is  to  obtain 
coverage  when  they  are  going  to 
be  out  of  town. 

Raduege  hopes  to  alleviate 
some  of  the  workload  by  adding 
another  physician  to  the  practice  in 
the  near  future.  Otherwise  the 
stresses  of  medical  practice  tran- 
scend rural  and  urban  boundaries. 

"I'm  not  sure  locality  makes  that 
much  of  a difference,"  according  to 
Raduege,  "the  changes  in  health 
care  — Medicare,  Medicaid,  man- 
aged care,  who  will  be  calling  the 
shots  — are  general  concerns  of  the 
medical  profession  that  will  hit  no 
matter  where  you  are.  I guess  it 
also  depends  on  your  practice  ar- 
rangement and  individual  philoso- 
phy toward  medicine." 

Raduege  admitted  that  he  is 
from  the  'old  school;'  in  other 
words,  he  is  available  24  hours  a 
day  if  needed.  "I'm  not  hard  to 
find.  I'm  in  the  phone  book.  But  I 
still  can  fish,  and  hunt  and  ski 
thanks  to  modern  technology  — 


I've  got  my  pager  and  my  cell 
phone,  which  haven't  let  me 
down." 

Minesh  Mehta,  MD,  has  a cov- 
erage issue  of  a different  sort.  As  a 
radiation  oncologist  at  the  Univer- 
sity of  Wisconsin  Comprehensive 
Cancer  Center  in  Madison,  Mehta 
and  his  fellow  physicians  and  staff 
in  radiotherapy  see  about  100  pa- 
tients per  day.  This  type  of  patient 
load  can  place  enormous  pressure 
on  the  staff,  who  often  have  to  al- 
ter schedules  at  the  last  minute 
based  on  medical  requirements 
and  to  accommodate  patients  with 
special  needs.  On  top  of  that, 
Mehta  and  his  colleagues  are  work- 
ing closely  with  many  patients 
who  have  negative  prognoses. 

"When  dealing  with  lethal  dis- 
eases, you  deal  with  the  reality  of 
death  day-to-day,"  said  Mehta.  "It 
can  get  to  you  once  in  a while.  If 
necessary,  we  all  have  confidential 
access  the  UW  department  of  psy- 
chiatry, and  have  a social  worker 
in-house  who  is  available  to  our 
staff  as  well  as  patients  and  their 
families." 


840 


Wisconsin  Medical  Journal  • December  1996 


Addressing  and  Assessing  Stress  in  Medical  Schools 

Most  medical  schools  teach  some  form  of  stress  management,  according  to 
Sheldon  Horowitz,  MD,  University  of  Wisconsin  Medical  School  associate  dean 
for  curriculum.  “It  is  important  that  students  learn  early  the  value  of  manag- 
ing time  efficiently,  balancing  their  studies  with  other  aspects  of  life.  We  offer 
some  of  this  in  the  first  two  years,  then  certainly  during  residency. 

The  American  Association  of  Medical  Schools  is  trying  to  develop  a core 
curriculum  that  would  be  similar  across  the  country,  to  address  stress.  Spe- 
cialty societies  as  well,  are  developing  standards  along  these  lines,  which 
would  vary  slightly  depending  on  the  field  of  medicine.” 

Yet  the  long,  grueling  shifts  physicians  routinely  encounter  during  their 
three-year  residencies  can  leave  them  exhausted,  bitter  and  cynical,  according 
to  an  article  in  the  October  1995  Annals  of  Internal  Medicine  by  Michael 
Green,  MD,  an  instructor  at  the  UW  Medical  School.  However,  despite  resi- 
dents’ complaints,  according  to  the  article,  such  long  work  hours  have  not 
affected  their  ability  to  perform  medical  duties  or  care  for  patients  appropri- 
ately. 

“To  date,  neither  the  legal  system  nor  the  medical  community  has  deter- 
mined whether  extended  residency  work  hours  actually  harm  patients;  in- 
deed some  even  contend  that  they  are  beneficial,”  he  wrote. 


Getting  to  know  their  families 
as  well,  during  numerous  visits  for 
treatments  can  help  everyone  deal 
with  the  loss  of  a patient,  added 
Mehta,  as  they  all  can  share  the  loss 
together.  In  addition,  the  staff  have 
a built-in  support  mechanism:  each 
other. 

"There  is  tremendous  camara- 
derie among  the  physicians  and 
the  staff  here,"  he  explained.  "If 
someone  is  having  a bad  day,  if 
patients  are  experiencing  poor  out- 
comes, we  can  rely  on  each  other 
to  boost  confidence,  or  just  talk 
things  over,  which  helps  us  relieve 
stress." 

To  ensure  quality  control  during 
hectic,  heavily  scheduled  days,  the 
radiotherapy  department  has  also 
instituted  a series  of  checks  and 
balances  to  avoid  treatment  errors. 
These  measures  take  on  even 
greater  significance  during  the 
busy  Thanksgiving  through  New 
Year's  holiday  seasons. 

"Traditionally,  people  are  in  a 
rush  at  this  time.  They  want  to  get 
their  treatments  in  before  the  holi- 
days. They  don't  want  to  be  ill  from 
treatments  or  have  to  travel  here 


on  days  close  to  holidays,  as  this 
interferes  with  family  plans,"  ex- 
plained Mehta.  "Plus,  many  of  our 
own  staff  members  are  scheduled 
off  during  the  holidays,  so  we 
juggle  schedules.  It  is  a high  risk 
time  for  potential  errors,  which  can 
add  to  the  stress.  Therefore,  our 
quality  control  measures  are  par- 
ticularly active  around  holiday 
time." 

He  added  that  treating  patients 
close  to  holidays  can  take  on 
greater  enormity  for  those  being 
treated  as  well  as  staff,  as  cheerful 
memories  of  holidays  past  are  jux- 
taposed with  the  reality  of  facing 
potentially  fatal  illnesses. 

Facing  a Lawsuit 

Perhaps  one  of  the  most  potent 
stresses  today  for  physicians  is  the 
prospect  of  having  a claim  filed 
that  may  go  to  court.  An  estimated 
one  out  of  three  physicians  will 
have  a claim  filed  against  them 
during  their  professional  careers. 
However,  very  few  claims  actually 
ever  go  to  trial,  and  physicians  win 
between  75  and  80%  of  these  cases. 

Despite  the  legal  success  record. 


physicians  take  any  claimed  filed 
against  them  very  seriously  and 
very  personally. 

"It's  a real  zinger.  It'll  really  turn 
your  guts,"  said  Sidney  Johnson, 
MD,  of  the  Marshfield  Clinic,  who 
is  also  chair  of  the  SMS  Commis- 
sion on  Medical  Liability  and  Risk 
Management  which  developed  the 
Physician  Support  Program.  The 
Physicians  Support  Program  as- 
sists physicians  cope  with  claims 
or  lawsuits  filed  against  them. 
"Physicians  have  devoted  them- 
selves to  their  profession.  Then 
suddenly,  they  are  named  in  a 
claim  or  lawsuit.  Immediately,  they 
see  this  as  a sign  of  failure,  that 
something  is  wrong  with  their  edu- 
cation, their  training,  their  abilities, 
themselves.  That  all  of  this  effort 
has  gone  for  naught.  Even  in  the 
case  of  a frivolous  lawsuit.  It  is  ex- 
tremely stressful  on  the  physician, 
and  his  or  her  family." 

To  provide  information  and 
emotional  support  to  physicians 
named  in  medical  professional  li- 
ability actions,  the  Physician  Sup- 
port Program  contacts  Wisconsin 
physicians  named  in  claims  and 
sends  them  a thorough  packet  of 
information  on  how  to  deal  with 
such  circumstances,  and  offers 
counseling  from  physicians  and 
spouses  who  have  been  through 
this  legal  experience  to  provide 
confidential  assistance. 

"We  have  found  that  the  first 
thing  physicians  should  do  when 
this  happens  is  to  talk  to  someone 
who  is  familiar  with  the  process," 
added  Johnson.  "Too  often,  this  is 
such  a devastating  experience,  a 
terrible  shock,  that  physicians  are 
tempted  to  shut  everyone  out. 
They  can  become  withdrawn;  de- 
pression can  set  in.  They  may  com- 
pensate by  overworking  or  by  sec- 
ond-guessing themselves.  In  fact, 
statistics  show  that  they  are  at 
risk  for  another  incident  by  ex- 
hibiting these  behaviors.  So  it  is 
very  important  that  a physician 

Continued  on  next  page 
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Continued  from  previous  page 

respond  positively  to  this  nega- 
tive situation.  This  program  tries 
to  help  them  do  so." 

"Marriages  have  broken  up; 
some  have  dipped  into  alcohol  and 
drugs  for  solace;  some  even  pon- 
der suicide,"  he  said.  "Some  phy- 
sicians stop  doing  certain  proce- 
dures and  some  quit  altogether.  It 
affects  relationships  with  family, 
patients  and  peers.  A lawsuit  can 
have  this  deeply  disturbing  of  an 
effect." 

For  more  information  on  the 
SMS's  Physician  Support  Program, 
contact  Anne  Bicha  at  (800)  362- 
9080  or  (608)  257-6781 , or  via  e-mail 
at:  ANNEB@SMSWI.ORG. 

Options  for  the  '90s 

Treffert  said  that  it  seems  as  though 
more  physicians  today  are  openly 
discussing  quality-of-life  issues 
than  20  years  ago.  "Few  would  talk 
about  making  time  for  personal 
pleasure,"  he  pointed  out.  "It  was 
almost  like  heresy.  Sacrifice  was 
part  of  being  a physician;  it  was 
expected.  Unless  you  jumped  at 
every  opportunity,  it  was  as  though 
you  were  being  ungrateful,  or  self- 
ish, or  unambitious." 

While  physicians  at  the  begin- 
ning of  their  careers  today  seem, 
to  Treffert,  to  be  more  likely  to  con- 
sider making  family,  relationships 
and  leisure  more  of  a priority,  real- 
ity has  a way  of  transforming  good 
intentions. 

"Eager  young  doctors  still  want 
to  take  advantage  of  opportuni- 
ties," added  Treffert,  "whether  it  is 
being  asked  onto  boards  or  com- 
mittees, or  to  submit  articles  or  take 


on  additional  responsibilities  at 
work.  It's  hard  to  resist  the  temp- 
tation to  really  overload  yourself, 
mainly  because  it's  in  the  nature  of 
most  doctors.  We  think  it's  ex- 
pected of  us." 

"A  physician  who  wants  to  bal- 
ance his  or  her  life  has  to  give  up 
something;  and  that  trade-off  usu- 
ally means  working  fewer  hours, 
and  in  turn,  making  less  money." 

"There  is  some  evidence  that 
certain  managed  care  organiza- 
tions in  the  US  may  ultimately  be 
making  it  easier  for  physicians  to 
take  more  time  off,"  Treffert  says. 
"If  compensation  is  not  mainly  de- 
rived from  the  number  of  patients 
a physician  sees,  then  the  compul- 
sion to  work  longer  hours  is  not  as 
strong.  Then  the  idea  of  taking 
more  time  off  would  become  more 
acceptable,  sensible." 

Making  "Some  Day"  Now 

Treffert  and  others  who  are  con- 
cerned about  physician  satisfaction 
and  burn  out  have  answers  to  ad- 
dress the  workaholic  tendencies  of 
physicians.  "Just  as  you  make  time 
to  be  on  this  committee  or  that 
board,  you  can  budget  time  for 
your  personal  life,"  he  said,  such 
as  going  on  a vacation  with  your 
spouse,  going  to  a children's  soc- 
cer games,  and  to  exercise  regularly 
to  maintain  health. 

By  starting  now,  young  physi- 
cians can  incorporate  these  aspects 
into  their  routines  which  help  nur- 
ture their  lives  and  mitigate  stress. 
"It  takes  a reshuffling  of  priorities," 
said  Treffert,  "and  it  means  work- 
ing fewer  hours,  which  means 
making  less  money.  It's  a matter  of 
making  choices,  and  choosing  to 


balance  your  professional  and  per- 
sonal lives." 

This  is  happening  more  today, 
Treffert  believes,  as  priorities  seem 
to  shift.  But  there  is  another  aspect 
that  he  says  is  helping  the  profes- 
sion become  more  open  to  less  hec- 
tic schedules  among  physicians  -- 
this  is  the  addition  of  more  women 
to  the  ranks  of  medical  practitio- 
ners. 

"As  more  women  become  phy- 
sicians, the  notion  that  you  can 
split  home  and  work,  is  becoming 
more  acceptable,"  explained 
Treffert.  "They  are  not  seen  as  be- 
ing self-serving  or  un-Hippocratic. 
And,  as  more  physicians  of  both 
sexes  try  to  balance  family  and  ca- 
reer, they  find  that  clinics  and  hos- 
pitals can  adjust  very  well." 

"I  think  we  are  seeing  the  pen- 
dulum swing  at  larger  level  in  so- 
ciety toward  this  type  of  balance. 
Certainly  in  Wisconsin  we  are  see- 
ing people  moving  out  of  big  cities 
and  into  smaller  close-knit  commu- 
nities; making  the  decision  for 
quality  over  quantity. 

"My  message  to  physicians  is: 
don't  postpone.  You  may  have  to 
take  a cut  in  pay  because  you  won't 
be  working  so  many  hours.  You 
may  perhaps  have  to  settle  for  a 
smaller  house.  But,  look  at  it  this 
way  — wouldn't  you  rather  prac- 
tice fewer  hours  a week,  and  end 
up  practicing  years  longer  and  en- 
joying it  more?  And,  spending 
more  time  with  your  family?  As 
opposed  to  working  80  hours  a 
week  for  15  - 20  years,  liking  it  less 
over  the  years,  burning  out,  and 
alienating  those  who  should  be 
closest  to  you?"  ❖ 
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Stress  and  Domestic  Abuse 


Jennifer  L.  Fessler,  Special  to  WMJ 

A female  patient  entered  the 
room  with  her  spouse.  She 
suffered  from  a stress-related  res- 
piratory illness,  and  had  come  to 
the  doctor  because  she  was  having 
difficulty  breathing.  A nurse  paid 
careful  attention  to  the  couple:  she 
felt  tension  between  them,  and 
noticed  that  the  woman's  labored 
breathing  seemed  to  improve 
slightly,  the  tension  lift  a little, 
when  the  spouse  left  the  room.  The 
nurse,  noticing  that  the  woman 
was  now  freed  from  a small  mea- 
sure of  stress  and  better  able  to 
answer  for  herself,  asked  "Is  every- 
thing OK?" 

Often,  all  it  takes  is  a simple, 
well-directed  question  to  break 
down  the  barriers  masking  domes- 
tic abuse.  The  above  story  is  real. 
The  anonymous  abused  woman 
was  a patient  at  Meriter  Hospital 
in  Madison. 

A Program  for  Physicians 

Since  July  of  1994,  Meriter's  Hos- 
pital Advocacy  Program  has  been 
in  place,  providing  medical  staff 
with  additional  training  to  detect 
domestic  abuse.  For  the  first  year 
and  a half,  the  training  involved 
only  ER  physicians.  This  year,  the 
program  began  training  the  rest  of 
the  medical  staff  throughout  the 
hospital;  educating  members  of 
Physicians  Plus  clinics  and  serving 
as  a model  program  for  hospitals 
and  clinics  throughout  Wisconsin 
is  next.  The  main  emphasis  of  the 
program  does  not  concentrate  on 
physical  manifestations  of  abuse. 
Rather,  physicians  and  other  staff 
members  are  taught  to  look  for 
mental  signs  such  as  stress,  which 
may  be  observable  long  before  any 
physical  symptoms  of  abuse  ap- 
pear. 

The  June  issue  of  American  Fam- 
ily Physician  addresses  this  issue. 


saying  "most  outpatient  visits  by 
battered  women  involve  stress-re- 
lated illnesses,  rather  than  recent 
physical  trauma."  Domestic  vio- 
lence is  the  number  one  cause  of 
injury  to  women  in  the  United 
States  — greater  than  rapes, 
muggings  and  automobile  acci- 
dents combined.  According  to  the 
Dane  County  District  Attorney's 
Domestic  Violence  Unit,  8,000  to 
10,000  Dane  County  women  report 
being  battered  by  their  partners 
each  year.  Meriter  and  Physicians 
Plus  are  coordinating  efforts 
through  The  Domestic  Violence 
Task  Force  to  drive  down  the  num- 
ber of  instances  of  abuse. 

The  Task  Force,  in  partnership 
with  Dane  County  Advocates  for 
Battered  Women  (DCABW),  over- 
sees the  Hospital  Advocacy  Pro- 
gram. The  program,  funded  by 
Meriter  Foundation,  brings  to- 
gether the  medical  assistance  and 
intervention  with  the  counseling 
expertise  and  resources  of 
DCABW.  Sonja  Reshke,  the  Do- 
mestic Violence  Program  Coordi- 
nator, trains  hospital  staff  to  recog- 
nize signs  suggestive  of  abuse  and 
offer  help. 

Reshke  also  coordinates  the 
training  and  call  schedule  of  ap- 
proximately 15  volunteer  advo- 
cates. They  are  available  to  victims 
who  need  counseling  while  in  the 
hospital,  24  hours  a day.  Advocates 
are  able  to  take  pressure,  due  to 
time  constraints,  off  physicians  by 
offering  their  services  and  inter- 
vention. 

Program  training  information, 
provided  by  May  Knowles  of 
Meriter,  depicts  violence  as  a cycle. 
In  abusive  relationships,  couples 
experience  first  a tension-building 
stage,  a serious  battering  incident 
and  finally  the  honeymoon  stage. 
The  Hospital  Advocacy  Program 


focuses  mainly  on  detecting  prob- 
lems during  the  tension-building 
stage. 

During  this  period,  tension  be- 
comes unbearable.  Stress-related 
illnesses  are  common  for  the  vic- 
tim, who  many  be  anxious,  de- 
pressed, sleepless,  eating  too  much 
or  too  little,  fatigued,  and  have  ten- 
sion headaches. 

The  staff  training  guide  in- 
creases awareness  of  stress-related 
illnesses  which  may  indicate  abuse, 
psychiatric  symptoms,  and  patient 
histories  indicative  of  abuse.  It 
guides  physicians  through  docu- 
mentation of  the  symptoms,  pro- 
viding examples  on  how  to  specifi- 
cally record  injuries  when  they  are 
observed.  The  booklet  also  exam- 
ines behaviors  of  both  the  patient 
and  partner  during  visits  which 
may  point  to  abuse. 

In  addition,  the  program  recog- 
nizes that  physicians  may  have  dif- 
ficulty asking  if  a patient  is  suffer- 
ing from  abuse.  The  booklet  ad- 
dresses these  concerns  and  pro- 
vides examples  of  more  comfort- 
able ways  to  breach  the  subject  as 
well  as  sample  questions  for  phy- 
sicians to  use.  Physicians  are  en- 
couraged to  integrate  questions 
about  abuse  into  their  regular 
medical  routine.  The  training 
booklet  also  looks  at  how  physi- 
cians may  aggravate  the  problem 
further  by  unintentionally  mirror- 
ing some  of  the  abusive  behaviors 
of  the  battered  woman's  partner. 

If  you  would  like  more  informa- 
tion about  the  Hospital  Advocacy 
Program,  contact  Sonja  Reshke  at 
DCABW  in  Madison  at  (608)  251- 
1237  or  write  to: 

Dane  County  Advocates  for 
Battered  Women 
PO.  Box  1761 
Madison,  WI  53701  ❖ 
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Panic  Attacks  Keep  Patients  Stressed 


Jennifer  L.  Fessler,  Special  to  WM] 

While  standing  by  your  car 
in  the  employee  parking 
lot,  you  suddenly  feel  a tremen- 
dous wave  of  fear,  seemingly  for 
no  apparent  reason.  There  is  an 
awful  feeling  in  the  pit  of  your 
stomach.  Your  heart  begins  pound- 
ing, so  hard  in  fact,  that  you  begin 
to  believe  you  may  be  having  a 
heart  attack.  You  feel  suddenly  dis- 
oriented. Could  it  be  a stroke?  Your 
chest  hurts  and  you  have  difficulty 
breathing.  You  begin  to  wonder 
"Am  I going  to  die?" 

According  to  psychologist  and 
Anxiety  Disorders  Association  of 
America  (ADAA)  member  Steven 
Klein,  PhD,  at  least  30%  of  the 
population  can  identify  with  the 
above  scenerio  of  a panic  attack 
sometime  during  their  lives. 

"Most  people,  when  this  hap- 
pens, just  shrug  it  off.  They  think 
to  themselves,  'I  must  have  had  too 
much  caffeine  or  I'm  simply  hav- 
ing a bad  day.'  Some,  however, 
don't  or  are  unable  to  ignore  such 
an  event." 

According  to  one  theory  about 
panic  disorder,  in  some  people,  the 
fight  or  flight  response  to  danger 
or  stress  is  triggered  unnecessarily. 
Thus,  when  panic  attacks  occur, 
sufferers  are  left  wondering  obses- 
sively, 'Is  it  a heart  attack  or  a 
stroke?'  "The  person  becomes  so 
focused  on  their  body  and  health 
that  they  frequently  become  a hy- 
pochondriac," Klein  said. 

Information  from  the  National 
Institute  of  Mental  Health  (NIMH), 
contends  that  panic  disorder  is  a 
serious  health  problem  in  the  US. 
The  disorder  is  different  from  other 
kinds  of  anxiety  because  episodes 
of  attacks  are  very  sudden,  seem 
to  be  unprovoked,  and  are  often 
physically  disabling. 

When  Anxiety  is  not  Just  Anxiety 

Other  anxiety  disorders  may  be 


difficult  to  distinguish  from  panic 
disorder.  Persons  suffering  from 
social  phobia,  for  example,  also 
experience  often  intense  anxiety. 

John  Richard  Marshall,  MD,  of 
UW-Madison  Anxiety  Disorders 
Center  and  author  of  Social  Phobia, 
contends  that  the  two  are  "often 
confused."  He  explains:  "social 
phobia  is  the  basic  fear  of  being  in 
a situation  with  others  which  will 
cause  symptoms  of  anxiety.  With 
a panic  attack,  the  person  becomes 
fearful  of  another  panic  attack."  Dr 
Marshall  believes  that  problems 
arise  when  the  "doctor  assumes 
the  problem  is  panic  disorder  just 
because  the  patient  uses  the  word 
'panic.'  Anxiety  is  not  just  anxiety 
— we  know  there  are  different 
kinds."  He  added  that  there  are 
some  medications  which  work  for 
panic  disorder  but  are  ineffective 
in  treating  social  phobia. 

Dr  Klein  further  clarified  the 
difference.  "The  anxiety  of  a social 
phobic  is  triggered  by  social  situa- 
tions — by  being  the  center  of  at- 
tention," he  said.  "Often  the  per- 
son suffering  from  social  phobia 
cannot  speak  publicly,  or  even 
walk  to  the  front  of  a church  to  get 
communion.  They  are  worried 
about  others'  perceptions  of  them." 

Ask  the  Right  Questions 

The  average  physician  often  has  a 
very  limited  amount  of  time  to 
spend  with  each  patient,  and  thus 
is  unable  to  probe  deeply  into  the 
patient's  problems.  Dr  Marshall 
suggested  that  there  are  some 
questions  which  are  better  than 
others  at  getting  to  the  heart  of  the 
matter.  If  the  patient  appears  to 
suffer  from  anxiety,  the  physician 
should  ask  what  kinds  of  situations 
produce  the  distress,  and  whether 
the  anxiety  is  great  enough  to 
prompt  the  patient  to  avoid  these 
situations  in  the  future.  Dr 


Marshall  also  asks  patients  "If  you 
were  invisible,  would  you  be  able 
to  be  in  that  situation."  A patient 
suffering  from  social  phobia  would 
answer  "yes."  For  a patient  with 
panic  disorder,  however,  being 
unseen  by  others  would  not  make 
a difference. 

'Doctor  Shoppers' 

Keep  Coming  Back 

Dr  Klein  stated  he  believed  there 
is  a definate  trend  toward  inad- 
equate detection  of  panic  disorder. 
"The  average  person  with  panic 
disorder  goes  to  ten  physicians  be- 
fore being  referred  to  a psychiatrist 
or  psychologist."  According  to 
NIMH,  because  of  the  disturbing 
symptoms  that  accompany  panic 
disorder,  people  frequently  go  to 
hospital  emergency  rooms  when 
they  are  having  a panic  attack. 
Thus,  physicians  run  extensive 
medical  tests  to  rule  out  other  con- 
ditions. Dr  Klein  explained:  "Each 
within  their  specialty  says  'there  is 
nothing  wrong'  and  sends  the  pa- 
tient back  to  their  primary 
caregiver."  Dr  Klein  said  that  these 
patients  are  usually  not  referred  to 
a psychiatrist  or  psychologist,  but 
are  told  instead  that  "there  is  noth- 
ing wrong  with  you  — go  home  and 
relax."  Unfortunately,  sufferers  of 
panic  attacks  do  not  benefit  from 
reassurance.  They  believe  there  is 
a medical  problem  and  will  repeat- 
edly return  to  emergency  rooms 
and  specialists.  (See  related  story 
on  page  846.) 

An  ADAA  research  report  by 
Fleet,  et  al.  examined  sufferers  of 
non-cardiac  chest  pain.  The  re- 
searchers found  that  "roughly  30% 
of  patients  who  underwent  exten- 
sive, costly  cardiac  testing  (angiog- 
raphy) and  were  found  to  have 
normal  results,  suffered  from  panic 
disorder."  Fleet,  et  al  concluded 
that  "panic  disorder  is  a very  corn- 
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For  more  information  about  panic  disorder,  social  phobia,  and  other 
anxiety  disorders,  contact: 


National  Institute  of  Mental 
Health 

Panic  Campaign 
Room  15C-05 
5600  Fishers  Lane 
Rockville,  MD  20857 

American  Psychiatric  Associa- 
tion 

1400  K Street,  N.W. 

Washington,  DC  20005 

American  Psychological 
Association 
1200  17th  Street,  NW 
Washington  DC,  20005 

Anxiety  Disorders  Association  of 
America 

6000  Executive  Blvd.,  Suite  200 
Rockville,  MD  20852 

Social  Phobia:  Diagnosis,  Assess- 
ment, and  Treatment 
Guilford  Press,  New  York,  NY, 
US;  1995  xii,  435  pp. 

National  Panic/ Anxiety  Disor- 
der Newsletter 

http://spiderweb.com/NPAD 

News/ 


Patient  Information: 

Support  groups  in  Wisconsin  for 
anxiety  disorders: 

We  Care  Support  Group 
N.  266  Hank  Drive 
Appleton,  WI  54915 
Contact:  Pamela  Stefani 

Phobia  Group 
16035  Spruce  Lane 
Brookfield,  WI  53005 
Contact:  Liz  Simon,  MSW 
Phone:  (414)  783-6283 

Panic  and  Anxiety  Support 
Group 

416  South  Street 
Oconomowoc,  WI  53066 
Contact:  Bradley  C.  Riemann, 
PhD 

Phone:  (414)  567-7673 

WCTC  People  to  People  Fear  and 
Anxiety  Support  Group 
Waukesha  County  Technical 
College 

Pewaukee,  WI  53072 
Contact:  Lynn 
Phone:  (414)547-5553 


mon  condition  in  chest  pain  pa- 
tients" and  that  "physicians  treat- 
ing chest  pain  are  likely  to  be  con- 
fronted with  panic  disorder."  They 
determined  that  recognition  is  im- 
portant to  "prevent  chronic  pain 
suffering,  repeated  use  of  medical 
services  and  suicide." 

As  long  as  the  patient  believes 
they  have  a medical  problem 
which  needs  attention,  they  will 
continue  to  seek  treatment.  "Many 
are  doing  a lot  of  doctor  shopping," 
Dr  Klein  said.  With  so  many  re- 
peated visits  to  receive  medical 
care,  it  seems  logical  that  the 
chances  of  discovering  the 
patient's  problem  should  increase. 
On  the  contrary,  as  Dr  Klein  ex- 
plained, "the  medical  records  do 
no  always  make  it  back  to  the  pri- 
mary caregiver,  or  the  patient  has 
been  seen  by  so  many  physicians 
that  the  records  are  not  up-to- 
date."  In  addition,  information 
from  NIMH  points  out  that  panic 
disorder  "has  been  shown  to  run 
in  families,"  adding  another  reason 
for  keeping  accurate  records. 

Considerations  for  Treatment 

Classic  hypochondriacs.  Dr  Klein 
pointed  out,  can  be  very  resistant 
to  treatment.  They  may  resent  the 
physician  for  suggesting  the  prob- 
lem is  only  in  their  head  and  at- 
tempt to  seek  care  elsewhere. 

NIMH  recommends  physicians 
be  very  careful  how  they  comfort 
sufferers  of  panic  disorder.  While 
attempting  to  reassure  the  patient 
that  tests  produced  normal  results 
and  he  or  she  is  not  in  great  dan- 
ger, physicians  may  say  "it  is  noth- 
ing serious,"  "all  in  your  head,"  or 
"nothing  to  worry  about."  Rather 
than  reassuring  the  panic  attack 
patient,  such  comments  suggest 
that  there  is  no  real  problem,  no 
treatment  is  necessary,  or  no  effec- 
tive treatment  exists. 

If  left  untreated,  according  to 


NIMH,  panic  disorder  tends  to 
continue  for  months  or  years.  Panic 
disorder  typically  strikes  young 
adults,  though  in  some  people 
symptoms  may  manifest  earlier  or 
later.  The  life  of  the  sufferer  may 
worsen  to  the  point  where  the 
panic  attacks,  and  attempts  to  con- 
ceal them,  become  unbearable.  Dr 
Klein  said,  "every  place  you  have 
had  a panic  attack  becomes  a place 
to  avoid.  Eventually,  he  or  she  may 
become  confined  to  their  home." 

Symptoms  of  panic  disorder 


usually  do  not  go  away  until  the 
person  receives  treatment.  Treat- 
ment, Dr  Marshall  explained,  ide- 
ally involves  cognitive  behavior 
treatment  and  medication. 

Dr  Klein  suggested  that  physi- 
cians acquaint  themselves  better 
with  qualified  psychologists  and 
psychiatrists  for  referral  purposes. 
He  said  he  believes  that,  while  it  is 
difficult,  keeping  abreast  of  the 
most  qualified  colleagues  and 
medical  literature  is  vital.  ❖ 
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Patients  with  Somatic  Preoccupation  in  Primary  Care 


Barry  Blackwell,  MD,  Milwaukee 

WE  live  in  an  era  where  rates  of  disease  are 
decreasing  but  media-amplified  concern  is 
increasing.1  The  young  fear  AIDS,  the  middle-aged 
fear  heart  disease,  and  the  elderly  fear  Alzheimer's. 
Catering  to  these  concerns  has  been  an  ever-in- 
creasing  physician  work  force  of  subspecialists 
skilled  in  expensive  investigative  procedures. 

As  managed  care  struggles  to  contain  costs,  there 
is  increasing  talk  of  reintegrating  behavioral  health 
with  medical  services  and  restoring  the  primary 
care  practitioner  as  gatekeeper  to  the  health  care 
system.2 

When  this  occurs,  general  internists  and  family 
practitioners  will  need  to  refurbish  their  skills  at 
managing  patients  with  bodily  concerns  in  a more 
satisfying  and  cost  effective  manner.  As  many  as 
40%  of  patients  in  a primary  care  setting  present 
with  unexplained  physical  symptoms  that  have  a 
psychosocial  etiology.  They  take  up  a dispropor- 
tionate amount  of  physician  time  and  consume  ex- 
cessive investigative  resources  in  what  is  often  a 
futile  attempt  to  diagnose  or  cure  symptoms  that 
respond  more  appropriately  to  reassurance  and 
caring.  In  one  study  of  common  complaints  by 
1,000  patients  attending  an  internal  medicine  clinic 
over  three  years,  an  organic  disorder  was  found  in 
only  16%. 3 When  disease  was  not  found  on  the  first 
visit,  only  one  in  ten  patients  were  ultimately  di- 
agnosed at  a cost  of  over  $7,000  for  headache  and 
back  pain. 

Patients  with  bodily  concerns  are  often  diag- 
nosed as  somatizers  or  hypochondriacs  and  cat- 
egorized less  scientifically  as  difficult,4  chronic  com- 
plainers  or  even  hateful.5  This  leads  both  physi- 
cians and  patients  to  shared  frustration  and  mu- 
tual rejection. 

This  article  reframes  the  challenge  in  a way  that 
seeks  to  preserve  an  empathic  physician-patient 
relationship  in  a cost-effective  manner  that  avoids 
unnecessary  or  expensive  procedures. 

The  Variable  Expression  of  Bodily  Concerns 

Everyone  behaves  differently  in  response  to  new 
or  unexplained  physical  sensations.  People  who 
develop  the  common  cold  may  have  the  same  rate 


Dr  Blackwell  is  Clinical  Professor  of  Psychiatry  with  the 
University  of  Wisconsin  School  of  Medicine,  Director 
(Northern  Region)  CNR  Health,  Inc.,  Milwaukee,  Wis- 
consin. Reprint  requests  to:  Barry  Blackwell,  MD,  2000 
West  Kilbourn  Avenue,  Milwaukee,  WI  53233. 


of  runny  nose  but  some  stay  home  to  be  cared  for 
while  others  go  to  work  and  give  it  to  everyone 
else.  Future  physicians  develop  "sophomore's  dis- 
ease" when  the  anxiety  of  medical  school  and 
knowledge  of  fatal  diseases  provoke  autonomic 
arousal  coupled  with  a preoccupation  about  bodily 
sensations.  Patients  who  suffer  a first  episode  of 
chest  pain  may  run  up  and  down  stairs  to  make 
sure  it  is  real  or  pick  up  the  phone  and  call  the  life 
squad. 

This  variability  is  related  to  both  our  sensitivity 
to  physical  sensations  (somatization)  and  our  pro- 
pensity to  worry  about  them  excessively  (hypo- 
chondriasis). Several  other  short  and  longer  term 
factors  influence  these  two  tendencies. 

Individuals  are  at  risk  to  communicate  via 
bodily  symptoms  if  they  are  unable  to  express  their 
feelings.  This  emotional  illiteracy  (or  alexithymia) 
originates  in  families  where  there  is  little 
nurturance  or  those  in  which  there  is  overt  physi- 
cal and  sexual  abuse.  People  who  grow  up  in  such 
circumstances  are  prone  to  express  distress  in  so- 
matic ways  and  to  seek  comfort  from  professional 
caretakers. 

Very  few  people  choose  to  behave  sick  if  they 
are  able  to  behave  healthy.  So  illness  behavior  is 
more  common  in  people  who  lack  skills,  fear  fail- 
ure or  are  trapped  in  difficult  life  situations  such 
as  an  unsatisfying  job  or  marriage  (primary  gain). 
They  may  also  be  seduced  by  the  rewards  of  ill- 
ness including  attention,  compensation  or  entitle- 
ment (secondary  gain). 

Shorter  term  factors  that  enhance  vulnerability 
to  bodily  symptoms  are  exposure  to  stress  and 
mood  disorders.  Everyday  hassles,  existential  pre- 
dicaments and  episodes  of  panic  all  cause  auto- 
nomic arousal  that  alarm  a symptom  sensitive  per- 
son. The  gloomy  introspections  of  a depressed  per- 
son also  amplify  any  tendency  to  worry  about  what 
physical  sensations  mean. 

The  Recognition  of  Undue  Bodily  Concern 

Symptoms  disproportionate  to  detectable  disease, 
thick  charts,  frequent  phone  calls,  multiple  medi- 
cations and  repetitive  subspecialty  referrals  may 
all  trigger  the  conclusion  that  "there  is  more  to  this 
than  meets  the  eye."  A review  of  symptoms  is  of- 
ten positive  across  many  categories  and  may  in- 
clude multiple  surgeries.  The  Table  lists  a number 
of  syndromes  associated  with  undue  bodily  con- 
cern; all  are  chronic  or  intermittent  and  associated 
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with  ambiguous  symptoms  and  uncertain  patho- 
genesis. They  invite  expensive,  intrusive  and  in- 
conclusive investigations,  often  followed  by  iatro- 
genic complications  and  the  risk  of  litigation. 

From  a behavioral  health  perspective,  DSM-IV 
categorizes  these  syndromes  as  Somatoform  Dis- 
orders. For  a first  time  presentation  with  a history 
of  bodily  concern  of  less  than  six  months'  dura- 
tion, the  somatoform  disorder,  not  otherwise  speci- 
fied, can  be  used.  Multiple  complaints  across  many 
systems  beginning  at  an  early  age  (younger  than 
30  years)  are  categorized  as  somatization  disorder. 
Less  numerous  symptoms  often  confined  to  a 
single  system  are  categorized  as  conversion  disorder 
(if  the  symptoms  are  primarily  neurological),  un- 
differentiated somatoform  disorder  (if  the  symptoms 
are  in  other  systems— i.e.,  reproductive,  gastrointes- 
tinal or  urinary  tract),  or  chronic  pain  disorder  (if  the 
main  symptom  is  pain). 

While  these  discrete  categorizations  are  useful 
for  diagnostic  or  insurance  purposes,  they  have 
little  cause  or  treatment  specificity,  and  many  of 
the  patient  characteristics  are  common  across  cat- 
egories. 

Responding  to  Bodily  Concern 

Not  all  manifestations  of  bodily  concern  are  equally 
entrenched  or  impermeable  to  change.  There  is  no 
better  advice  on  how  physicians  can  respond  than 
the  "Serenity  Prayer"  which  asks  for  the  courage 
to  change  things  that  can  be,  the  serenity  to  accept 
those  that  cannot,  and  the  wisdom  to  know  the  dif- 
ference. 

A.  An  Agenda  for  Change 

Early  somatizers  are  often  either  adolescents  with 
overly  concerned  parents  or  adults  exposed  to 
novel  environmental  stress  or  suffering  from  an 
anxiety  or  mood  disorder.  The  ability  to  commu- 
nicate this  directly  is  impeded  by  feelings  of  shame, 
inadequacy  or  alexithymia.  Expecting  these  indi- 
viduals to  communicate  their  emotions  directly  is 
like  asking  a color  blind  person  to  describe  the  sun- 
set. Such  people  are  often  resistant  to  any  stress 
attribution  which  they  perceive  as  an  accusation 
that  "it  is  all  in  my  head."  Several  strategies  are 
useful  in  broadening  the  agenda. 

The  first  involves  linking  a person's  symptoms 
to  his  or  her  life;  the  question  "How  is  your  symp- 
tom (pain,  fatigue,  breathlessness)  interfering  with 
your  everyday  life?"  opens  a psychosocial  door  that 
allows  you  to  follow  up  with  questions  about  work, 
marriage,  difficult  situations  and  troublesome  re- 
lationships. Beware  of  the  possibility  that  the  pa- 
tient may  slam  this  psychosocial  door  shut  in  your 
face  ("Are  you  suggesting  I need  to  see  a psychia- 


trist?"). Be  patient;  do  not  attempt  to  force  the  door 
open  immediately.  Try  again  another  time. 

At  this  early  unenlightened  stage,  the  patient 
may  become  insistent  about  further  investigations. 
Dialogue  and  compromise  may  be  needed  using 
the  newly  acquired  tools  of  evidence  based  medi- 
cine. For  example,  patients  with  low  back  pain  of- 
ten request  X-rays  and  it  may  be  helpful  to  cite  find- 
ings that  positive  results  occur  very  rarely  with  this 
investigation.8 

In  early  somatizing  behavior,  both  open-ended 
and  hypothesis-driven  questioning  may  help  in 
tactful  elicitation  of  a psychosocial  agenda.  Con- 
sider the  following  dialogue  between  a physician 
and  a patient  who  has  been  complaining  of  head- 
aches for  several  months. 

Physical  examination  revealed  no  neurological 
cause  and  simple  remedies  have  failed.  Both  have 
agreed  that  stress  is  a problem  but  the  patient  has 
refused  referral  to  a mental  health  specialist.  At  this 
visit  the  patient  is  close  to  tears  and  the  physician 
starts  by  asking  how  she  feels: 

Patient:  "Terrible,  as  if  I'm  going  to  explode  inside. 
I get  these  awful  sweats  and  my  heart  thumps.  Af- 
ter a while  my  head  starts  to  throb." 

Physician:  "How  does  it  feel  when  you  think 
you're  going  to  explode?" 

Patient:  "All  tight  inside.  I just  want  to  scream." 
Physician:  "What  brings  that  feeling  on?" 
Patient:  "I'm  not  sure,  but  it  only  seems  to  happen 
at  work." 

Physician:  "Can  you  remember  the  last  time  it 
started?" 

Patient:  "Well,  it  was  after  my  boss  told  me  to  fin- 
ish some  work,  when  the  day  before  he  had  said  1 
could  leave  early." 

Physician:  "Is  that  the  kind  of  thing  that  often  up- 
sets you?" 

Patient:  "Yes.  I hate  people  who  boss  me  around 
and  break  promises." 

Physician:  "I  can  understand  that.  Well,  what  usu- 
ally happens  when  you  feel  that  way?" 

Patient:  "Either  I get  mad  or  1 go  away  somewhere 
when  I get  these  headaches." 

Physician:  "What  happens  then?" 

Patient:  "Sometimes  I get  over  it,  but  often  I have 
to  go  home,  especially  lately." 

Physician:  "Is  there  anyone  else  at  home?" 
Patient:  "My  husband.  He  has  multiple  sclerosis 
and  doesn't  work  anymore." 

Physician:  "What  does  he  do  when  you  get  home?" 
Patient:  "He's  very  understanding;  he  tries  to  help, 
but  usually  I have  to  lie  down.  He  makes  me  a hot 
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drink  and  rubs  my  neck;  after  a while  it  goes  away 
and  I feel  better." 

Two  minutes  of  dialogue  has  elicited  the  prob- 
lem. First  the  physician  obtains  a precise  descrip- 
tion of  the  patient's  feelings  and  then,  by  inquir- 
ing for  specific  details  of  their  most  recent  occur- 
rence, extracts  a clear  behavioral  sequence  that 
links  the  environmental  antecedents  and  conse- 
quences to  the  symptoms.  The  patient's  bodily  con- 
cern is  now  seen  in  the  context  of  her  life. 

Another  even  more  specific  kind  of  inquiry  is  a 
"stress  biopsy."  Ask  the  patient  to  close  his  or  her 
eyes  and  imagine  a stereotypic  difficult  situation 
(arguing  with  a spouse,  confronting  the  boss, 
speaking  to  an  audience,  taking  a test).  Then  have 
the  person  think  of  one  word  that  describes  his  or 
her  emotions  — stress,  tension,  fear,  worry,  appre- 
hension, doubt,  fright,  etc.  Next,  have  the  person 
note  one  prominent  bodily  sensation  — palpita- 
tions, sweating,  breathlessness,  muscle  tension, 
wanting  to  go  to  the  bathroom,  etc.  Finally,  ask  the 
patient  to  choose  whether  the  emotion  or  the  sen- 
sation is  most  obvious.  This  simple  test  often  helps 
a person  recognize  his  or  her  own  unique  pattern 
of  autonomic  arousal;  for  example,  being  a "gut 
responder"  (in  irritable  bowel  syndrome)  or  a 
"headache"  person  (often  mislabeled  migraine). 
Once  patients  have  recognized  their  own  stress 
patterns,  they  may  be  asked  to  keep  diaries  in 
which  they  can  record  the  intensity  of  their  bodily 
sensations  and  learn  the  linkages  between  these 
and  everyday  hassles. 

Even  after  linkages  between  symptoms  and  life 
events  become  clearer,  some  patients  continue  to 
have  difficulty  communicating  their  feelings  as 
opposed  to  symptoms.  Such  individuals  may  re- 
quire repeated  redirection  in  order  to  make  the 
connection. 

Physician:  "Flow  have  you  been  feeling?'' 

Patient:  "The  pain's  terrible  . . . there  all  the  time." 
Physician:  "I'm  sorry  to  hear  that.  Is  it  the  same 
pain  we've  been  dealing  with?" 

Patient:  "Yes  . . . only  it's  there  all  the  time." 
Physician:  "So  how  does  the  fact  the  pain  is  there 
all  the  time  make  you  feel  in  a more  general  way?" 
Patient:  "Bummed  out  . . . absolutely  bummed 
out." 

Physician:  "How  does  being  bummed  out  feel  for 
you?" 

Patient:  "Awful;  I can't  sleep,  I'm  irritable  with  the 
kids;  fed  up." 

Physician:  "So  you're  feeling  fed  up?" 

Patient:  "Yes,  I'm  depressed  all  the  time." 
Physician:  "In  addition  to  having  constant  pain. 


you're  feeling  depressed  all  the  time?" 

Patient:  "You've  got  it." 

This  exchange  not  only  repeatedly  invites  the  pa- 
tient to  express  feelings  (five  times  in  six  questions), 
but  it  encourages  the  patient  to  explore  the  fuller 
meaning  of  his  or  her  own  language  — "bummed 
out,"  "fed  up."  In  30  seconds  the  dialogue  has 
moved  from  the  patient's  singular  preoccupation 
with  pain  to  a mutual  agreement  that  there  is  also 
depression.  This  is  a little  like  teaching  the  patient 
to  paint  by  dots.  You  are  helping  to  build  neural 
pathways  between  the  limbic  lobes  and  cortex  in- 
stead of  with  the  body.  The  stage  is  now  set  for 
exploration  of  how  pain  and  depression  may  re- 
late to  each  other  without  disparaging  or  dismiss- 
ing the  significance  of  the  pain. 

B.  Relief  of  Symptoms 

Bodily  concerns  often  cause  people  to  be  exquis- 
itely sensitive  to  side  effects  of  medication  and 
many  believe  they  are  "allergic"  to  drugs.  This 
problem  is  accentuated  since  psychotropic  drugs 
often  have  immediate  side  effects  but  delayed  ben- 
efits. This  requires  education,  slow  titration,  and 
frequent  reassurance.  For  those  people  able  to  per- 
sist, antidepressants  often  alleviate  an  associated 
depression  or  panic  disorder  contributing  to  their 
body  discomfort.  It  helps  to  avoid  medical  termi- 
nology in  favor  of  common  sense  explanations.  In- 
stead of  "somatization"  talk  in  terms  of  "symptom 
sensitivity"  and  ask  "Does  it  feel  as  if  the  amplifier 
is  always  turned  up  in  your  body?"  Use  the  term 
"illness  worry"  instead  of  hypochondriasis.  Ask  the 
patient  "Do  you  tend  to  fear  the  worst  when  the 
alarm  bells  go  off  in  your  body?" 

Once  a dialogue  is  established  it  also  becomes 
easier  to  offer  non-pharmacologic  symptom  relief. 
In  the  example  of  the  patient  with  headaches,  this 
might  include  relaxation  techniques  to  alleviate 
muscle  tension,  assertiveness  training  to  deal  with 
her  demanding  boss,  and  couples  work  with  her 
husband  to  refocus  his  nurturant  responses  toward 
supporting  these  efforts  rather  than  unwittingly  re- 
inforcing her  absences  from  work.  How  much  of 
this  kind  of  therapy  is  accomplished  in  a primary 
care  practitioner's  office  is  often  determined  by 
individual  interest,  time  available  and  ancillary 
help. 

C.  An  Agenda  for  Acceptance 

Opportunities  for  change  may  be  limited  and  the 
primary  care  practitioner  then  assumes  the  role  of 
a life-support  system.1*  There  are  several  strategies 
that  can  make  this  less  frustrating  and  more  re- 
warding. Primary  is  the  self-awareness  that  we  are 
neither  omniscient  nor  omnipotent.  The  aphorism 
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Syndromes  Often  Associated  with  Excessive  Bodily  Concern 


Specialty 

Syndrome 

Allergy 

Food  allergies 

Cardiology 

Atypical  chest  pain 

Dentistry 

TMJ  syndrome 

Emergency  room 

Munchausen  syndrome 

ENT 

Tinnitus 

Endocrinology 

Hypoglycemia 

Gastroenterology 

Irritable  bowel 

Internal  medicine 

Chronic  fatigue  syndrome,  vitamin  deficiency 

Neurology 

Dizziness,  headache,  pseudoseizures 

Obstetrics-Gynecology 

Pelvic  pain,  premenstrual  syndrome 

Occupational  medicine 

Multiple  chemical  sensitivity 

Orthopedics 

Low  back  pain 

Psychiatry 

Somatization,  conversion  disorders 

Pulmonary 

Hyperventilation,  dyspnea 

Rehabilitation 

Closed  head  injury 

Rheumatology 

Fibromyalgia 

*Data  from  Blackwell6  and  Katon.7  TMJ  indicates  temporomandibular  joint;  ENT,  ear,  nose,  and  throat. 


"Don't  just  stand  there,  do  nothing"  is  worth  re- 
membering. 

Even  if  we  cannot  explain  or  alleviate  the 
patient's  suffering,  it  is  important  at  each  visit  to 
acknowledge  its  severity  or  intensity  before 
reframing  a coping  rather  than  a curative  agenda. 
Stress  the  good  news  — "at  least  we  know  your 
condition  is  not  malignant,  progressive  or  fatal." 
Recognize  that  the  unspoken  purpose  of  each  visit 
is  to  experience  the  reassuring  presence  of  a physi- 
cian who  listens  and  responds  in  a calm  manner, 
explains  the  symptoms  and  always  moves  on  to 
discuss  healthier  aspects  of  the  person's  life.  Regu- 
larly scheduled  appointments  at  negotiated  inter- 
vals serve  these  purposes  better  than  "when  nec- 
essary" visits  which  reinforce  escalation  of  com- 
plaints. Reassure  patients  that  new  disease  is  un- 
likely to  assume  major  dimensions  in  the  brief  time 
between  visits. 

Two  problems  occur  with  the  use  of  medications. 
Some  people  fixated  in  the  sick  role  seek  prescrip- 
tions but  seldom  use  them.  The  cause  resides  in 
the  paradox  that  the  patient  needs  symbols  to  vali- 
date his  or  her  sickness.  It  is  more  productive  to 
deal  with  this  by  prescribing  well  tried,  inexpen- 
sive generic  remedies  than  it  is  to  refuse  medica- 
tion. Attempts  to  remove  such  props  often  provoke 
an  escalation  of  physical  distress.  It  is  futile  to 
tamper  with  the  rewards  of  the  sick  role  unless  you 
first  buttress  the  patient's  ability  to  lead  a more 


healthy  life. 

A significant  number  of  people  with  fixed  forms 
of  bodily  concerns  (especially  chronic  pain)  attempt 
to  self-medicate  and  become  addicted  to  analge- 
sics, minor  tranquilizers,  alcohol  or  nicotine.  When 
there  is  no  realistic  hope  of  cure  it  is  important  to 
explain  the  problems  of  tolerance  and  dependence 
as  well  as  to  avoid  prescribing  except  under  tightly 
controlled  conditions.  This  may  involve  using  re- 
stricted amounts  for  specified  time  periods  with  a 
written  agreement  not  to  seek  prescriptions  else- 
where. 

Some  of  the  burden  of  chronic  bodily  concern 
can  be  lifted  when  people  seek  support  from  fel- 
low sufferers.  Examples  include  the  American 
Chronic  Pain  Association,  the  Chronic  Fatigue  So- 
ciety and  the  International  Society  for  Functional 
Bowel  Disorders.  When  you  suggest  participation, 
be  positive  so  that  patients  do  not  feel  you  are  "giv- 
ing up"  on  them. 

As  care  continues  over  the  years,  distinguish 
between  old  and  new  symptoms.  Everybody  dies 
of  something.  Investigate  new  symptoms  suffi- 
ciently to  make  you  and  the  patient  feel  safe  with- 
out exposing  him  or  her  to  the  risk  of  expensive 
tests  or  invasive  procedures  with  low  or  uncertain 
yields. 

Referral  to  any  subspecialist  should  be  rare  and 
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carefully  considered.  Consultation  is  a better  op- 
tion since  it  protects  the  patient  from  feelings  of 
abandonment  and  ensures  an  exchange  of  infor- 
mation that  discourages  excessive  procedures.  See- 
ing a psychiatrist  sometimes  results  in  two  thick 
charts  instead  of  one,  with  a mind-bodv  split  that 
benefits  nobody.  Some  people  who  somatize  will 
be  helped  by  counseling  but  at  least  a third  are  too 
entrenched  in  their  illness  conviction  to  contem- 
plate it. 

Not  every  primary  care  physician  will  have  the 
patience  or  tolerance  for  ambiguity  to  follow  these 
guidelines.  Those  who  experience  negative  feelings 
toward  patients  that  somatize  or  who  cannot  re- 
strain their  urge  to  investigate  should  refer  them 
to  a colleague  who  enjoys  the  challenge.  This  re- 
duces the  iatrogenic  and  economic  perils  of  doctor 
shopping. 
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Guest  Editorial 

Treatment  of  Brain  Tumors:  Making  Progress? 

Behnam  Badie,  MD  and  Robert  J.  Dempsey,  MD,  Madison 


OFTEN,  THE  DIAGNOSIS  of  a 
brain  tumor  can  produce 
very  palpable  anxiety  and  outright 
fear  in  patients  and  their  families. 
In  their  minds,  death  becomes  im- 
minent. To  compound  the  impres- 
sion, such  tumors,  unlike  other  sys- 
temic neoplasms,  frequently  com- 
promise a patient's  ability  to  rea- 
son and  perform  other  cognitive 
functions,  exacerbating  the  appear- 
ance of  deteriorating  health.  Such 
impressions,  though,  mask  the  sig- 
nificant progress  made  in  the  fields 
of  neuroradiology,  neurosurgery, 
and  oncology  over  the  last  two  de- 
cades which  have  contributed  to 
the  improved  treatment  of  brain  tu- 
mors. 

In  this  issue,  Krouwer  and 
Meyer  summarize  the  technologi- 
cal advances  in  tumor  diagnosis 
and  treatment  since  the  publication 
of  their  initial  article  on  the  topic 
in  1978.  The  development  of  pin- 
point-accurate MRI  and  CT  scans, 
which  replaced  invasive,  painful 
forerunners  such  as  air- 
ventriculograms  and  cerebral  an- 
giography, have  led  to  earlier  de- 


Drs  Badie  and  Dempsey  are  associated 
with  the  Comprehensive  Brain  Tumor 
Program,  Department  of  Neurological 
Surgery  at  the  University  of  Wiscon- 
sin-Madison. 


tection  and  more  effective  treat- 
ment of  brain  tumors.  With  further 
advancements  in  novel 
neurodiagnostic  techniques,  such 
as  Magnetic  Resonance  Spectros- 
copy, other  invasive  diagnostic 
procedures  such  as  stereotactic  bi- 
opsies may  eventually  become  ob- 
solete. 

The  vast  improvement  in  diag- 
nostic tools  used  to  detect  brain  tu- 
mors has  been  matched  by  equally 
impressive  advancements  in  the 
surgical  procedures  used  to  treat 
them.  Modern  operative  tools  such 
as  microscopes,  ultrasonic  aspira- 
tors, and  intraoperative 
neuromonitoring  systems  allow 
maximum  tumor  resection  while 
minimizing  neurological  morbid- 
ity. Moreover,  certain  refinements 
in  frameless  stereotactic  instru- 
ments can  lead  surgeons  to  deep 
brain  structures,  affording  the  pos- 
sibility of  excising  lesions  previ- 
ously not  amendable  to  resection. 
For  brain  tumors  resistant  to  sur- 
gical treatment,  there  is  the  prom- 
ise of  a new,  safer  form  of  focused 
beam  irradiation  that  greatly  re- 
duces the  threat  of  radiation-in- 
duced brain  injury. 

While  such  advancements  have 
greatly  assisted  in  the  diagnosis 
and  treatment  of  benign  tumors, 
they  have  had  little  impact  on  the 
most  common  of  brain  tumors,  ma- 


lignant gliomas.  As  Krouwer  and 
Meyer  state,  malignant  gliomas, 
which  account  for  roughly  half  of 
all  brain  tumors,  are  associated 
with  the  worst  prognosis.  Despite 
resection  and  subsequent  irradia- 
tion and  chemotherapy,  patients 
with  such  tumors  typically  suc- 
cumb to  their  disease  within  two 
to  three  years.  Malignant  gliomas 
often  infiltrate  healthy  neuronal 
tissue  and  are  difficult  to  excise 
completely.  To  make  matters 
worse,  the  presence  of  a blood-tu- 
mor barrier  typically  precludes  the 
introduction  of  therapeutic  drugs 
into  the  tumor  bed. 

In  order  to  better  understand 
malignant  gliomas,  our  efforts 
should  be  directed  toward  investi- 
gating the  molecular  and  cellular 
mechanisms  that  lead  to  their  tu- 
morigenicity.  We  must  characterize 
the  tumor  suppressor  genes  that 
are  lost  through  chromosomal  de- 
letions and  identify  the  proto- 
oncogenes expressed  in  these  tu- 
mors. Concurrently,  we  also  must 
develop  new  drug-delivery  tech- 
niques, perhaps  via  gene  therapy 
or  blood-brain-barrier  breakdown 
to  transfer  genes  or  drugs  into  tu- 
mor cells  more  effectively.  Ad- 
vances in  these  areas  of  fundamen- 
tal knowledge,  and  not  just  tech- 
nological progress,  will  help  us  win 
the  battle  against  brain  tumors. ❖ 
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Treatment  of  Tumors  of  the  Brain 


Hendrikus  G.  Krouwer,  MD  and  Glenn  A.  Meyer,  MD,  Milwaukee 


Introduction 

Since  this  journal  published  a review  article  on 
brain  tumor  treatment  by  one  of  the  authors  in 
1978/  important  strides  have  been  made  in  clini- 
cal diagnosis  and  management  of  patients  with 
these  neoplasms.  Equally  important  progress  in  the 
understanding  of  the  basic  mechanisms  of  neuro- 
oncogenesis and  brain  tumor  biology  has  been  re- 
ported from  many  laboratories.  We  would  like  to 
present  an  update  on  recent  developments  in  clini- 
cal neuro-oncology  with  an  occasional  digression 
into  promising  experimental  work. 

Epidemiology 

Approximately  15,000  primary  intracranial  tumors 
are  diagnosed  annually  in  the  USA,  and  slightly 
more  than  half  (7,800)  are  primary  malignant  neo- 
plasms.2 In  most  series,  gliomas  are  the  majority 
(50%-70%)  of  intracranial  neoplasms,  both  in  chil- 
dren and  adults.  Most  gliomas  (80%-90%)  are  as- 
trocytomas (the  remainder  being  oligodendroglio- 
mas, ependymomas  and  mixed  types)  and  the 
majority  (60%-70%)  of  these  are  malignant.  Some 
studies  indicate  that  the  incidence  of  malignant 
glial  neoplasms  is  increasing  in  the  elderly3,  others 
attribute  this  trend  to  the  improved  diagnostic  tech- 
niques (CT,  MRI)  which  allow  us  to  make  the  di- 
agnosis of  a brain  tumor  early  and  with  a high  de- 
gree of  certainty,  even  in  the  elderly.4-5 

Meningiomas  are  the  second  most  common  tu- 
mors (approximately  20%),  and  pituitary  ad- 
enomas rank  third  (7.5%-14%). 

Neurinomas  (schwannomas)  are  benign  nerve 
sheath  tumors,  most  commonly  arising  from  the 
vestibular  nerve.  They  are  the  fourth  most  com- 
mon intracranial  neoplasm  (3%-4%).  Primary  cen- 
tral nervous  system  (CNS)  lymphomas  are  malig- 
nant tumors  which  have  had  an  increasing  inci- 
dence over  the  last  decade  (now  3%-4%  of  all  brain 
tumors).  They  are  the  most  common  brain  tumor 
in  patients  with  AIDS. 
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Medulloblastomas  are  highly  malignant  tumors 
and  75%  occur  in  the  pediatric  population.  Their 
propensity  to  disseminate  within  the  CNS  makes 
these  lesions  particularly  difficult  to  treat. 

Metastases  from  any  primary  malignancy  (most 
commonly  breast  and  lung  carcinoma,  followed  by 
malignant  melanoma)  comprise  50%  to  60%  of  all 
intracranial  neoplasms. 

Imaging  of  brain  tumors 

Computed  tomography  (CT)  and  magnetic  reso- 
nance imaging  (MRI)  of  the  brain  are  the  standard 
imaging  techniques  for  the  diagnosis  of  any  space 
occupying  intracerebral  lesion.  While  their  sensi- 
tivity approaches  95%-100%,  the  specificity  is  much 
lower,  60%-80%.  Certain  imaging  characteristics 
as  well  as  the  location  are  suggestive  of  a likely 
histology.  Non-enhancement  after  contrast  admin- 
istration usually  indicates  a low  grade  lesion;  pres- 
ence of  calcification  is  frequently  seen  in  oligoden- 


Figure  l A:  A proton  spectrum  obtained  from  the  cerebral  cor- 
tex of  a health y adult  volunteer  at  0.5  Tesla  field  strength. 
Major  (boldface)  and  minor  resonance  assignments  are  as  fol- 
lows: N-acetyl  aspartate  (NAA),  2.03,  2.70  ppm;  Glutamine 
& Glutamate  (Glx),  2.20  - 2.40,  3.76  ppm;  Creatine  & Phos- 
phocreatine  (Cr),  3.04,  3.93  ppm;  Choline  containing  com- 
pounds (Cho),3.21  ppm;  Myo-inositol  (m-Ins),  3.64  ppm.  The 
NAA  resonance  at  2.03  ppm  dominates  the  spectrum,  while 
the  Cho  resonance  is  of  comparable  amplitude  to  Cr. 
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Figure  IB:  A proton  spectrum  obtained  from  a right  occipital 
grade  I1-1II/IV  astrocytoma  in  a 32-year-old  man.  The  NAA 
and  Glx  resonances  are  attenuated  relative  to  Cr,  while  the 
Cho  resonance  is  markedly  elevated.  Choline  is  considered  a 
marker  of  cell  membrane  turnover  (synthesis  and  degrada- 
tion). 


drogliomas;  multiplicity  of  lesions  occurs  more 
often  in  metastases  or  lymphomas.  In  addition,  re- 
cent techniques  such  as  positron  emission  tomog- 
raphy (PET)  and  thallium  single  photon  emission 
computed  tomography  (201T1  SPECT)  are  able  to 
measure  metabolically  active,  and  therefore  pro- 
liferating, cells  within  a tumor.6  Thus,  tumor  re- 
currence may  be  differentiated  from  non- vital  tis- 
sue due  to  radiation  therapy.  This  distinction  is 
important  since  these  mass  lesions  may  look  simi- 
lar on  CT  or  MRI  scans  but  require  different  treat- 
ment approaches.  Magnetic  resonance  spectros- 
copy (MRS)  has  a similar  potential.  With  this  novel 
technique  a chemical  profile  of  brain  tissue  can  be 
obtained.  This  profile  is  different  in  neoplastic  tis- 
sue as  compared  to  normal  or  radionecrotic  tissue 
(Fig  1).  While  these  developing  imaging  techniques 
are  important  adjuncts,  a histological  diagnosis  of 
any  mass  lesion  in  the  brain  based  solely  on  any 
one  or  a combination  of  these  imaging  modalities 
is  not  yet  reliable.  A confirmatory  biopsy  or  resec- 
tion is  therefore  needed  if  further  therapy  is  being 
considered. 

Another  new  technique  using  magnetic  fields 
is  functional  MRI  (FMRI).7  This  technique  is  becom- 
ing very  important  to  facilitate  surgical  approaches 
to  mass  lesions  in  functionally  important  brain  ar- 


Figure 1C:  A proton  spectrum  obtained  from  the  right  tempo- 
ral lobe  following  irradiation  of  metastatic  breast  carcinoma 
in  a 45-year-old  woman.  Histology  revealed  extensive  radia- 
tion necrosis  (vascular  changes ),  reactive  gliosis,  and  no  visable 
tumor.  A broad  lipid  resonance  (0.5  -1.5  ppm)  dominates  the 
spectrum.  Small  peaks  upon  the  " shoulders' ' of  the  lipid  reso- 
nance at  1.15  and  1.50  ppm  may  represent  lactate.  Remain- 
ing normal  brain  resonances  are  not  resolved  above  the  baseline 
noise. 

eas.  It  is  able  to  demonstrate  changes  in  regional 
cerebral  blood  flow  produced  by  sensory,  motor 
and  cognitive  tasks  (Fig  2).  It  is  currently  utilized 
at  our  institution  for  preoperative  planning  in  pa- 
tients with  tumors  in  these  eloquent  brain  areas. 
Thus,  the  neurosurgeon  is  able  to  plan  the  extent 
of  resection  more  accurately  minimizing  the  risk 
of  harming  the  patient. 

Pathology 

Amongst  the  many  contributions  made  by 
neuropathologists  to  the  body  of  knowledge  on 
brain  tumors,  there  are  three  recent  developments 
that  should  be  highlighted. 

First  is  the  second  edition  of  the  World  Health 
Organization  Histological  Typing  of  Tumours  of  the 
Central  Nervous  System  published  in  1 993.8  It  is  con- 
sidered to  be  the  "common  language"  of  neuro- 
pathological  brain  tumor  studies,  and  should  en- 
able researchers  to  make  meaningful  comparisons 
between  results  of  various  treatments  of  similar  tu- 
mors. 

Another  important  contribution  is  the  study  of 
cell  kinetics  of  brain  tumors.9  The  number  of  pro- 
liferating cells  can  be  estimated  at  various  points 

Continued  on  next  page 


Wisconsin  Medical  Journal  • December  1996 


853 


Continued  from  previous  page 

in  their  mitotic  cell  cycle  by  means  of  proliferation 
markers.  An  example  of  such  a marker  is 
bromodeoxyuridine  (BrdU),  which  after  IV  admin- 
istration will  be  incorporated  into  cellular  nuclei 
at  the  time  of  DNA  synthesis  for  mitosis.  After  vi- 
sualization of  these  dividing  cells  by  means  of  a 
monoclonal  antibody  against  BrdU,  a so-called  la- 
beling index  (LI)  can  be  obtained  which  is  the  ratio 
of  labeled  cells  and  non-labeled  cells  in  a number 
of  prechosen  fields  of  the  tumor  slide.  This  tech- 
nique has  demonstrated  that  the  prediction  of  the 
biological  behavior  of  a certain  tumor  type,  based 
on  morphological  criteria  alone,  is  often  inaccurate. 
The  application  of  this  and  other  proliferation 
markers  will  provide  additional  information  pos- 
sibly leading  to  a better  choice  of  therapeutic  ap- 
proach.10-11 

Finally,  there  is  the  exciting  application  of  mo- 
lecular-biological techniques  to  the  study  of  brain 
tumors.12-1-  We  are  at  the  beginning  of  the  elucida- 
tion of  the  complicated  interactions  between 
(proto)oncogenes,  tumor  suppressor  genes  and 
their  products.  These  studies  should  allow  better 
understanding  of  biological  processes  such  as  in- 
vasion, angiogenesis  and  apoptosis  (programmed 
cell  death).  Significant  insights  into  the  genetic 
defects  underlying  the  origin  of  brain  tumors  have 
already  emerged.  For  instance,  loss  of  portions  of 


Fig  2:  Functional  MRI  (FMRI)  in  a 69-year-old  male  with  a 
melanoma  metastasis  in  the  right  parietal  region.  Performance 
of  a motor  task  with  his  left  hand  (tapping  of  thumb  and  index 
finger)  activates  his  right  sensorimotor  cortex.  The  hypoin  tense 
lesion  is  visible  (arrowheads)  anteriorly  of  this  activated  cor- 
tical tissue  (white). 


the  short  arm  of  chromosome  17  may  be  found  in 
grade  II  and  III  astrocytomas,  whereas  loss  of  chro- 
mosome 10  and  increased  numbers  (=amplifica- 
tion)  of  the  epidermal  growth  factor  receptor  are 
restricted  to  glioblastoma  multiforme,  the  most  ma- 
lignant glial  brain  tumor.  This  and  other  insights 
hold  promise  for  future  therapies  which,  for  in- 
stance, would  attempt  to  "repair"  malignant  cells 
by  inserting  correct  copies  of  a defective  tumor 
suppressor  gene.  Based  on  their  genetic  profile,  it 
may  be  possible  to  identify  those  patients  with 
seemingly  low-grade  lesions  by  morphological 
standards  who  will  benefit  from  more  aggressive 
treatment.  In  this  field  of  molecular  neuro-oncol- 
ogy major  progress  can  be  expected  in  the  next 
decade. 

Treatment 

Decisions  on  the  management  of  patients  with 
complicated  brain  tumors  are  usually  made  in  a 
multidisciplinary  setting.  Such  a team  includes  spe- 
cialists from  neurosurgery,  neuro-oncology,  radia- 
tion oncology,  medical  oncology,  as  well  as  from 
neuropsychology,  neuropathology  and 
neuroradiology.  Input  is  needed  from  dedicated 
nursing  staff/nurse  practioners  and  social  work- 
ers. Amongst  the  members  of  such  a Neuro-On- 
cology team,  continuity  of  care  for  patients  with 
brain  tumors  can  be  assured. 

Presentlv,  the  therapeutic  armamentarium  from 
which  a combination  of  modalities  is  usually  se- 
lected for  any  individual  patient  consists  of  the  fol- 
lowing: 

A.  Medical/nonoperative  management 
1.  Anticonvulsant  therapy  is  necessarily  instituted 
whenever  a patient  presents  with  an  epileptic  sei- 
zure as  first  manifestation  of  a mass  lesion.  Fre- 
quently, it  is  started  as  a prophylactic  measure 
perioperatively.  It  is  usually  not  indicated  prophy- 
lactically  in  patients  with  cerebral  metastases,  who 
have  never  had  a seizure.14 

The  management  of  patients  presenting  with  a 
seizure  and  a suspected  supratentorial  low-grade 
glioma  based  on  neuroimaging  studies  is  more  con- 
troversial. While  histologic  verification  of  a lesion, 
immediately  following  its  demonstration  on  im- 
aging studies,  by  means  of  a stereotactic  biopsy  or 
resection  is  proposed  by  most15-16,  it  is  vigorously 
rejected  by  others,  who  state  that  a wait-and-see 
policy  with  anticonvulsant  management  of  the  sei- 
zure disorder  does  not  compromise  the  quality  and 
duration  of  the  patient's  life17.  We  advocate  the 
former,  more  aggressive,  approach,  especiallv  with 
the  availability  of  stereotactic  techniques. 
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2.  Corticosteroids  are  a major  component  of 
perioperative  management  of  vasogenic  edema 
surrounding  the  tumor.  The  benefits  of  these  drugs 
have  been  extensively  reported.  Short  term  use  in 
dosages  up  to  100  mg  of  dexamethasone  daily  is 
usually  tolerated  without  major  side  effects.  How- 
ever, in  one  study,  side  effects  (proximal  myopa- 
thy, gastrointestinal  complications,  hyperglycemia, 
infections,  psychosis)  were  directly  responsible  for 
hospital  admission  in  19%  of  neuro-oncological  pa- 
tients on  long-term  corticosteroid  treatment.18  Ev- 
ery neuro-oncological  patient  should  therefore  be 
tapered  off  corticosteroids  as  soon  as  the  clinical 
situation  allows.  One  should  also  consider  lower 
starting  doses  of  dexamethasone  (i.e.,  less  than 
16mg/day),  analogous  to  dosages  that  have  been 
reported  for  patients  with  brain  metastases,19  or  a 
twice-daily  tapering  schedule  for  patients  under- 
going radiation  therapy.20 

B.  Surgery 

The  decision  whether  to  operate  and,  if  so,  which 
approach  to  select,  is  based  on  consideration  of  a 
number  of  factors  such  as  age,  neurological  status, 
location,  size  and  vascularity  of  the  tumor.  The  in- 
troduction of  stereotactic  techniques  has  brought 
tumors  in  virtually  every  location  of  the  brain 
within  reach  of  the  neurosurgeon.  The  diagnostic 
yield  of  stereotactic  biopsies,  especially  if  multiple 
samples  are  taken,  is  very  high,  90%-95%.  These 
limited  “biopsy-only"  approaches  may  be  optimal 
treatment  for  tumors  located  in  eloquent  areas  of 
the  brain  (hypothalamus  and  thalamus),  or  for  slow 
growing  tumors,  provided  appropriate  adjunctive 
therapy  is  given  thereafter.  Maximal  tumor  resec- 
tion (with  preservation  of  important  neural  struc- 
tures) is,  however,  a “rule  of  thumb"  in  cases  where 
this  is  known  to  be  curative,  such  as  with  the  tu- 
mors listed  in  Table  1 . Likewise,  such  a resection 
should  be  attempted  in  cases  of  rapidly  growing 
malignant  tumors  such  as  anaplastic  gliomas,  in- 
cluding glioblastoma  multiforme.  It  will  generally 
improve  the  quality  of  life  postoperatively  and  also 
optimize  the  benefit  from  adjuvant  treatments, 
such  as  radiation  therapy  and  chemotherapy. 

Even  if  tumors  are  located  in  eloquent  areas  of 
the  brain,  it  is  frequently  possible  to  perform  a to- 
tal or  near  total  resection  of  tumors  by  means  of 
newly  developed  techniques  such  as  image-guided 
stereotactic  techniques  and  intraoperative  cortical 
mapping  and  awake-surgery.  The  former  technique 
allows  the  neurosurgeon  through  integration  of 
preoperative  imaging  data  and  data  from  the  loca- 
tion of  his  instruments  during  the  surgery  to  per- 
form resections  of  centrally  located  tumors.  This 
may  lead  to  reduced  morbidity  and  longer  survival 


Table  1 - Primary  brain  tumors  "curable"  by 

gross  total  resection  alone 

* juvenile  pilocytic  astrocytoma 

* Ganglion  cell  tumors  (i.e.  ganglioglioma, 
gangliocytoma,  desmoplastic  infantile 
ganglioglioma,  dysembryoplastic  neuroepi- 
thelial tumor,  central  neurocytoma) 

* Schwannoma 

* Meningioma 

* Pituitary  adenoma 

* Hemangioblastoma 

51  Craniopharyngioma 


times  in  selected  patients.21  The  latter  technique 
allows  the  surgeon  by  means  of  placement  of  elec- 
trodes directly  on  the  appropriate  cortical  surface 
and  the  application  of  small  currents  (2-6  mA)  with 
the  patient  awake  (for  language  or  sensory  func- 
tions) or  under  general  anaesthesia  (for  motor 
tasks),  to  sharply  define  the  critical  cortical  areas 
involved  in  these  functions.22  These  techniques  help 
prevent  the  neurosurgeon  from  extending  the  field 
of  tumor  resection  into  these  important  areas  and 
allow  for  the  removal  of  more  tumor  tissue  than 
would  have  been  possible  with  a standard,  "non- 
guided"  procedure.  In  addition,  reduced  postop- 
erative seizure  frequency  and  / or  complete  discon- 
tinuation of  anticonvulsant  medication  may  be  ac- 
complished. 

Finally,  a recent  technical  development  called 
ventriculoscopic  neurosurgery,  uses  endoscopic  in- 
struments (rigid  or  flexible)  which  are  introduced, 
via  a burr  hole,  into  the  ventricular  system.  High 
intensity  fiberoptic  light  sources  and  laser  technol- 
ogy enable  direct  visualization  and  treatment  of 
intraventricular  masses.  Fenestration  of  obstructed 
ventricles  and  tumor  biopsy  or  removal  can  thus 
be  performed  with  less  surgical  trauma. 

C.  Radiation  Therapy 

While  some  tumor  patients  may  be  considered 
cured  after  gross  total  removal  (Table  1 ),  there  are 
numerous  primary  brain  tumor  types  that  benefit 
from  adjuvant  forms  of  treatment,  especially  after 
partial  resection.  Table  2 lists  the  tumors  in  which 
radiation  therapy  is  most  likely  to  benefit  the  pa- 
tient. 

External  radiation  therapy  has  been  the  estab- 
lished modality,  using  megavoltage  equipment  and 
increasingly  sophisticated  localization  techniques. 

Continued  on  next  page 
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The  need  for  accurate  localization  has  been  illus- 
trated by  a number  of  studies  documenting  the  det- 
rimental effects  of  whole  brain  irradiation,  espe- 
cially in  the  developing  central  nervous  system 
(psychomotor  retardation,  endocrinological  disor- 
ders, growth  retardation).23  Localized,  limited  field 
irradiation  is  now  considered  the  optimal  tech- 
nique for  the  majority  of  patients  with  primary 
brain  tumors.  For  both  low  and  high  grade  glio- 
mas, most  radiation  therapy  regimens  include  the 
tumor,  as  indicated  by  enhancement  after  intrave- 
nous contrast  administration  on  either  a CT  or  MRI 
scan,  plus  the  peritumoral  edema  and  a 2 to  3 cm 
margin  around  this  edema.  Medulloblastomas  are 
treated  with  craniospinal  axis  radiation.  It  is  espe- 
cially in  this  group  of  very  young  patients  that  the 
afore  mentioned  side  effects  are  seen.  Therefore  a 
number  of  centers  have  recently  attempted  to  re- 
duce the  total  radiation  dose  to  the  neuraxis, 
supplementing  this  regimen  with  adjuvant  chemo- 
therapy. This  approach  may  lead  to  similar  survival 
rates  with  decreased  neurotoxicity. 

In  the  last  decade,  more  insight  has  been  gained 
into  the  adverse  effects  of  radiation  of  normal  brain 
tissue23  which  may  occur  at  various  time  intervals: 

1 . Acute:  A variety  of  svmptoms  and  signs  such 
as  lethargy,  headache,  nausea,  vomiting  and  fever 
may  develop  as  early  as  24  hours  after  start  of  ra- 
diation. These  edema  induced  symptoms  are  man- 
aged by  corticosteroids  which  are  usually  given 
prophylactically. 

2.  Early  delayed:  A so-called  "somnolence  syn- 
drome", i.e.,  lethargy,  hypersomnia  and  anorexia 
as  well  as  cerebellar  symptoms  may  develop,  some- 
times in  combination  with  increased  focal  svmp- 
toms and  signs,  four  to  16  weeks  following  radia- 
tion therapy.  This  is  caused  by  transient  demyeli- 
nation,  and  possibly  also  cerebral  edema.  Corticos- 
teroids are  again  useful. 

3.  Late  delayed:  Headache,  personality  changes 
including  intellectual  deterioration,  focal  neuro- 
logical deficits  and  seizures  may  develop  at  six-36 
months,  occasionally  earlier  (two  months)  or  much 
later  (up  to  19  years).  The  underlying  pathologic 
process  may  be  radiation  necrosis  (which  may 
mimic  tumor  recurrence  on  imaging  studies)  or  ce- 
rebral atrophy.  Differentiation  between  radiation 
necrosis  versus  tumor  recurrence  can  usually  be 
done  by  positron  emission  tomographv  (PET), 201 T1 
SPECT  or  magnetic  resonance  spectroscopy  (MRS). 

The  increasing  awareness  of  these  potential  ad- 


Table 2 - Tumors  likely  to  benefit  from  adju- 
vant radiation  therapy 

* Anaplastic  glioma,  grades  3 and  4 (includ- 
ing 

glioblastoma  multiforme) 

* Medulloblastoma 

* Ependvmoblastoma 

* Primary  central  nervous  system  lymphoma 

* Incompletely  resected  meningioma 

* Incompletely  resected  pituitary  adenoma 

* Incompletely  resected  schwannoma 

* Incompletely  resected  craniopharvngioma 

* Intraparenchymal  metastasis /metastases 

* Optic  glioma,  progressive  or  incompletely 
resected 

* Chordoma 

* Chondrosarcoma 

* Low-grade  glioma,  grades  1 and  2 


verse  effects  of  external  radiation  therapy  has  been 
the  major  impetus  in  the  search  for  more  localized 
forms  of  radiation  therapy,  such  as  interstitial 
brachytherapv  and  stereotactic  radiosurgery.  The 
former  uses  intratumoral  placement  of  catheters 
with  a radioactive  isotope  (usually  125I),  therebv  de- 
livering a high  dose  of  radiation  to  a very  small 
tumor  volume24;  the  latter  is  an  external  form  of 
radiation  therapy  (using  either  a conventional  lin- 
ear accelerator  or  cobalt  source)  which  delivers  one 
(or  multiple)  focal  doses  to  the  tumor  volume25. 
Both  techniques  have  yielded  promising  results 
and  are  currently  under  investigation  to  assess  their 
place  in  the  management  of  patients  with  primarv 
and  metastatic  brain  tumors. 

A more  experimental  therapy  is  the  use  of  pho- 
todynamic therapy  (PDT).26  This  entails  the  intra- 
venous administration  of  a porphvrin  derivative 
which  is  selectively  taken  up  by  tumor  cells,  after 
which  these  cells  are  locally  and  intraoperatively 
exposed  to  light  which  activates  the  dye,  thus  re- 
leasing tumor-killing  free  radicals  into  a 1 cm  zone 
of  brain  beyond  the  resection  cavity.  Currently, 
studies  are  ongoing  at  our  institution  to  assess  the 
value  of  this  modality  in  both  pediatric  and  adult 
patients  with  recurrent  brain  tumors. 

D.  Chemotherapy 

Over  the  last  two  decades,  a multitude  of  chemo- 
therapeutic agents  has  been  studied  in  patients 
with  primary  brain  tumors,  either  as  an  adjuvant 
or  at  recurrence.  As  in  other  areas  of  oncology,  these 
efforts  have  led  to  a more  refined  approach  that 
presently  defines  a number  of  clear  indications  as 
well  as  a certain  number  of  more  controversial  tu- 
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Table  3 - Tumors  likely  to  benefit  from 
chemotherapya 

* Anaplastic  astrocytoma(A,R) 

* Anaplastic  oligodendroglioma(A,R) 

* Anaplastic  oligoastrocytoma(A,R) 

* Anaplastic  ependvmoma(A,R) 

* Glioblastoma  multiforme(A,R)  (with  restric- 
tions) 

* Medulloblastoma,  high  risk(A,R) 

* Primary  CNS  lymphoma(A,R) 

* Brain  metastases  (breast;  germ  cell; 
trophoblastic)(A,R) 

* Germ  cell  tumors  (A,R) 

A = adjuvant 
R = at  recurrence 


mor  types,  listed  in  Table  3. 

Anaplastic  oligodendrogliomas,  and  possibly 
also  oligo-astrocytomas,  have  recently  been  iden- 
tified as  chemosensitive  tumors,  especially  using 
a combination  chemotherapy  regimen  including 
procarbazine,  CCNU  and  vincristine.27  Similarly, 
there  is  very  likelv  a survival  advantage  associated 
with  the  combination  of  chemotherapy  with  radia- 
tion therapy  (as  compared  to  radiation  therapy 
alone)  in  the  treatment  of  primarv  central  nervous 
system  lymphomas.28  Study  protocols  which  evalu- 
ate the  addition  of  chemotherapy  to  radiation 
therapy  in  these  tumor  types  are  currently  in  use 
at  our  and  other  institutes  around  the  country. 

Although  the  majority  of  meningiomas  can  be 
successfully  treated  with  surgery  alone  or  a com- 
bination of  surgery  and  external  radiation  therapy, 
there  is  a minority  that  recur  and/or  cannot  be  sur- 
gically removed.  For  these  patients,  an  appropri- 
ate therapy  may  be  treatment  with  an  anti-proges- 
terone drug  called  mifepristone.  This  drug  inter- 
feres with  the  proliferation  of  tumor  cells  through 
blockage  of  its  progesterone-dependent  growth 
mechanism.29  A randomized  studv  evaluating  this 
drug  is  currently  ongoing  at  our  institution,  as  well 
as  at  the  University  of  Wisconsin,  Madison.  Sev- 
eral other  investigational  drugs  such  as  gallium  ni- 
trate and  a matrix  metalloproteinase  inhibitor 
thought  to  prevent  regional  invasion  by  glioma 
cells  are  also  being  studied  at  our  institution. 

E.  Immunotherapy /Gene  Therapy 
The  past  decade  has  been  one  of  revived  interest 
in  immunological  approaches  to  brain  tumor 
therapy.  This  work  is  based  on  data  from  the  1970s 


that  indicated  a possible  role  of  various  humoral 
and  cellular  mechanisms  in  the  "rejection"  of  brain 
tumor  cells.  Unfortunately,  the  results  of  the  early 
clinical  studies  using  interferons  and  other 
immunomodulating  agents  were  fair  at  best,  and 
the  complexity  of  manipulation  of  the  immune  sys- 
tem has  prohibited  most  efforts.  The  emphasis  has 
now  shifted  to  a concept  involving  more  targeted 
therapy,  namely  immunotoxins.5'  These  com- 
pounds consist  of  a tumor-cell  associated  protein 
conjugated  to  a toxic  moiety,  usually  a plant  toxin. 
The  former  is  commonlv  transferrin  (i.e.,  the  iron 
transporting  serum  protein;  iron  is  needed  in  ex- 
cessive amounts  by  neoplastic  cells  for  their 
growth);  the  latter  can  be  chosen  from  a number  of 
suitable  compounds  such  as  ricin  A,  saporin,  etc. 
By  introducing,  via  the  transferrin  receptor,  this 
conjugate  into  the  tumor  cell  where  it  dissociates, 
the  toxin  moiety  kills  the  cell  through  interference 
with  its  cell  cycle  at  the  level  of  DNA,  RNA,  and 
protein  synthesis.  Thus,  a very  targeted  approach 
seems  feasible  leaving  normal  brain  cells  (which 
do  not  or  only  miminally  express  transferrin  re- 
ceptors) intact.  However,  many  practical  obstacles 
still  need  to  be  overcome,  although  a clinical  phase 
I trial  with  immunotoxins  in  patients  with  recur- 
rent malignant  gliomas  is  currently  underway  at 
the  NIH. 

Similarly,  the  much  publicized  advent  of  gene 
therapy  for  brain  tumors  will  need  extensive  clini- 
cal evaluation  in  carefully  executed  phase  I and  II 
trials  before  the  promise  can  be  turned  into  reality. 
Nevertheless,  the  introduction  of  retrovirus  or  ad- 
enovirus as  "carriers"  of  certain  enzvme-produc- 
ing  genes,  the  enzyme  subsequently  making  the 
tumor  cells  sensitive  to  certain  drugs,  is  an  elegant 
scientific  approach.31  It  may  be  the  prelude  to  a fu- 
ture in  which  specific  tumor  cell-directed  therapy, 
individualized  for  each  patient,  will  be  a routine 
procedure. 

As  a final  remark  we  would  like  to  emphasize 
that  there  is  a heightened  awareness  amongst  cli- 
nicians caring  for  brain  tumor  patients  that  qual- 
ity of  life  deserves  as  much,  if  not  more,  attention 
as  the  "high-tech"  developments  highlighted  in 
this  article.32 

Conclusion 

The  developments  in  neuro-oncology,  highlighted 
above,  reflect  the  various  efforts  to  design  treat- 
ments which  specifically  target  tumor  cells  and 
minimize  damage  to  normal  tissues,  therefore  pro- 
longing the  duration  and  improving  the  quality  of 
life  of  patients  with  brain  tumors.  This  should  even- 
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tually  lead  to  a more  optimistic  outlook  for  patients 
with  even  the  most  aggressive  of  brain  tumors. 
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Surgical  Management  of  Colorectal  Metastases  to  the 
Liver:  Role  of  Resection  and  Cryosurgery 

Philip  N.  Redlich,  MD,  PhD;  E.  Jack  Baker,  MD;  Timothy  L.  McAuliffe,  PhD; 
and  Edward  J.  Quebbeman,  MD,  PhD 


Abstract 

Long-term  results  of  41  patients 
who  underwent  hepatic  resection 
and  early  experience  with  21  pa- 
tients treated  by  hepatic 
cryosurgery  alone  or  combined 
with  resection  for  colorectal  me- 
tastases are  presented.  Patients 
treated  by  resection  had  three  or 
fewer  metastases,  no  perioperative 
mortality,  and  a mean  follow-up  of 
43.5  months.  The  five-year  overall 
survival  is  34%  with  a median  sur- 
vival of  48  months.  By  multivari- 
ate analysis,  only  transfusions  cor- 
related significantly  with  survival, 
but  in  a negative  manner  (p=0.05). 
A mean  of  4.3  units  were  trans- 
fused per  patient,  though  only  25 
patients  actually  received  transfu- 
sions. 
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Patients  treated  by  cryosurgery 
alone  or  combined  with  resection 
had  an  average  of  six  metastases, 
no  perioperative  mortality,  and  a 
mean  follow-up  of  16.5  months. 
The  median  survival  is  20  months, 
with  a two-year  overall  survival  of 
42%.  An  average  of  2.2  units  were 
transfused  per  patient,  and  none  in 
the  cryosurgery  only  group. 

Surgical  treatment  of  colorectal 
metastases  to  the  liver  in  selected 
patients  is  an  effective  mode  of 
therapy  with  low  morbidity  and 
mortality.  Cryosurgery  expands 
the  armamentarium  of  the  surgeon 
and  permits  surgical  treatment  of 
patients  who  would  otherwise  be 
considered  unresectable. 

Introduction 

The  liver  is  a frequent  site  of  me- 
tastases from  solid  tumors,  includ- 
ing cancers  from  the  gastrointesti- 
nal tract,  breast,  and  lung.  Though 
the  overall  survival  of  patients 
with  hepatic  metastases  is  poor,  pa- 
tients with  colorectal  metastases 
limited  to  the  liver  who  undergo 
curative  hepatic  resection  have  a 
five-year  survival  of  at  least  20- 
25%’.  Complete  resection  of 
colorectal  metastases  to  the  liver 
offers  the  only  chance  of  long-term 
survival  in  these  patients  when 
compared  to  the  natural  history  of 


disease,  treatment  with  hepatic  ar- 
tery ligation,  or  chemotherapy  ad- 
ministered systemically  or  via  the 
hepatic  artery2'5.  Results  of  sys- 
temic chemotherapy  for  patients 
with  metastatic  disease  in  prospec- 
tive randomized  trials  show  few,  if 
any,  survivors  beyond  36 
months5'8. 

Intraoperative  ultrasound- 
guided  cryosurgery  (in  situ  de- 
struction of  tumors  by  freezing) 
has  been  suggested  as  a new  and 
safe  modality  in  the  surgical  arma- 
mentarium for  the  management  of 
liver  metastases9.  The  results  of 
cryosurgery  compare  favorably 
with  resection,  but  with  less  mor- 
bidity10'11. We  present  our  long- 
term results  of  resection  of 
colorectal  metastases  to  the  liver  as 
well  as  our  early  experience  with 
hepatic  cryosurgery  at  the  Medical 
College  of  Wisconsin  teaching  hos- 
pitals. 

Methods 

Hepatic  Resection 
To  identify  patients  who  under- 
went resection  of  hepatic  me- 
tastases from  colorectal  carcinoma, 
we  reviewed  patient  records  retro- 
spectively from  January  1981 
through  October  1993  from  three 
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Months  Following  Liver  Resection 


Figure  1 . Survival  following  liver  resection.  Kaplan-Meier  plot  of  overall  survival  of  forty- 
one  patients  who  underwent  liver  resection  for  colorectal  metastases.  Tick  marks  repre- 
sent the  time  of  last  follow-up  of  patients  who  are  currently  alive. 


Continued  from  previous  page 

Medical  College  of  Wisconsin 
teaching  hospitals,  namely 
Froedtert  Memorial  Lutheran  Hos- 
pital,  John  L.  Doyne  Hospital  (for- 
merly Milwaukee  County  Medical 
Complex)  and  Clement  J.  Zablocki 
Veterans  Administration  Medical 
Center.  The  patients  were  operated 
on  by  different  surgeons  compris- 
ing the  surgical  staff  of  these  hos- 
pitals. Outcome  data  were  gath- 
ered from  review  of  case  report 
records  of  the  Department  of  Sur- 
gery, tumor  registry  abstracts  from 
the  respective  hospitals,  hospital 
charts,  physician  office  files,  and 
direct  contact  with  either  the  pa- 
tient or  relatives.  Transfusion  data 
were  obtained  directly  from  blood 
bank  records.  These  patients  met 
the  generally  accepted  criteria  for 
hepatic  resection  that  include  (i) 
three  or  fewer  hepatic  metastases, 
(ii)  absence  of  extrahepatic  me- 
tastases, (iii)  absence  of  cirrhosis, 
and  (iv)  feasibility  of  resection12. 
The  technique  most  often  used  was 
dissection  by  finger  fracture  with 
vascular  control  of  major  hepatic 
vessels. 

Hepatic  Cryosurgery 
The  technique  of  hepatic 
cryosurgery,  either  alone  or  com- 
bined with  resection,  has  been  uti- 
lized and  evaluated  for  patients 
with  metastases  originating  from 
colorectal  cancer  and  other  sites. 
From  August  1993  to  October  1994, 
21  patients  with  colorectal  me- 
tastases to  the  liver  were  treated  by 
hepatic  cryosurgery  alone  or  com- 
bined with  resection.  All  patients 
were  operated  on  at  Froedtert  Me- 
morial Lutheran  Hospital  by  one 
of  the  authors  (EJQ)  and  met  the 
criteria  for  resection  as  noted  above 
with  the  exception  that  the  proce- 
dure was  limited  only  by  the  feasi- 
bility of  the  operation  and  not  by 
the  number  of  metastases.  In  gen- 
eral, these  patients  were  not  con- 
sidered candidates  for  resection 
alone,  most  often  due  to  either  an 


excessive  number  of  metastases 
(greater  than  three)  or  their  poor 
anatomic  location.  Patient  informa- 
tion was  obtained  from  review  of 
tumor  registry  abstracts,  office 
files,  hospital  charts,  and  blood 
bank  records.  All  patients  under- 
went preoperative  CT  scanning, 
most  often  angioportography  CT 
scanning  of  the  liver  to  assess  the 
number  and  location  of  metastases. 

The  cryosurgery  procedure  is 
similar  to  previously  published 
techniques9.  Briefly,  exposure  is 
gained  by  a bilateral  subcostal  in- 
cision, the  abdomen  explored  and 
the  liver  completely  mobilized 
from  the  diaphram.  The  liver  is  ex- 
amined by  visual  inspection,  bi- 
manual palpation  and  intraopera- 
tive ultrasound  using  5 MHz  and 
7.5  MHz  probes.  Metastases  found 
during  exploration  are  correlated 
with  the  preoperative  imaging 
studies  to  confirm  identification  of 


all  tumors.  The  cryotherapy  probe 
(Cryotech,  model  LCS  2000,  Min- 
neapolis, MN)  is  placed  into  the 
center  of  each  metastasis  under 
ultrasound  guidance.  The  lesion  is 
frozen  to  -196°C  by  circulation  of 
liquid  nitrogen,  and  the  size  of  the 
iceball  is  monitored  by  ultrasound 
until  it  reaches  a dimension  2 cm 
greater  than  the  metastasis.  After 
a brief  thaw,  a second  freezing  cycle 
is  performed.  The  probe  is  re- 
moved and  resultant  tract  packed 
with  Surgicel,  leaving  the  treated 
lesion  in  situ.  CT  scanning  is  uti- 
lized in  follow-up  to  assess  regres- 
sion of  the  hepatic  cryolesions. 

Statistical  Analysis 
Wilcoxon  rank  sum  test  was  used 
for  analysis  of  blood  transfusion 
data.  Overall  and  disease-free  sur- 
vival curves  are  based  on  Kaplan- 
Meier  methodology.  Survival 
curves  were  compared  using  the 
Log  Rank  test  and  a p value  of 
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Figure  2.  Disease-free  survival  following  liver  resection.  Kaplan-Meier  plot  of  disease- 
free  survival  of  forty-one  patients  who  underwent  liver  resection  for  colorectal  metastases. 
Tick  marks  represent  the  time  of  last  follow-up  of  patients  who  are  currently  alive. 


<_  0.05  was  considered  statistically 
significant. 

Results 

Hepatic  Resection 
Forty-one  patients,  20  men  and  21 
women,  were  identified  who  un- 
derwent hepatic  resection  for 
colorectal  metastases.  Follow-up 
data  ranged  from  two  to  152 
months  with  a mean  of  43.5 
months.  Average  age  at  the  time  of 
diagnosis  of  liver  metastases  was 
63  years.  The  stages  of  the  patient's 
primary  colorectal  carcinoma  were 
distributed  according  to  the  Dukes' 
classification  as  follows:  two  (5%) 
cases  with  Dukes'  A;  17  (41%)  with 
B;  11  (27%)  with  C;  and,  11  (27%) 
with  D.  The  median  time  to  disease 
recurrence  in  the  liver  following 
treatment  of  the  primary  colorectal 
carcinoma  was  12  months  (median 
1 3.8,  range,  0-57).  The  types  of  liver 
resection  performed  were  variable 


including  nonanatomic  wedge  re- 
sections in  19  patients,  right  he- 
patic lobectomy  in  13  patients,  left 
hepatic  lobectomy  in  2 patients,  left 
lateral  segmentectomy  in  2 pa- 
tients, trisegmentectomy  in  2 pa- 
tients, and  combined  anatomic  and 
nonanatomic  resections  in  3 pa- 
tients. Twenty-five  patients  re- 
quired blood  transfusions  related 
to  the  operative  procedure.  The 
mean  number  of  units  of  blood 
transfused  per  patient  during  their 
hospitalization,  either  packed  red 
blood  cells  (PRBC)  or  whole  blood 
(WB),  for  all  41  patients  was  4.3  + 
1.25  units  (SE)  (median  2,  range  0 - 
46  units).  There  was  no  operative- 
related  mortality. 

The  median  overall  survival  fol- 
lowing hepatic  resection  for  all  pa- 
tients has  been  48  months  with  a 
34%  probability  (95%  confidence 
interval  (Cl)  0.2,  0.52)  of  five-year 
overall  survival  (Figure  1).  The  me- 


dian disease-free  survival  follow- 
ing hepatic  resection  has  been  26 
months  with  a 34%  probability 
(95%  Cl  0.2,  0.52)  of  five-year  dis- 
ease-free survival  (Figure  2).  A 
number  of  variables  were  analyzed 
for  their  impact  on  overall  survival, 
including  age,  gender,  Dukes' 
stage  of  primary  disease,  disease- 
free  interval  from  colon  resection 
to  discovery  of  liver  metastases, 
operative  procedure,  and  transfu- 
sions. Only  transfusions  correlated 
significantly  with  overall  survival 
(p=0.05),  i.e.,  patients  who  received 
transfusions  had  a shorter  survival. 
There  was  a trend  toward  im- 
proved survival  of  patients  whose 
primary  tumors  were  Dukes'  stage 
A or  B compared  to  C or  D,  with 
median  overall  survivals  of  53  vs 
45  months,  respectively;  however 
this  trend  did  not  reach  statistical 
significance  (p=0.06). 

Hepatic  Cryosurgery  Alone  or 
Combined  with  Resection 
Sixteen  patients  underwent  com- 
bined hepatic  cryosurgery  and  re- 
section of  metastases  and  five  pa- 
tients underwent  cryosurgery 
alone  as  their  initial  surgical  treat- 
ment of  colorectal  metastases  at 
our  institution.  One  patient  in  the 
cryosurgery  alone  group  had  un- 
dergone a right  lobectomy  for  treat- 
ment of  metastases  at  an  outside 
institution  eight  months  prior  to 
his  operation  at  our  institution. 
This  group  of  patients  is  comprised 
of  13  men  and  eight  women,  with 
a mean  age  at  the  time  of  diagno- 
sis of  liver  metastases  of  62.5  years. 
Follow-up  ranged  from  four  to  28 
months,  with  a mean  of  16.5 
months.  The  stages  of  the  patient's 
primary  carcinoma  were  distrib- 
uted as  follows:  two  (10%)  with 
Dukes'  B;  seven  (33%)  with  C;  and, 
12  (57%)  with  stage  D disease. 

Types  of  resections  that  accom- 
panied the  cryosurgical  procedure 
included  nonanatomic  wedge  re- 
section in  six  patients,  right  hepatic 
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lobectomy  in  three  patients,  left  he- 
patic lobectomy  in  one  patient,  left 
lateral  segmentectomy  in  one  pa- 
tient, trisegmentectomy  in  one  pa- 
tient, and  combined  anatomic  and 
nonanatomic  resections  in  four  pa- 
tients. The  mean  number  of  hepatic 
metastases  for  all  patients  was  6.0 
+ 3.9  (SD)  (range  1 - 17);  the  mean 
number  in  the  cryosurgery  alone 
group  was  two  (range  1 - 3).  The 
mean  number  of  units  of  blood 
transfused  per  patient  during  the 
hospitalization,  either  PRBC  or 
WB,  for  all  21  patients  was  2.2  + 
0.62  units  (SE)  (range  0 -10).  Pa- 
tients who  underwent  cryosurgery 
and  resection  (16  patients)  received 
an  average  of  2.9  + 0.74  units  (SE) 
versus  no  transfusions  in  the 
cryosurgery  alone  group  (5  pa- 
tients) (p=0.02). 

Complications  occurred  in  four 
patients  in  the  cryosurgery  and  re- 
section group  (esophagitis  with 
bleeding  that  required  transfusion 
of  eight  units  of  PRBC;  hypoten- 
sion responding  to  intravenous 
fluid;  right  subphrenic  abscess  and 
associated  pleural  effusion  treated 
by  percutaneous  drainage;  and,  an 
intraabdominal  abscess  associated 
with  disseminated  intravascular 
coagulation  (DIC)  treated  by  per- 
cutaneous drainage  and  fresh  fro- 
zen plasma  transfusion,  respec- 
tively). One  patient  who  under- 
went cryosurgery  alone  developed 
transient  renal  failure.  There  was 
no  operative-related  mortality. 

Though  follow-up  is  short,  the 
median  survival  has  been  reached 
at  20  months  with  a 2-year  overall 
survival  rate  of  42%. 

Discussion 

Hepatic  resection  of  colorectal  car- 
cinoma metastases  is  an  effective 
form  of  treatment  with  low  mor- 
bidity and  mortality  and  long-term 
survivors1'813.  Data  from  our  insti- 
tution supports  the  efficacy  of  this 
procedure  with  a median  survival 


of  48  months  and  overall  five-year 
survival  rate  of  34%,  similar  to  re- 
sults reported  in  other  recent  se- 
ries8. A number  of  factors  have 
been  considered  important  deter- 
minants of  survival  following  he- 
patic resection1.  In  our  series,  a 
trend  was  noted  toward  improved 
survival  with  earlier  Dukes'  stage 
of  the  primary  tumor,  but  statisti- 
cal significance  was  not  reached. 
Blood  transfusion  for  hepatic  resec- 
tion of  colorectal  metastases  has 
been  reported  to  be  an  important 
prognostic  variable  in  different  se- 
ries1416. Likewise,  patients  in  our 
series  who  received  transfusions  in 
the  hepatic  resection  group  also 
had  a decreased  overall  survival. 
The  explanation  for  an  adverse  ef- 
fect of  transfusion  on  survival  is 
not  obvious,  either  from  our  series 
or  the  literature,  but  is  probably 
multifactorial.  The  extent  of  opera- 
tion, as  one  factor,  correlates  with 
transfusion  requirements  in  our 
series  such  that,  when  considering 
all  62  patients,  those  who  under- 
went minor  resections  (wedge  or 
left  lateral  segmentectomy)  re- 
ceived fewer  transfusions  than 
those  who  underwent  major  resec- 
tions (lobectomy,  trisegmentect- 
omy, or  combined  resections),  0.97 
units  vs  6.03  units  (p<0.01),  respec- 
tively. Furthermore,  a decreased  re- 
quirement for  blood  transfusion 
was  noted  in  the  cryosurgery  pa- 
tient group  compared  to  the  he- 
patic resection  patient  group,  and 
no  transfusions  were  required  in 
those  patients  receiving 
cryosurgery  alone. 

Despite  the  efficacy  of  hepatic 
resection,  many  patients  are  not  re- 
ferred for  resection  due  to  the  pres- 
ence of  multiple  lesions  or  a poorly 
accessible  anatomic  location. 
Though  the  presence  of  greater 
than  three  metastases  is  considered 
by  many  authors  as  a contraindi- 
cation for  resection1213,  numerous 
studies  show  no  correlation  be- 
tween prognosis  and  number  of 
metastases1,817.  In  order  to  offer 


surgical  treatment  of  liver  me- 
tastases to  patients  who  may  not 
otherwise  be  considered  candi- 
dates for  resection  due  to  multiplic- 
ity of  metastases  or  poor  anatomic 
location,  we  have  explored  the  use 
of  cryosurgery  in  combination 
with  surgical  resection. 

Hepatic  cryosurgery  has  been 
reported  to  be  a safe  procedure  as- 
sociated with  survival  rates  simi- 
lar to  resection,  but  with  the  abil- 
ity to  conserve  hepatic  paren- 
chyma and  treat  otherwise 
unresectable  or  multiple  lesions4 
11 . Cryosurgery  was  well-tolerated 
in  our  patients  with  no  mortality 
and  acceptable  morbidity.  A me- 
dian survival  of  20  months  has 
been  observed,  with  a 2-year  over- 
all survival  rate  of  42%.  Consider- 
ing that  our  patients  would  be  cat- 
egorized as  nonoperative  candi- 
dates by  standard  criteria12- 13  and 
most  likely  offered  chemotherapy, 
the  median  survival  in  our  series 
compares  favorably  to  prospective 
randomized  chemotherapy  trials 
for  patients  with  metastatic  disease 
that  show  median  survivals  of  only 
eight  to  13  months.5'8  Longer  fol- 
low-up is  required  to  assess  the 
long-term  efficacy  of  surgical 
therapy  in  this  group  of  patients. 

Accurate  identification  of  the 
number  of  hepatic  metastases  and 
extent  of  disease  is  paramount  for 
successful  surgical  treatment, 
whether  by  resection,  cryosurgery, 
or  both  modalities.  In  our  experi- 
ence, identification  of  metastases 
by  high  resolution  CT  imaging, 
preferably  angioportography  CT18, 
and  correlation  with  intraoperative 
ultrasound19  achieves  the  best  re- 
sults. Furthermore,  precise  knowl- 
edge of  the  number  and  extent  of 
metastases  permits  critical  evalua- 
tion of  different  treatment  modali- 
ties for  this  disease. 

In  summary,  resection  of 
colorectal  metastases  to  the  liver 
offers  the  patient  the  best  chance 
for  cure  which,  in  our  series, 
reached  a rate  of  34%  for  five-year 
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overall  survival.  The  addition  of 
cryosurgery  to  resective  therapy 
enhances  the  armamentarium  of 
the  surgeon  to  control  disease  and 
permits  more  patients  to  be  candi- 
dates for  treatment  of  their  hepatic 
metastases  who  would  otherwise 
be  considered  unresectable. 
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Introduction 

Primary  malignant  rhabdoid  tumors  of  the  central 
nervous  system  are  rare.  These  tumors  are  aggres- 
sive neoplasms  that  mimic  the  histology  of  the  re- 
nal rhabdoid  tumor.  Although  this  lesion  normally 
involves  the  kidney,  other  sites  of  primary  involve- 
ment such  as  the  central  nervous  system  have  been 
described.  To  our  knowledge,  only  16  cases  of  pri- 
mary non-renal  malignant  rhabdoid  tumors  have 
been  described.1 

Brain  tumors  represent  the  most  common  solid 
neoplasm  category  in  children  and  are  second  in 
frequency  only  to  leukemia.  In  the  United  States 
alone,  around  1,000  to  1,500  new  CNS  tumors  are 
diagnosed  every  year.  The  estimated  incidence  in 
children  under  15  years  of  age  is  2.4  per  100,000.  In 
the  pediatric  population  as  a whole,  there  is  simi- 
lar frequency  of  infra  and  supratentorial  neo- 
plasms, however,  the  incidence  varies  in  different 
age  groups.  In  infants  and  children  under  three 
years  of  age,  supratentorial  tumors  are  more  com- 
mon. From  four  to  11  years  the  posterior  fossa  tu- 
mors predominate  and  no  difference  is  noted  be- 
yond this  age  group.  The  most  common  supraten- 
torial neoplasms  include  teratomas,  primitive  neu- 
roectodermal tumors  (PNET),  astrocytomas  and 
choroid  plexus  papillomas2.  Potential  presenting 
signs  and  symptoms  of  supratentorial  neoplasms 
include  progressive  macrocephaly,  nausea,  vomit- 
ing, lethargy  and  seizures.  Patients  with  posterior 
fossa  neoplasms  may  present  with  focal  weakness, 
seizures,  vomiting,  visual  disturbances,  ataxia  and 
gait  disturbances2. 

Case  Report 

We  present  our  case  of  a 12-month-old  boy  with 
normal  development  and  no  symptoms  until  two 
months  prior  to  consultation,  at  which  time  his 
level  of  activity  abruptly  decreased.  Two  days  prior 
to  admission,  he  developed  staring  spells,  drool- 
ing, facial  contractions,  tremors,  but  no  seizures  or 
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Fig  1.  Unenhanced  axial  CT  image  shows  a left  temporo-pa- 
rietal-occipital  mass  with  a large  cystic  component  (c).  The 
solid  component  is  hypodense  to  adjacent  gray  matter.  There 
is  significant  midline  shift. 


loss  of  consciousness.  A computed  tomographic 
examination  of  the  brain  showed  a 7x8x7  cm  mass 
with  mixed  tissue  characteristics.  The  mass  was 
predominantly  a low  density  lesion  involving  the 
left  cerebral  hemisphere.  The  mass  caused  a sig- 
nificant midline  shift  (Fig.  1).  Cranial  magnetic 
imaging  showed  a large  tumor  composed  of  mixed 
cystic  and  solid  components.  Involvement  of  nearly 
the  entire  left  cerebral  hemisphere,  with  minimal 
sparing  of  the  frontal  lobe,  was  demonstrated. 
Marked  circumferential  with  minimal  central  en- 
hancement was  noted  with  Gadolinium  pentetate. 
A midline  shift  with  dilatation  of  the  right  lateral 
ventricle,  uncal  compression  and  bilateral  white 
matter  edema  was  apparent.  No  other  areas  of 
meningeal  enhancement  or  spinal  involvement 
were  present  (Fig.  2).  An  abdominal  CT  was  per- 
formed to  evaluate  for  coexisting  renal  pathology 
and  was  found  to  be  normal. 

The  patient  quickly  deteriorated  and  required  a 
tumor  cyst  decompression  in  the  Intensive  Care 
Unit.  A left  parieto-occipital  craniotomy  for  tumor 
resection  followed.  The  initial  frozen  section 
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Fig  2A.  Transverse  T2  weighted  (2500/90)  image  shows  a 
mixed  mass  ivith  a large  cystic  component  (c)  and  midline 
shift.  The  solid  component  shows  hyperintense  center  and 
isodense  periphery  when  compared  to  adjacent  gray  matter. 


Fig  2 B.  T1  weighted  (510/20)  axial  image  at  the  same  level 
shows  an  isointense  solid  component  of  the  mass. 


showed  embryonal  cell  lines  but  no  definite  diag- 
nosis was  established.  Final  pathological  analysis 
demonstrated  a cellular  tumor  with  necrosis,  des- 
moplasia, positive  glial  fibrillary  acidic  protein 
(GFAP),  positive  synaptophysin  and  positive 
desmin.  Electron  microscopy  demonstrated  dense 
core  granules  and  primitive  dense  filaments. 

The  patient  received  two  regimens  of  Vincris- 
tine and  Cytoxan.  The  tumor  recurred  three  months 
following  surgery  and  the  patient  underwent  a 
second  resection  and  photodynamic  therapy 
(photofrin  and  laser  light).  The  patient  is  now 
stable,  five  months  following  the  initial  diagnosis. 

Discussion 

Histologically,  malignant  rhabdoid  tumors  simu- 
late primitive  neuroectodermal  tumors  or  rhab- 
domyosarcomas3. On  light  microscopy,  these  tu- 
mors show  abundant  eosinophilic  cytoplasm,  in- 
tracytoplasmic  filamentous  inclusions  and  large 
nucleoli.  On  electron  microscopy,  the  whirling  in- 
tracytoplasmic  filamentous  structures  represent 
vimentin4. 

Immunohistochemical  analysis  show  these  fila- 
ments to  be  positive  for  cytokeratin  and  v imentin 
and  negative  for  neurofilaments,  myoglobin  and 
desmin4.  Our  case  does  not  fulfill  all  the  immuno- 
histochemical criteria.  Although  the  exact  origin 
of  primary  CNS  rhabdoid  tumor  is  unclear  and  con- 
troversial, Parham  et  al,  concluded  that  these  rep- 
resent a heterogeneous  group  of  neoplasms  and 
that  should  be  termed  "poorly  differentiated  neo- 


plasms with  rhabdoid  features"6. 

As  with  other  brain  tumors,  the  clinical  presen- 
tation depends  on  tumor  size  and  location.  The  re- 
ported average  age  at  presentation  is  two  years, 
three  months,  and  there  appears  to  be  a male  pre- 
dominance3. Of  the  reported  cases,  there  appears 
to  be  a slight  predilection  for  an  infratentorial  lo- 
cation, and  a left  sided  predominance.  They  may 
be  intraventricular  or  located  in  the  cerebellar  pon- 
tine angle5'7.  Our  case  demonstrated  a large  mixed 
density  lesion  with  a solid  component  predomi- 
nantly hypodense  to  gray  matter  on  Cl  (Fig.  1).  Pre- 
viously reported  cases  describe  tumors  which  have 
been  isodense  to  hyperdense  on  CT4  6.  One  reported 
case  contained  calcification  and  was  multifocal6. 
The  MRI  characteristics  of  our  case  were  similar  to 
the  few  cases  previously  reported.  These  tumors 
are  usuallv  large  with  cystic/ necrotic  foci.  The  solid 
portions  of  the  tumor  may  parallel  normal  gray 
matter  signal  on  T1  and  T2  weighted  sequences, 
presumably  due  to  their  cellularity7.  The  MR  and 
CT  characteristics  of  these  lesions  appear  to  be 
rather  nonspecific  and  parallel  other  more  common 
tumor  such  as  PNET,  teratomas,  and  aggressive  as- 
trocytomas, especially  in  infants  and  younger  pa- 
tients. When  intraventricular,  they  may  mimic  a 
choroid  plexus  papilloma /carcinoma. 

Prognosis  of  this  tumor  is  dismal  despite  multiple 
therapeutic  regimens,  with  a sunival  range  be- 
tween two  weeks  and  eight  months.  The  cellular- 

Continued  on  next  page 
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Fig  2C.  Enhanced  T1  weighted  (510/20)  axial  image  shows 
marked  peripheral  enhancement  and  minimal  central  enhance- 
ment. 


Continued  from  previous  page 

ity  and  tendency  for  subarachnoid  spread  may  ac- 
count for  its  rapid  dissemination  and  recurrence3. 
Radiation  therapy  is  controversial  in  this  age  group, 
although  it  may  be  effective  in  inducing  local  re- 
mission3. 

Malignant  rhabdoid  tumor  of  the  central  ner- 
vous system  is  an  uncommon  tumor  and  usually 
occurs  in  young  children.  Depending  on  location, 
they  may  appear  similar  to  the  more  common  tu- 
mors of  infancy  and  childhood  such  as  PNET,  ter- 
atomas, astrocytomas  and  choroid  plexus  papillo- 
mas/carcinomas. Although  usually  aggressive 
appearing,  its  imaging  characteristics  are  varied 
and  are  not  highly  specific.  Clinically,  it  should  be 
emphsized  that  the  prognosis  is  poor  due  to  the 
rapid  and  progressive  growth  of  the  tumor,  and 
patients  can  rapidly  deteriorate. 
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Coronary  Artery  Stenting  During  Acute  Myocardial 
Infarction  in  Patients  Treated  with  Ilb/IIIa 
Anti-Platelet  Antibodies:  Early  Outcome  Results 

David  K.  Murdock,  MD;  Mark  T.  Hoffman,  MD;  Timothy  N.  Logemann,  MD;  Jay  S.  Kaufman,  MD; 
and  Richard  S.  Engelmeier,  MD,  Wausau 


Percutaneous  transluminal  coronary  angioplasty  has  been  shown  to  be 
an  effective  treatment  for  acute  myocardial  infarction.  Despite  encour- 
aging results,  this  form  of  treatment  is  limited  by  a high  incidence  of 
recurrent  ischemia  either  due  to  early  rethrombosis  or  to  restenosis  of 
the  infarct  vessel  within  the  first  six  months.  Coronary  artery  stents 
decrease  restenosis  but  are  considered  contraindicated  in  situations 
were  thrombus  is  present.  c7E3  is  a potent  anti-platelet  agent  which 
inhibits  thrombus  formation.  We  deployed  44  stents  as  part  of 
angioplasty  for  acute  myocardial  infarction  in  18  patients  given  c7E3. 
All  patients  obtained  normal  flow  angiographically  and  no  stent 
thrombosis  was  observed.  Wis  Med  J 1996, 95(12):887 -891. 


Direct  percutaneous  trans-lu- 
minal  coronary  angio- 
plasty (PTCA)  has  been  shown  to 
be  an  effective  means  of 
recanalizing  thrombosed  vessel  in 
patients  with  acute  myocardial  in- 
farction.1'5 Although  blood  flow  is 
usually  restored  by  this  technique, 
several  limitations  exist.  Recurrent 
ischemic  events  are  common  due 
to  rethrombosis  at  the  dilated 
site.1"5  Elastic  recoil  and  localized 
dissection  my  play  an  integral  role 
by  predisposing  to  thrombosis.6-7 
Additionally,  there  is  a frequent 
need  for  repeat  PTCA  within  six 
months  due  to  the  high  rate  of 
restenosis  of  the  culprit  lesion. 2"4-8-9 
By  preventing  elastic  recoil  and 
sealing  dissection  planes,  coronary 
artery  stents  have  been  shown  to 
decrease  acute  ischemic  complica- 
tions of  coronary  angioplasty.10-11 
By  decreasing  the  incidence  of 
restenosis,  coronary  stents  have 
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also  been  shown  to  significantly 
reduce  long  term  ischemic  compli- 
cations and  need  for  additional 
coronary  interventions.12-13  Despite 
these  benefits,  the  concern  that 
placing  a stent  into  an  area  of  ac- 
tive thrombus  formation  might 
lead  to  stent  thrombosis  has  lim- 
ited the  use  of  stents  during  acute 
myocardial  infarction.1417 

Coronary  thrombosis  is  initiated 
by  the  adhesion  of  platelets  to  sites 
of  vascular  injury.18-19  Activation  of 
the  Ilb/IIIa  receptor  on  the  plate- 
let surface  results  in  a conforma- 
tional change  in  the  receptor  which 
allows  the  platelets  to  bind  fibrino- 
gen and  other  adhesive  proteins. 
This  results  in  platelet  aggregation 
and  ultimately  thrombosis.  Anti- 
bodies directed  at  the  Ilb/IIIa  re- 
ceptor have  been  shown  to  pro- 
foundly decrease  platelet  aggrega- 
tion.20-21 The  Fab  subunit  of  a hu- 
manized murine  monoclonal  IgG 
molecule  (c7E3)  has  recently  been 
shown  to  significantly  reduce  acute 
ischemic  complications  in  patients 
undergoing  coronary  angioplasty 
by  preventing  thrombosis.22 

Because  of  the  effectiveness  of 
c7E3  in  inhibiting  thrombosis  at 
PTCA  sites,  this  agent  may  be  use- 
ful in  preventing  stent  thrombosis 


allowing  one  to  deploy  a stent  into 
areas  of  active  thrombus  formation 
when  unsatisfactory  results  occur 
during  PTCA  for  acute  myocardial 
infarction.  We  describe  our  experi- 
ence with  coronary  stenting  during 
acute  myocardial  infarction  in  pa- 
tients treated  with  c7E3. 

Methods 

Patients:  Between  10/10/95  and 
03/05/96,  18  patients  underwent 
emergency  PTCA  with  associated 
coronary  artery  stenting  for  acute 
myocardial  infection  at  Wausau 
Hospital  Center.  All  patients  pre- 
sented within  12  hours  of  the  on- 
set of  symptoms,  had  ST  segment 
elevation  on  the  ECG  and  were 
experiencing  on  going  ischemic 
symptoms.  Five  of  the  18  patients 
had  been  given  systemic 
thrombolytics  but  had  either  failed 
to  reperfuse  (one  patient)  or  devel- 
oped recurrent  acute  ischemia  due 
to  rethrombosis  (four  patients).  The 
other  13  patients  were  taken  di- 
rectly to  the  catheterization  labo- 
ratory without  antecedent  throm- 
bolytic therapy  for  primary  PTCA. 
Flow  in  the  infarct  related  vessel 
was  graded  as  describe  in  the 
Thrombolysis  In  Myocardial  Inf- 
arction (TIMI)  trial.23  Following 
standard  PTCA  of  the  infarct  re- 
lated vessel,  each  patient  had  evi- 
dence of  elastic  recoil,  retained 
athromatous  debris,  or  localized 
dissection  which  would  normally 
have  been  treated  with  coronary 
stenting  if  similar  results  were  en- 
countered during  non-emergent 
PTCA.  These  patients  were  treated 
with  c7E3  and  one  or  more  coro- 
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nary  artery  stents  deployed.  Stan- 
dard 3.0  mm  to  4.0  mm  Palmaz- 
Schatz  coronary  stents  were  de- 
ployed in  17  of  the  patients.  One 
patient  received  5.0  mm  Palmaz 
pl04m  biliary  stents  due  to  infarc- 
tion caused  by  an  occluded  saphe- 
nous vein  bypass  graft.  Following 
stent  deployment  high  pressure 
balloon  inflation  (14  to  18  atm)  was 
used  to  firmly  embed  the  stent  in 
the  vessel  wall. 

Since  most  stent  thrombosis  oc- 
curs within  the  first  two  weeks  of 
deployment,  the  occurrence  of 
stent  thrombosis  within  14  days  of 
stent  implant  serves  as  the  end 
point  of  this  study.  Stent  thrombo- 
sis was  defined  as  the  recurrence 
of  ischemic  symptoms  associated 
with  ECG  evidence  of  ischemia 
and  confirmed  by  coronary  an- 
giography. 

Anticoagulation  Protocol:  c7E3 

(ReoPro,  Centocor,  Malvern,  Pa.) 
was  given  as  a 0.25  mg  per  kg  of 
body  weight  bolus  over  one 
minute  and  continued  at  10  ug  per 
minute  for  12  hours.  In  most  cases 
PTCA  was  performed  prior  to  the 
administration  of  c7E3.  In  each 
case  c7E3  was  administered  before 
the  coronary  stents  were  deployed. 
At  least  5000  units  of  heparin  as  a 
bolus  and  325  mg  aspirin  were  ad- 
ministered prior  to  PTCA.  Addi- 
tional heparin  in  2000  to  5000  in- 
crements was  administered  as  nec- 
essary to  target  the  activated  clot- 
ting time  between  280  and  350  sec- 
onds. Following  the  procedure 
each  patient  was  maintained  on  as 
least  325  mg  aspirin  a day, 
ticlopidine  250  mg  twice  a day,  and 
was  started  on  warfarin  within  24 
hours  of  the  procedure  and  contin- 
ued for  at  least  30  days  targeting 
the  international  normalized  ratio 
(INR)  2.0  to  3.0.  After  the  proce- 
dure, heparin  was  held  and  the 
activated  clotting  time  was  al- 
lowed to  d rift  down  below  1 80  sec- 
onds before  removing  the  vascular 


sheaths.  Manual  pressure  was  ap- 
plied until  bleeding  was  controlled 
(usually  30-45  minutes)  and  a 10  lb 
sand  bag  over  a wedge  pressure 
dressing  applied  for  at  least  6 ad- 
ditional hours.  Four  hours  after 
vascular  sheath  removal,  heparin 
was  restarted  as  a 1500  unit  bolus 
and  1000  units/ hr  infusion.  The 
maintenance  dose  was  adjusted  to 
maintain  the  activated  partial- 
thromboplastin  time  1.5  to  2.5 
times  the  control  value.  Heparin 
was  continued  until  the  effects  of 
daily  warfarin  had  achieved  an 
INR  of  at  least  2.0.  Patients  were 
kept  at  strict  bed  rest  for  the  first 
24  to  36  hours  after  the  procedure. 

Additional  Care:  Patients  re- 
mained in  the  hospital  until  they 
were  felt  to  be  clinically  stable  and 
were  fully  ambulatory  (three  to  15 
days).  Additional  cardiac  medica- 
tions such  as  digoxin,  diuretics, 
beta  blockers,  and  angiotensin  con- 
verting enzyme  inhibitors  were 
administered  when  felt  indicated 
on  a case  by  case  basis.  Bleeding 
complications  were  treated  as  per 
the  judgment  of  the  attending  phy- 
sician and  included  interrupting 
heparin  therapy  or  reversing  its 
effects  with  protamine  sulfate,  in- 
terrupting c7E3,  as  well  as  blood 
product  transfusions  ( packed  red 
blood  cells,  platelets,  fresh  frozen 
plasma). 

Results 

Of  the  18  patients,  eight  were  fe- 
male and  ten  were  male.  Their  ages 
ranged  from  27  to  87  ( mean  65 
+ /-  17)  years.  Eight  of  the  18  pa- 
tients were  greater  than  75  years 
old.  Coronary  angiography  re- 
vealed evidence  of  thrombus  for- 
mation in  the  infarct  related  vessel 
in  each  patient.  Eleven  patients  had 
TIMI  grade  O or  1 flow  at  the  time 
of  angiography,  while  three  pa- 
tients had  TIMI  grade  2 flow  and 
four  patients  had  TIMI  grade  3 
flow.  The  infarction  involved  the 
left  anterior  descending  coronary 
artery  (LAD)  in  four  patients,  the 


left  circumflex  coronary  artery 
(LCA)  in  five  patients,  the  right 
coronary  artery  (RCA)  in  eight  pa- 
tients, and  a RCA  saphenous  vein 
graft  in  one  patient.  Six  patients 
were  in  congestive  heart  failure  on 
presentation  and  four  patients 
were  in  cardiogenic  shock.  All  four 
patients  with  cardiogenic  shock 
were  greater  than  75  years  old.  An 
intra-aortic  balloon  pump  (IABP) 
was  used  in  seven  patients. 

A total  of  44  stents  were  de- 
ployed, 38  of  these  in  the  infarct 
related  vessel,  and  an  additional  six 
were  deployed  in  the  same  setting 
in  non-infarct  related  vessels  after 
first  stenting  the  infarct  related  ves- 
sel. Of  those  stents  placed  in  the 
infarct  related  vessel,  nine  patients 
had  a single  stent  deployed,  four 
patients  received  2 stents,  and  five 
patients  received  3 or  more  stents. 
Sixteen  3.0  mm  stents,  thirteen  3.5 
mm  stents,  four  4.0  mm  stents,  and 
five  5.0  mm  biliary  stents  were  de- 
ployed into  the  infarct  related  ves- 
sel. In  each  instance  the  stents  were 
successfully  deployed  and  resulted 
in  a widely  patent  vessel.  Figure 
one  is  an  example  of  a patient  who 
received  two  stents  in  the  infarct 
related  vessel.  This  84-year-old  fe- 
male presented  within  one  hour  of 
onset  of  an  anterior  wall  Ml.  Initial 
angiography  demonstrated  a 75% 
stenosis  of  the  LAD  before  the  ma- 
jor diagonal  branch  and  a 100% 
occlusion  due  to  thrombus  after  the 
diagonal  branch  (Fig  1-A).  Initially 
after  PTCA  of  the  LAD  with  a 2.5 
mm  balloon  a satisfactory  result 
was  obtained.  However  within  a 
few  minutes  a significant  lesion 
had  recurred  due  to  elastic  recoil 
(Fig  1-B).  Within  five  minutes  of 
PTCA,  rethrombosis  had  occurred. 
c7E3  was  administered  and  a 3.0 
mm  stent  was  placed  into  the 
thrombosed  site  after  the  diagonal 
and  a 3.5  mm  stent  was  placed  in 
the  proximal  LAD  (Fig  1-C).  Note 
that  the  vessel  is  now  widely 
patent  with  TIMI  grade  3 flow. 
Similar  results  were  achieved  in 
each  patient.  That  is  TIMI  grade  3 
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Fig  1:  Coronary  angiography  reveals  TIMI  grade  O flow  in  the  LAD  after  the  first  diagonal  branch  and  a 75%  stenosis 
preceding  the  diagonal  branch  (A).  A few  minutes  after  successful  PTCA  elastic  recoil  is  evident  with  early  restenosis  (B). 
After  coronary  artery  stenting  a widely  patent  vessel  with  TIMI  grade  3 flow  is  evident  (C).  See  text  for  details. 


flow  and  a widely  patent  vessel 
was  achieved  in  each  patient. 

Ischemic  Complications:  Three 
patients  experienced  transient  no- 
reflow during  the  initial  PTCA 
which  resolved  with  intracoronary 
nitroglycerine  but  prompted  the 
insertion  of  an  IABP  in  one  patient. 
After  the  patients  left  the  catheter- 
ization laboratory,  no  recurrent  is- 
chemic complications  were  ob- 
served. No  patient  experienced 
stent  thrombosis  in  either  the  inf- 
arct or  non  infarct  related  vessel 
during  the  follow  up  period  two 
to  23  weeks.  No  patient  was  re- 
ferred for  urgent  or  elective  cardiac 
surgery. 

Bleeding  Complications:  Four  pa- 
tients required  one  or  more  units 
of  packed  cells  or  other  blood  prod- 
ucts because  of  bleeding.  Two  pa- 
tients experienced  severe  bleeding 
complications.  Both  of  these  pa- 
tients were  in  cardiogenic  shock  at 
the  time  of  the  procedure.  One  pa- 
tient was  a 77-year-  old  male  who 
survived  the  procedure  and  was 
doing  well  only  to  develop  a fatal 
intracerebral  bleed  at  the  site  of  an 
AV  malformation  two  days  later. 
This  was  the  only  mortality  ob- 
served. The  other  patient  was  a 76- 


year-old  female  patient  who  devel- 
oped progressive  heart  failure,  hy- 
potension and  pulmonary  edema 
during  the  procedure  and  needed 
to  be  intubated  for  24  hours  and 
supported  short  term  with  an 
IABP.  Her  hemodynamics  stabi- 
lized rapidly  after  stenting  the  cul- 
prit lesion.  However,  two  hours 
later  she  developed  severe  bleed- 
ing around  the  IABP  access  site  and 
was  treated  with  protamine  sul- 
fate, packed  red  blood  cell  trans- 
fusion, and  platelet  transfusions. 
After  removal  of  the  IABP  her 
bleeding  was  controlled  and  anti- 
coagulation was  continued  with- 
out sequel.  Less  severe  bleeding 
including  groin  hematomas, 
epistaxis,  mild  hematuria,  or  mild 
hemoptasis  was  seen  in  four  pa- 
tients shortly  after  the  procedure. 
No  patient  developed  any  signifi- 
cant bleeding  complications  after 
the  first  48  hours. 

Discussion 

Mortality  from  acute  myocardial 
infarction  can  be  significantly  re- 
duced by  restoring  flow  in  the  inf- 
arct related  vessel.24  In  the  Primary 
Angioplasty  in  Myocardial  Infarc- 
tion (PAMI)  trial,  direct  PTCA  was 
compared  to  tissue  plasminogen 
activator.  In  this  trial,  direct  PTCA 


was  associated  with  a higher  inf- 
arct related  artery  patency  rate, 
greater  chance  of  TIMI  grade  3 
flow,  fewer  ischemic  complica- 
tions, and  a lower  stroke  and  mor- 
tality rate  than  thrombolytic 
therapy.1  Although  direct  PTCA 
may  be  the  most  effective  means 
of  reperfusion,  recurrent  ischemia 
remains  common.  In  the  PAMI 
trial  10.3%  developed  recurrent  is- 
chemia. Others  have  also  reported 
a considerable  rate  of  urgent  repeat 
PTCA  adding  to  the  morbidity  and 
cost  of  direct  PTCA.1'5  When 
rethrombosis  occurs  PTCA  results 
are  frequently  suboptimal.  Signifi- 
cant early  re-narrowing  maybe  evi- 
dent because  of  elastic  recoil  or  dis- 
sected tissue  planes.  Because  of 
high  reocclusion  rates  after  direct 
infarct  angioplasty,  the  routine  use 
of  an  IABP  has  been  advocated  in 
an  attempt  to  augment  coronary 
flow  and  decrease  the  chances  of 
rethombosis.25 

Coronary  stents  are  ideally 
suited  to  prevent  elastic  recoil  and 
seal  dissected  tissue  planes.  Their 
use  is  associated  with  a much 
larger  gain  in  lumenal  diameter 
and  less  late  restenosis  than  PTCA 
alone.12,13  However,  early  investiga- 
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tors  noted  a high  incidence  of  stent 
thrombosis  when  stents  were  de- 
ployed in  acute  ischemic  syn- 
dromes and  consequently  stents 
are  generally  considered  contrain- 
dicated in  situations  where  throm- 
bus is  present.14  Limited  studies 
have  thus  far  been  carried  out  in 
the  setting  of  acute  myocardial  in- 
farction. Walton  et  ah'1  described  a 
patient  who  developed  a dissection 
during  direct  infarct  angioplasty  of 
the  RCA  which  was  successfully 
treated  with  a larger  4.0  mm  stent 
coupled  with  intracoronary  uroki- 
nase. A few  preliminary  studies 
have  now  been  presented  which 
vary  in  the  use  of  adjuvant 
intracoronary  thrombolytic,  use  of 
anticoagulants  and  oral 
antiplatelet  therapy.1617  Stent 
thrombosis  has  been  variable  in 
these  preliminary  reports  ranging 
form  4.5%  to  9.6%. 

Although  our  numbers  are 
small,  we  have  seen  impressive 
acute  results  when  direct  PTCA  is 
coupled  with  stent  deployment 
during  acute  myocardial  infarction 
in  patients  given  the  Ilb/IIIa  recep- 
tor anti-platelet  antibody  c7E3. 
Even  though  all  patients  had  active 
thrombus  at  the  time  of  stent  de- 
ployment, no  patient  suffered  stent 
thrombosis  and  in  each  case  TIM1 
grade  3 flow  was  achieved.  We  ob- 
tained these  results  without  the  use 
of  adjuvant  intracoronary 
thrombolytics.  Whether  we  would 
have  gotten  similar  results  without 
the  use  of  c7E3  is  unknown. 

Advanced  age  is  a very  power- 
ful predictor  of  mortality  from 
acute  myocardial  infarction  with 
reported  in  hospital  mortality  rates 
ranging  from  20  to  33%.2  Eight  of 
our  patients  were  older  than  75. 
Although  our  overall  survival  rate 
was  very  acceptable  (17  of  18  pa- 
tients including  three  of  four  pa- 
tients in  cardiogenic  shock)  its  im- 
portant to  note  that  both  severe 
bleeding  complications  with  one 
resultant  mortality  occurred  in  this 


age  group.  We  used  an  aggressive 
anti-coagulation  protocol  because 
of  our  concern  over  stent  thrombo- 
sis. It  is  possible  that  we  could  have 
achieved  similar  results  with  less 
intense  post  procedure  anti-coagu- 
lation protocol  and  were  are  cur- 
rently exploring  eliminating  hep- 
arin and  warfarin  from  the  post 
stenting  protocol  in  select  cases. 

Late  restenosis  following  suc- 
cessful PTCA  remains  a problem 
even  under  the  most  ideal  of  con- 
ditions. This  problem  is  also  com- 
mon following  PTCA  for  acute 
myocardial  infection  and  may  ap- 
proach 40-50%.2'4A9  Both  coronary 
stents  and  c7E3  have  been  shown 
to  decrease  late  restenosis.121326 
Although  we  have  not  yet  seen 
clinical  evidence  of  restenosis  in 
any  of  our  patients,  the  follow-up 
period  is  still  to  short  (two  to  23, 
mean  11  +/-  6 weeks)  to  determine 
if  restenosis  will  remain  a signifi- 
cant problem. 

In  summary  we  found  that  we 
could  deploy  coronary  stents  at  the 
time  of  direct  PTCA  for  myocardial 
infarction  into  areas  of  active 
thrombus  formation  with  a low 
risk  of  rethrombosis  in  patients 
given  c7E3.  TIMI  grade  3 flow  was 
observed  in  each  patient.  Short 
term  survival  rates  are  very  prom- 
ising. Bleeding  complications  re- 
main a concern.  Long  term  follow- 
up and  larger  numbers  are  neces- 
sary before  definitive  conclusion 
about  this  approach  can  be  made. 
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and  Theodore  A.  Kotchen,  MD,  Milwaukee 


Internal  medicine  has  benefited 
by  a number  of  major  ad- 
vances in  the  past  two  to  three 
years.  In  this  article,  we  provide 
brief  overviews  of  several  selected 
areas  that  are  rapidly  changing  and 
which  we  believe  to  be  of  particu- 
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lar  importance  to  primary  care 
physicians.  The  overviews  are  not 
intended  to  be  comprehensive,  but 
rather  to  provide  a summary  of  the 
area,  permitting  readers  to  inves- 
tigate further,  if  desired. 

Venous  Thromboembolism 

There  have  been  new  develop- 
ments in  diagnosis  and  treatment 
of  venous  thromboembolism.  Two 
diagnostic  advances  warrant  men- 
tion. First,  recent  studies  have  iden- 
tified a point  mutation  in  the  co- 
agulation factor  V gene,  which 


causes  this  coagulation  factor  to  be 
abnormally  resistant  to  degrada- 
tion by  activated  protein  C (APC). 
This  syndrome,  which  is  termed 
"APC  resistance,"  or  "Factor  V 
Leiden,"  now  appears  to  be  the 
most  common  inherited  risk  factor 
for  venous  thromboembolism. 

Secondly,  hyperhomocyste- 
inemia,  a disorder  of  methionine 
metabolism,  has  been  demon- 
strated to  be  associated  with  recur- 
rent thrombosis  as  well  as  with 
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atherosclerotic  coronary  heart  dis- 
ease. While  homozygous 
homocystin-uria  had  been  previ- 
ously recognized  as  a cause  of  ar- 
terial and  venous  thrombosis, 
much  more  modest  levels  of  ho- 
mocysteine now  appear  patho- 
genic. Hyper-homocysteinemia 
can  be  corrected  by  folic  acid 
supplementation,  but  whether  this 
will  protect  against  venous  throm- 
bosis is  unknown. 

The  availability  of  low  molecu- 
lar weight  (LMW)  heparin  (as  op- 
posed to  standard  unfractionated 
heparin)  has  been  a major  advance 
for  the  treatment  of  venous  throm- 
bosis. Although  the  different  LMW 
heparins  are  somewhat  heteroge- 
neous, in  general  they  have  better 
bioavailability,  a longer  half-life, 
and  more  predictable  anticoagula- 
tion than  unfractionated  heparin. 
These  qualities  permit  subcutane- 
ous dosing  using  standardized 
(weight-adjusted)  doses  without 
routine  laboratory  monitoring  of 
the  PTT.  Patients  with  deep  venous 
thrombosis  (DVT)  treated  initially 
with  LMW  heparin  have  fewer 
thromboembolic  complications, 
lower  mortality,  and  fewer  hemor- 
rhagic complications. 

Two  randomized  trials  have 
found  that  selected  patients  with 
proximal  DVT  can  be  treated  pri- 
marily at  home  with  LMW  heparin 
just  as  safely  as  in  the  hospital  with 
standard  heparin.  Since  the  outpa- 
tient LMW  heparin  treatment  strat- 
egy was  associated  with  large  re- 
ductions in  hospital  length  of  stay, 
there  is  the  potential  for  major  cost 
savings  in  the  treatment  of  venous 
thrombosis.  However,  it  should  be 
noted  that  patients  for  outpatient 
treatment  were  carefully  selected, 
and  patients  with  symptomatic 
pulmonary  embolism  or  certain 
other  complicating  conditions 
were  excluded  from  these  studies. 

Peptic  Ulcer  Disease 

It  is  now  believed  that  the  vast  ma- 


jority of  peptic  ulcers,  especially 
duodenal  ulcers,  are  caused  by  the 
gram  negative  bacillus,  Helico- 
bacter pylori,  rather  than  by  over- 
production of  acid.  The  rate  of  ul- 
cer recurrence  is  decreased  mark- 
edly by  eradication  of  the  H.  py- 
lori infection,  and  antibiotic 
therapy  should  be  considered  part 
of  the  initial  management  of  pa- 
tients with  duodenal  or  gastric  ul- 
cer who  are  infected  with  H.  py- 
lori. It  is  not  desirable  to  wait  to 
prescribe  antibiotics  until  an  ulcer 
recurs  because  the  recurrence  rate 
without  antibiotics  is  so  high. 

The  determination  of  H.  pylori 
infection  previously  required  en- 
doscopy, but  it  now  appears  that 
two  non-invasive  tests  (urea  breath 
test  and  serum  IgG)  are  signifi- 
cantly accurate  to  diagnose  H.  py- 
lori infection  in  patients  with 
duodenal  ulcer.  These  tests  should 
be  utilized  in  patients  with  duode- 
nal ulcer  not  undergoing  endos- 
copy. 

The  best  choice  of  antibiotics  for 
treatment  of  H.  pylori  is  unknown, 
but  it  is  clear  that  a single  antibi- 
otic is  insufficient,  even  if  com- 
bined with  a proton  pump  inhibi- 
tor (e.g.  omeprazole).  A combina- 
tion of  bismuth,  tetracycline,  and 
metronidazole  (with  or  without 
omeprazole)  seems  to  provide  cure 
rates  over  90%;  other  antibiotics 
used  in  various  regimens  include 
clarithro-mycin  and  amoxicillin. 

HIV 

Although  the  CD4+  count  has  been 
and  continues  to  be  used  exten- 
sively for  prognosis,  direct  mea- 
surement of  the  plasma  HIV  RNA 
level  is  now  clinically  available, 
and  the  latter  measure  is  probably 
more  predictive  of  response  to 
therapy  than  CD4+  counts. 

The  area  of  antiretroviral 
therapy  is  undergoing  rapid  ad- 
vancement. Previously  available 
antiretroviral  drugs  have  consisted 
of  nucleoside  inhibitors  of  reverse 
transcriptase.  While  these  agents 
prolong  the  survival  of  patients 


with  HIV  infection,  the  duration  of 
benefit  is  limited  and  resistance 
eventually  occurs,  especially  with 
monotherapy.  Recently,  HIV  pro- 
tease inhibitors  have  become  avail- 
able. These  agents  act  as  a point 
later  in  the  life  cycle  of  the  HIV  vi- 
rus. They  inhibit  HIV  protease, 
which  is  required  for  the  assembly 
of  infectious  virions,  thus  reducing 
the  infectivity  of  infected  cells. 
These  agents  are  not  generally 
used  for  monotherapy,  but  act  syn- 
ergistically  with  zidovudine  and 
other  reverse  transcriptase  inhibi- 
tors. It  now  appears  that  combina- 
tions of  several  agents  will  be  most 
beneficial  (for  example,  two 
nucleosides  used  with  a protease 
inhibitor).  There  is  also  a move 
toward  earlier  initiation  of  treat- 
ment to  a time  in  the  HIV  illness 
when  fewer  mutations  of  the  virus 
have  occurred. 

In  the  area  of  secondary  infec- 
tions, more  effective  treatment  is 
now  available  for  treating  or  pre- 
venting cytomegalovirus,  crypto- 
coccus, and  mycobacterial  infec- 
tions. 

Of  note  to  primary  care  physi- 
cians is  a study  showing  that  pa- 
tients cared  for  by  primary  care 
physicians  with  little  experience 
(defined  as  having  treated  fewer 
than  five  HIV  patients)  had  worse 
survival  than  patients  cared  for  by 
primary  care  physicians  who  had 
treated  more  than  five  patients 
with  HIV  infection.  While  primary 
care  physicians  can  certainly  pro- 
vide excellent  primary  care  for  HIV 
patients,  those  of  us  who  do  so 
must  be  aware  of  the  special  need 
to  maintain  a current  knowledge 
base  regarding  this  rapidly-evolv- 
ing area  of  medicine. 

Osteoporosis 

With  the  increasing  population  of 
elderly  persons,  osteoporosis  re- 
sults in  major  morbidity  and  mor- 
tality. Until  last  year,  estrogen  was 
the  primary  agent  available  for  in- 
hibition of  bone  resorption.  The 
FDA  has  now  approved  two  new 
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drugs,  intra-nasal  calcitonin,  as 
well  as  Alendronate. 

Salmon  calcitonin  inhibits  osteo- 
clast function,  resulting  in  reduced 
bone  turnover,  and  possibly  re- 
duced fracture  risk.  Until  recently, 
it  was  available  only  by  subcuta- 
neous injection  but  now  can  be  de- 
livered as  a nasal  spray.  The  patient 
delivers  200  IU's  per  day  in  alter- 
nate nostrils.  Cost  is  approximately 
$2  per  day,  and  side-effects  are  lim- 
ited to  local  nasal  irritation  with 
bleeding  or  crusting. 

Phosphonates  are  anti-resorp- 
tive  agents  that  interfere  with  os- 
teoclast function.  Alendronate,  a 
minor  biphosphonate,  and  the  only 
one  currently  approved  by  the 
FDA,  is  administered  orally  as  a 
single  10  mg  daily  dose.  In  clinical 
studies,  it  appears  to  increase  ver- 
tebral bone  mass  about  8%  over 
three  years,  but  has  less  effect  on 
peripheral  bones.  Alendronate  re- 
duces vertebral  fracture  risk  by 
about  80%  and  the  risk  of  hip  frac- 
ture by  about  50%.  Cost  is  similar 
to  that  of  the  nasal  calcitonin.  Side- 
effects  are  mainly  GI  irritation. 
Alendronate  appears  to  remain 
trapped  in  the  skeleton,  and  long- 
term effects  of  this  are  not  known. 

Response  to  therapy  can  be  as- 
sessed by  bone  densitometry.  A 
newer  technique  using  dual  energy 
x-ray  absorptiometry  (DEXA)  is 
particularly  precise.  In  addition, 
biochemical  markers  of  bone  turn- 
over such  as  serum  osteocalcin  and 
bone-specific  alkaline  phos- 
phatase, will  soon  become  avail- 
able for  monitoring. 

Diabetes 

Poor  glycemic  control  is  associated 
with  microvascular  complications 
both  in  patients  with  insulin  de- 
pendent diabetes  mellitus  (IDDM) 
and  in  patients  with  non-insulin 
dependent  diabetes  (NIDDM).  Re- 
sults of  the  Diabetes  Control  and 
Complications  Trial  (DCCT)  dem- 
onstrate that  intensive  insulin 
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therapy  delays  the  onset  and  slows 
the  progression  of  microvascular 
complications  (retinopathy,  neph- 
ropathy, and  neuropathy)  in  pa- 
tients with  1DDM.  This  has  pro- 
vided increased  impetus  for  also 
tightly  controlling  blood  glucose  in 
the  considerably  larger  number  of 
patients  with  NIDDM.  Acceptable 
control  can  frequently  be  achieved 
without  insulin  therapy,  in  part 
due  to  the  availability  of  newer  oral 
agents. 

Sulfonylurea  agents  are  often 
the  initial  drug  therapy  in  patients 
with  NIDDM  who  have  moderate 
hyperglycemia  and  are  not  se- 
verely obese.  These  agents  act  pri- 
marily by  potentiating  insulin  se- 
cretion. 

The  biguanides,  represented  by 
metformin,  have  no  direct  effect  on 
insulin  secretion,  but  decrease  he- 
patic glucose  production  and  in- 
crease peripheral  insulin  sensitiv- 
ity. Metformin  can  be  used  as  a first 
line  agent  in  the  obese  patient, 
where  insulin  resistance  is  the 
prominent  feature.  Metformin  also 
has  the  advantages  of  promoting 
weight  loss,  improving  dyslipid- 
emia,  and  not  causing  hypoglyce- 
mia. The  potential  concern  about 
lactic  acidosis  can  be  minimized  by 
appropriate  dosing  and  by  not  us- 
ing metformin  in  patients  with  re- 
nal disease  or  hepatic  disease. 

A third  class  of  agents  is  the 
alpha-gluosidase  inhibitors,  repre- 
sented by  acarbose,  which  com- 
petitively inhibit  intestinal  en- 
zymes that  convert  dietary  starches 
to  oligosaccharides,  disaccharides, 
and  monosaccharides.  This  results 
in  delayed  glucose  absorption,  and 
hence  dampens  postprandial 
blood  glucose  excursions.  Side  ef- 
fects include  abdominal  discom- 
fort, diarrhea,  and  flatulence,  and 
these  can  be  alleviated  by  starting 
with  a low  dose. 

To  maximize  glycemic  control 
and  minii  tize  side  effects  by  using 
lower  doses  of  single  drugs,  these 


agents  may  be  used  in  combina- 
tion. Sulfonylureas  can  be  com- 
bined with  metformin  or  with 
acarbose.  Combination  therapy 
may  be  appropriate  in  patients 
with  fasting  blood  glucose  values 
over  200  mg/dl  and  glycosylated 
hemoglobin  concentrations  over 
8%.  Sulfonylurea  agents  during 
the  day  have  also  been  used  in  con- 
junction with  an  intermediate  act- 
ing insulin  used  at  bedtime.  This 
combination  is  based  upon  the  ra- 
tionale that  evening  insulin  will 
place  the  beta  cell  "at  rest"  over- 
night, normalize  the  fasting  blood 
glucose,  and  prepare  the  beta  cell 
for  optimal  response  to  the  sulfo- 
nylurea during  the  day. 

Drugs  that  may  become  avail- 
able in  the  near  future  include:  a 
very  short  acting  sulfonylurea 
("pre-meal  pill");  troglitazone,  rep- 
resenting a new  class  of  oral  agents 


(thiazolidinediones)  that  increase 
insulin  sensitivity  without  stimu- 
lating insulin  secretion;  an  insulin 
analogue  with  rapid  onset  and 
short  duration  of  action  that  is  ad- 
ministered immediately  before 
meals  (Lispro). 

In  addition  to  control  of  hyper- 
glycemia, progression  of  diabetic 
nephropathy  may  be  attenuated  by 
treatment  with  an  angiotensin  con- 
verting enzyme  inhibitor.  Indepen- 
dent of  changes  in  arterial  pressure, 
these  agents  decrease  proteinuria 
and  preserve  glomerular  filtration 
rate  in  patients  with  diabetes.  Con- 
sequently, converting  enzyme  in- 
hibitors are  recommended  in  hy- 
pertensive diabetic  patients,  as 
well  as  in  normotensive  patients 
with  diabetes  and  clinically  evi- 
dent nephropathy,  including 
microalbuminuria.  ❖ 
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Avoid  Patient  Abandonment  --  How  to  Properly 
End  a Relationship  With  Your  Patient 


Kalisa  Barratt,  JD,  SMS  Attorney 

You've  inherited  a patient  who 
is  abusive  to  your  office  staff 
— demanding  appointments,  using 
profanities.  Employee  morale  is 
disrupted,  staff  hides  in  the  coffee 
room  until  the  patient  leaves,  while 
other  patients  uncomfortably  sit  in 
the  waiting  room.  You'd  like  to  end 
the  relationship  but  are  unsure  of 
your  legal  rights  and  ethical  re- 
sponsibilities. The  following  article 
explains  the  tort  of  abandonment 
and  the  legal  and  ethical  consider- 
ations surrounding  terminating 
the  doctor/patient  relationship. 

Establishing  a physician-patient 
relationship 

The  abandonment  doctrine  is 
based  on  harm  suffered  by  a pa- 
tient as  a result  of  a physician's  fail- 
ure to  provide  treatment  during 
the  physician-patient  relationship. 
While  a physician  is  generally  un- 
der no  obligation  to  accept  any  or 
all  patients,  once  the  relationship 
is  established,  a physician  must 
continue  to  be  available  treat  or  ar- 
range for  treatment  of  the  patient. 

Determining  exactly  when  a 
physician-patient  relationship  is 
established  is  not  always  easy  and 
requires  a fact-specific  analysis.  A 
good  rule  of  thumb  is:  the  relation- 
ship is  established  when  the  phy- 
sician meets  with  the  patient  and 


conducts  a physical  examination. 
However,  ultimately,  the  courts 
will  look  to  the  patient's  reasonable 
belief  that  there  is  a doctor-patient 
relationship.  Consider  whether  a 
new  patient  making  a first  appoint- 
ment believes  you  are  now  his  or 
her  personal  physician. 

The  physician-patient  relation- 
ship is  based  on  a mutual  implied 
agreement.  The  physician  agrees  to 
treat  the  patient,  and  the  patient 
agrees  to  follow  the  physician's 
recommendations  and  to  pay  for 
the  treatment.  Absent  an  emer- 
gency, the  physician's  promise  to 


treat  the  patient  may  be  of  a gen- 
eral nature  or  limited  to  a time  pe- 
riod or  illness.  Thus,  an  orthopae- 
dist's relationship  may  be  limited 
to  treatment  of  a broken  leg  and  is 
terminated  upon  the  healing  of  the 
fracture,  while  a family  practitio- 
ner is  more  likely  to  have  an  ongo- 
ing, continuous  relationship  with 
the  patient.  If  you  plan  to  limit  the 
relationship  in  any  way,  this  should 
be  communicated  to  the  patient 
and  documented  in  the  medical 

Continued  on  next  page 


Letter  to  Confirm  Discharge  by  Patient 

Date: 

Dear : 

This  will  confirm  our  telephone  conversation  today  during  which 
you  discharged  me  from  attending  you  as  your  physician  in  your 
present  illness.  In  my  opinion,  your  condition  requires  continued 
medical  treatment  by  a physician.  If  you  have  not  already  ob- 
tained the  services  of  another  physician,  I suggest  that  you  do  so 
without  delay.  You  may  be  assured  that,  upon  your  authoriza- 
tion, I will  furnish  that  physician  with  information  regarding  the 
diagnosis  and  treatment  that  you  have  received  from  me. 

Very  truly  yours, 
, M.D. 
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Letter  of  Withdrawal  from  a Case 


Date: 


Dear 


I find  it  necessary  to  inform  you  that  I am  withdrawing  from  fur- 
ther professional  attendance  upon  you  because  (list  reason  such 
as:  you  have  persisted  in  refusing  to  follow  my  medical  advice 
and  treatment,  you  have  continually  missed  office  appointments, 
etc.). 

Since  your  condition  requires  medical  attention,  I suggest  that  you 
place  yourself  under  the  care  of  another  physician  without  delay. 
If  you  desire,  I shall  be  available  to  attend  you  for  a reasonable 
time  after  you  receive  this  letter,  but  in  no  event  for  more  than  (at 
least  30) days. 


This  should  give  you  ample  time  to  select  a physician  of  your 
choice  from  the  many  competent  practioners  in  this  city,  town, 
area.  With  your  authorization,  I will  make  available  to  this  physi- 
cian your  case  history  and  information  regarding  the  diagnosis 
and  treatment  you  have  received  from  me. 


Continued  from  previous  page 

record.  The  physician  may  also 
consider  entering  into  an  express 
written  contract  with  the  patient, 
having  the  patient  agree,  in  writ- 
ing, to  the  limitations. 

Do  not  assume  that  because  you 
have  not  seen  a patient  for  a num- 
ber of  years  that  there  is  no  longer 
a relationship.  Again,  it  is  the 
patient's  reasonable  belief  that  a 
relationship  exists.  If  a former  pa- 
tient calls  and  wishes  further  ser- 
vices, and  the  physician  does  not 
wish  to  further  treat  that  patient, 
that  desire  should  be  made  clear  to 
the  patient.  If  the  physician  ver- 
bally advised  the  patient  of  this 
decision,  a letter  confirming  this 
conversation  should  be  sent  to  the 
patient.  If  the  patient  presents  with 
an  emergency  situation  or  if  there 
is  doubt  as  to  whether  the  relation- 
ship has  been  terminated,  the  phy- 
sician is  best  advised  to  treat  and 
stabilize  the  patient. 

How  to  terminate  the 
physician-patient  relationship 

Either  the  physician  or  the  patient 
may  terminate  the  relationship.  If 
the  patient  terminates  the  relation- 
ship, that  decision  should  be  docu- 
mented in  the  medical  record  and 
a confirmation  letter  should  be  sent 
stressing  the  importance  of  follow- 
up care.  (See  sample  letter  on  pre- 
vious page.) 

Where  a physician  desires  to  ter- 
minate the  relationship,  to  avoid 
accusations  of  abandonment,  you 
must  give  the  patient  proper  notice 
that  you  are  withdrawing  from  the 
case,  and  must  give  the  patient  a 
reasonable  amount  of  time  to  ob- 
tain a new  physician.  What  is  a rea- 
sonable amount  of  time  will  de- 
pend upon  the  circumstances  of 
the  case  and  the  availability  of 
other  physicians  in  the  area.  The 
SMS  suggests  that,  under  most  cir- 
cumstances, the  time  should  be  at 
least  thirty  days  from  receipt  of  the 
termination  letter.  To  provide  a 
record  and  protect  the  physician,  a 


certified  letter  should  be  sent  to  the 
patient.  Although  not  required  by 
law,  the  letter  may  provide  a fac- 
tual, brief  explanation  for  the  ter- 
mination. Offer  to  send  copies  of 
medical  records  to  the  patient's 
new  doctor.  Include  an  authoriza- 
tion form  for  the  release  of  the 
records.  Stress  the  importance  of 
continued  medical  care  where  ap- 
propriate. (See  the  sample  letter 
above.) 

During  this  notification  time, 
the  physician  should  be  available 
to  the  patient  in  the  case  of  a medi- 
cal emergency  and  follow  the  sug- 
gestions above  on  how  to  properly 
inform  the  patient  of  the  limitation. 
If  the  letter  is  sent  by  certified  mail 
with  a return  receipt  requested,  the 
physician  will  have  record  on  file 
showing  not  only  that  the  patient 
was  notified,  but  also  the  date  the 
patient  received  the  notification. 


Very  truly  yours, 
, M.D. 


Limitations  on  terminations 

There  are  certain  legal  and  ethical 
limitations  on  a physician's  ability 
terminate  the  physician-patient  re- 
lationship. Wisconsin  law  clearly 
prohibits  discriminating  against 
someone  because  of  their  HIV  sta- 
tus. Federal  law  prohibits  discrimi- 
nation because  of  a disability  or 
perceived  disability.  Physicians 
who  wish  to  terminate  a patient 
who  falls  into  these  protected 
classes  should  proceed  with  cau- 
tion. A good  example  is  the  physi- 
cian who  wishes  to  terminate  a pa- 
tient because  they  are  delinquent 
in  paying  for  services.  If  the  patient 
has  a history  of  drug  abuse,  but  is 
not  currently  using  illegal  drugs, 
they  are  protected  from  discrimi- 
nation. You  should  consult  an  at- 
torney or  your  malpractice  insur- 
ance carrier  before  terminating  a 
patient  who  is  protected  from  dis- 
crimination. Proper  documenta- 
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tion  of  the  non-discriminatory  rea- 
son for  termination  (failure  to  pay 
bills)  will  be  strong  evidence 
against  a discrimination  claim. 

Finally,  as  long  as  treatment  of  a 
patient's  condition  is  within  the 
physician's  current  realm  of  confi- 
dence, a physician  may  not  ethi- 
cally refuse  to  treat  a patient  solely 
because  of  the  patient's  sex,  color, 
creed,  race,  religion,  disability,  eth- 
nic origin,  sexual  orientation,  or 
age. 

Managed  care  contracts 

As  noted  above,  the  physician/ pa- 
tient contract  is  usually  an  implied 
contract.  However,  if  medical  care 
is  provided  through  a managed 
care  system  where  enrollees  may 


select  from  a panel  of  physicians 
who  are  under  contract  with  the 
HMO,  PPO,  IPA,  or  other  entity, 
this  basic  model  of  an  implied  ser- 
vice contract  may  be  clouded.  The 
provider  contract  that  the  physi- 
cian has  with  the  IPA,  HMO,  PPO 
or  other  entity  might  outline  his  or 
her  obligation  to  provide  care  to 
enrollees  so  that  the  physician's 
agreement  to  enter  a physician- 
patient  contract  with  each  enrollee 
is  not  necessary  for  its  creation. 
Physicians  should  review  each  pro- 
vider contract  carefully  to  deter- 
mine whether  this  contract  dictates 
the  terms  of  the  physician-patient 
contract.  Some  contracts  require 
physicians  send  patients  warning 
letters  while  others  require  consul- 


tation with  the  MCO's  medical  di- 
rector before  termination  --  includ- 
ing termination  of  non-compliant 
patients.  If  you  agree  to  see  "any 
and  all  enrollees"  without  limita- 
tion, you  may  not  be  as  readily  able 
to  terminate  a problem  patient. 

Conclusion 

Several  issues  must  be  considered 
before  a physician  decides  to  with- 
draw from  the  physician-patient 
relationship.  Following  the  sugges- 
tions in  this  article  should  help  you 
properly  terminate  a patient  within 
the  confines  of  the  law.  For  more 
information,  contact  Kalisa  Barratt 
at  SMS  ext.  233  or  via  e-mail  at: 
KalisaB@SMSWI.ORG.  ❖ 
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But.  don't  feel  sorry  for  us.  One  client 
is  all  we  need.  We're  SMS  Insurance 
Sendees,  the  state's  only  Wisconsin- 
based.  physician-owned  insurance  firm. 
And  our  only  client  is  Wisconsin's 
medical  community. 

Like  many  of  you,  SMS  Insurance 
Sendees  is  a specialist.  We  provide 
comprehensive  insurance  coverage  to 
Wisconsin  physicians,  clinics,  hospitals, 
related  health  care  providers,  their 
employees  and  families.  And  that's  all. 

When  you  only  have  one  client,  you  get  to 
know  that  client  very  well.  Which  is  why 


SMS  Insurance  Sendees  best  understands 
the  Wisconsin  medical  community's 
insurance  needs.  We  are  Wisconsin’s 
leading  medical  professional  liability 
insurer.  And  we  offer  the  most  compre- 
hensive range  of  personal,  group,  and 
corporate  insurance  programs  available. 
All  tailored  to  the  unique  requirements 
of  our  client. 

If  you  want  to  do  business  with  the 
insurance  firm  that  knows  you  best,  come 
to  SMS  Insurance  Sendees.  Remember, 
we  have  only  one  client,  and  that  client  is 

You. 


Wisconsin  based  - physician  owned  - exclusively  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  283-5483  • (800)  545-0631  • FAX  (608)  283-5402 


Financial  Fitness 

Medical  Savings  Accounts  Are  Tax  Deductible 


Michael  J.  Dolan,  CLU,  ChFC 

Recently,  President  Clinton 
signed  the  Health  and  Port- 
ability Act  of  1996  (H.R.  3103), 
which  created  Medical  Savings  Ac- 
counts (MSAs).  The  purpose  of  an 
MSA  is  to  provide  some  tax  relief 
to  individuals  covered  under  high 
deductible  health  insurance  plans. 
A high  deductible  plan  is  defined 
as  one  that  has  a deductible  of  a 
least  $1,500  and  no  more  than 
$2,250  for  an  individual  and  $3,000 
and  $4,500  in  the  case  of  family.  In- 
dividuals with  coverage  can  de- 
duct up  to  65%  of  the  deductible 
(to  a maximum  of  $1,463  per  year) 
and  an  individual  with  at  least  one 
dependant  can  deduct  up  to  75% 
of  the  deductible  (maximum  of 
$3,375  per  year).  The  full  amount 
of  the  MSA  deposit  is  deductible. 

Self-employed  individuals  and 
those  covered  by  qualified  em- 
ployer-sponsored health  plans  can 
participate  in  MSAs.  A qualified 
employer  is  one  that,  on  average, 
has  no  more  than  50  employees 
during  the  preceding  or  second 
preceding  year.  If  an  employer  sets 
up  an  MSA  and  contributes  to  that 
plan,  an  individual  may  not  make 
contributions  over  and  above  the 
employer's.  However,  an  em- 
ployer can  set  up  an  MSA,  similar 
to  a 401  (k)  concept,  and  allow  em- 
ployees to  defer  income  into  the 
plan.  Contributions  can  be  made 
up  to  the  due  date  of  the  tax  return 
for  that  year  and  both  the  contri- 
butions and  the  earnings  are  not 
currently  included  in  taxable  in- 
come. 

Distributions  from  an  MSA  for 
non-reimbursed  medical  expenses 


Dolan  is  president  and  chief  operating 
officer  of  SMS  Insurance  Services  and 
a member  of  the  National  Association 
of  Life  Underwriters. 


are  not  taxable.  Although  insur- 
ance premiums  cannot  be  paid 
from  an  MSA,  some  notable  excep- 
tions include  premiums  for  long 
term  care  insurance  and  for  CO- 
BRA coverage.  Any  other  distribu- 
tions are  taxable  if  they  are  taken 
prior  to  normal  social  security  re- 
tirement age,  currently  65.  Non- 
qualifying early  distributions  are 
subject  to  an  additional  15%  pen- 
alty tax  prior  to  retirement.  MSA 
balances  can  be  left  to  a surviving 
spouse,  however,  it  is  taxable  in- 
come to  any  other  heir  at  fair  mar- 
ket value. 

You  can  expect  to  benefit  most  if 
you  are: 

. An  independent  physician  look- 
ing for  additional  tax  relief. 

• A "physician  only"  group  look- 
ing for  additional  tax  relief. 

• A group  that  can  tolerate  higher 
deductibles. 

• Someone  who  wants  to  protect 
your  assets  through  long  term 
care  insurance. 

• A taxpayer  on  COBRA. 

If  you  think  you  are  interested 
in  an  MSA,  you  have  to  move  fast! 
The  law  limits  the  number  of  MSAs 
to  750,000  nationwide.  The  Inter- 
nal Revenue  Service  has  been  put 
in  charge  of  determining  when 
these  thresholds  are  met.  Once 
these  thresholds  have  been 
reached,  only  active  MSA  partici- 
pants can  continue  to  be  eligible  to 
make  contributions.  On  or  before 
June  1, 1997,  trustees  or  custodians 
of  MSAs  will  be  required  to  report 
to  the  IRS  the  number  of  MSAs  es- 
tablished as  of  April  30,  1997.  The 
same  thing  will  happen  again  in 
August  of  1997,  etc.  If  thresholds 
are  reached,  no  additional  plans 
will  be  allowed. 

Medical  Savings  Accounts  are 


Michael  J.  Dolan,  CLU,  ChFC 


expected  to  be  inexpensive  to  set 
up  and  maintain.  The  administra- 
tive costs  are  off-set  by  the  savings 
in  FICA  taxes  that  do  not  have  to 
be  paid.  So,  if  the  benefits  of  an 
MSA  are  right  for  you,  the  costs,  in 
most  cases,  do  not  appear  to  be  a 
prohibitive  factor.  SMSInsurance 
Services  does  not  provide  specific 
tax  council.  You  should  consult 
your  advisors  to  determine  how  an 
MSA  will  affect  your  own  tax  situ- 
ation. 

SMS  Insurance  Services,  Inc. 
provides  insurance  counsel  and 
services  for  the  medical  commu- 
nity. Owned  by  the  State  Medical 
Society  of  Wisconsin's  holdings 
corporation,  SMS  Insurance  Ser- 
vices is  Wisconsin  based,  physician 
owned  and  committed  to  serving 
physicians  and  physician  groups 
throughout  the  state.  For  more  in- 
formation, contact  SMSISI's 
president,  Michael  Dolan  at  (800) 
545-0631,  330  E.  Lakeside  St., 
Madison,  WI  53715  or  via  e-mail 
at  MICHAELD@SMSWI.ORG.  ❖ 
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County  Society  News 


Brown.  The  following  physicians 
were  approved  for  membership  in 
the  Brown  County  Medical  Society: 
John  E.  Carey,  MD;  John  M. 
Lawton,  MD;  Todd  P Reynolds, 
MD;  Celeste  E Case,  MD;  John  H 
Danner  III,  MD;  Janet  M.  Johnson, 
MD;  Michael  H.  Hoffman,  MD. 

Clark.  The  Clark  County  Medical 
Society  approved  membership  for 
Maria  Graziella,  MD. 

Dane.  The  following  were  ap- 
proved for  membership  in  the 
Dane  County  Medical  Society: 
Carla  Aamodt;  Heather  Abernethy; 
Molly  Ann  Allen  Hinshaw;  Tracy 
L.  Bachhuber,  MD;  Kelley  Bahr; 
Jacob  L.  Bidwell;  Jennifer  Black; 
Shannon  Bownds;  Gerlyn  Brasic; 
Kristi  Burns;Katie  Bylow;  Chad 
Carlson;  Chandler  Caves;  Job 
Chacko;  Sonia  Chadha;  Stephen  Y. 
Chang;  Vickie  M.  Cloutier;  Michael 
Corea;  Jane-Lorelie  Cueto; 
Deborah  Jean  Culley,  MD;  Francis 
Darr;  Lisa  M.  Dieruf,  MD;  Hubert 
A.  Dorsey;  Noelle  K.  Dowling; 
Tuan  Anh  Duong;  Michael  E. 
Eastman,  MD;  William  M. 
Ehrhardt;  Heidi  M.  Eimermann, 
MD;  Sarah  Enz;  Eric  W.  Erickson; 
Shawn  J.  Foley,  MD;  Tait  Fors; 
Justine  Gavagan;  Michael  A. 
Gelman;  Cynthia  L.  Geocaris,  MD; 
Igor  Glozman;  Thorbjorn 
Gudjonsson,  MD;  Juliet  Gunkel; 
Dan  Hale;  Patricia  F.  Harris,  MD; 
Jeffrey  J.  Hebert;  Matt  Hebert; 
Krista  Hodne;  Brian  Hoerneman; 
Chad  Hoitink;  John  Hutto;  Kay  E. 
Jewell,  MD;  Deanna  Johnson;  Jor- 
dan Jude;  Timothy  J.  Kamp,  MD; 
Andrea  M.  Kattula,  MD;  Jonathan 
T.  Ketzler,  MD;  Oliver  Kim;  Amy 
Klemm;  Barbara  L.  Knox;  Murray 
Kopelberg;  Daniel  S.  Koscielski; 
Ajit  Krishnaney;  Janet  E.  Kuhlman, 
MD;  Allen  R.  Last;  Maureen  Lavin; 
Mikyung  Lee;  Wayne  C.  Lee;  James 
R.  Lehrer,  MD;  Charles  Leys;  Chris- 
topher Lieb;  Malcolm  B.  Lindsay, 


MD;  Kristin  K.  Lindstrom  Lione; 
Kimberly  M.  Lunaas,  MD;  Peter  A. 
Mahler,  MD;  Ronald  G.  Manning, 
MD;  Greg  M.  Matzke;  Mary 
McSweeney,  MD;  Charles 
Meredith;  Cari  Meyer;  Stuart  R. 
Miller,  MD;  Sarvi  S.  Nalwa,  MD; 
Jessica  K.  Novak;  Marcia  O'Brien; 
Tersia  O'Connor;  John  J.  Olson; 
Lawrence  J.  Ozers,  MD;  Andrew  V. 
Pasternak,  MD;  Jacquelyn  M. 
Paykel;  Roman  Perri;  Karen  H. 
Pletta,  MD;  Joseph  K.  Preston,  MD; 
Steven  W.  Reed,  MD;  Jonathan  C. 
Renkas-Kaye,  MD;  Reneita  Ross- 
Phillips;  Deborah  A.  Rusy,  MD; 
Mark  J.  Rydlewicz;  Willard  K. 
Schanhofer;  Patrick  Sosnay; 
Shannan  Stephens;  Paul  M. 
Stiegler,  MD;  Amy  Stockhausen; 
Suzette  Suniga-Brauch;  Haig 
Tcheurekdjian;  James  P.  Thomas, 
MD;  David  R.  Tschopp;  David 
Tylicki;  Malynn  Utzinger;  Andrew 
Wagner;  Maren  L.  Watson,  MD; 
Nicolette  E.  Weisensel;  Eric  White; 
Jeff  J.  White;  Steve  Whitford;  Shelly 
Wichita;  Kathy  Jo  Williams;  Chris- 
topher H.  Witke;  Brian 
Woodbridge;  Eunjoo  Yoo. 

Dodge.  The  Dodge  County  Medi- 
cal Society  approved  membership 
for  Craig  A Haberman,  DO  and 
Eric  D Miller,  MD. 

Eau  Claire-Dunn-Pepin.  The  fol- 
lowing physicians  were  approved 
for  memberhisp  in  the  Eau  Claire- 
Dunn-Pepin  County  Medical  Soci- 
ety: Jean  M.  Anderson,  MD;  Bruce 
P.  Barrett,  MD;  William  E.  Cayley, 
Jr.,  MD;  Kathryn  L.  Eggleston,  MD; 
Steve  J.  Folz,  MD;  Kristie  L.  Gering, 
MD;  Matthew  D.  Griffin,  MD; 
David  R.  Henly,  MD;  Marlen  B. 
Kremer,  MD;  Jill  G.  Lenhart,  MD; 
Peggy  S.  Lovejoy,  MD;  Jeanette  D. 
I Miller,  MD;  Richard  R.  Moore, 
MD;  Carrie  J.  Nelson,  MD;  Richard 
M.  Prewitt,  MD;  Jodi  H.  Ritsch, 
MD;  Robin  M.  Sarner,  MD;  Mark 
R.  Schlimgen,  MD;  Richard  A. 


Swenson,  MD;  Nola  R.  Westphal, 
MD;  Terrence  J.  Witt,  MD. 

Green.  The  following  physicians 
were  approved  for  membership  in 
the  Green  County  Medical  Society: 
Shelley  Falik,  MD;  Gary  J 
Rosenmeier,  MD;  Thomas  R 
Stoiber,  MD;  Robert  S Trautloff, 
DO;  Lyle  M Weintraub,  MD. 

Green  Lake/Waushara.  The  Green 
Lake/Waushara  County  Medical 
Society  has  approved  the  follow- 
ing physician  for  membership: 
Heidi  Holling,  MD. 

LaCrosse.  The  La  Crosse  County 
Medical  Society  approved  mem- 
bership for  the  following:  Carol  J. 
Showalter,  MD;  Mark  W.  Olsen, 
MD;  Lori  A.  Devine,  MD; 
Raymond  D.  Dominick,  MD; 
Mohmmad  S.  A1  Hasan,  MD; 
Patrick  J.  Scott,  MD. 

Manitowoc.  The  following  physi- 
cians were  approved  for  member- 
ship in  the  Manitowoc  County 
Medical  Society:  Stephen  G.  Hyde, 
MD;  Anthony  J.  Marchlewski,  MD; 
Andrew  W.  Yetter,  MD. 

Milwaukee.  The  Medical  Society 
of  Milwaukee  County  has  ap- 
proved membership  for  the  follow- 
ing: Lisa  Ann  Baratta,  MD; 
Jonathan  J Brodie,  MD;  William 
Raymond  Davis,  MD;  Robert  L 
Huxley,  MD;  Gavin  F Jacobson, 
MD;  Robert  P McManus,  MD;  Leon 
B Rosen  MD;  Francis  G Wolf,  MD; 
Gloria  Crese  B.  Abacan,  MD; 
Janiece  Marie  Aldinger,  MD;  Jolene 
Elizabeth  Andryk,  MD;  Brad  L 
Bauer,  MD;  Angela  Lynne 
Beauchaine,  MD;  Paul  Andrew 
Bekx,  MD;  Rachel  Belits,  MD; 
Nathan  Bert  Eliason,  MD;  Aneeta 
R.  Bhatia,  MD;  Scott  L Bovens,  MD; 
Meghen  B Browning,  MD;  Brian  P 
Butler,  MD;  Anthony  David  Carter, 
DO;  Diana  Chapa,  MD;  Nancy 
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Dwyer  Check,  MD;  John  Hyok 
Choe,  MD;  Bruce  Elliot  Cohen, 
MD;  Bryan  Thomas  Cook,  DO; 
Matthew  Cooper,  MD;  Michael  J. 
Cruz,  MD;  William  E Decker,  MD; 
Cathy  M Drexler,  MD;  Mark 
Theodore  Eginton,  MD;  Elizabeth 
Grace  Finigan,  MD;  Joleen  Marie 
Finken,  MD;  Mary  Celine  Fox,  MD; 
Theodor  Fridriksson,  MD;  Mark 
Johnston  Fritz,  MD;  David 
Franklin  Goldberg,  MD;  Lauri  T 
Green,  MD;  Shirley  Gresseau,  MD; 
Elizabeth  Ann  Harrigan,  MD; 
David  T Kunstman,  MD;  Stephen 
Douglas  Hughes,  MD;  Fouis 
George  Jenis,  MD;  Peter  Robert 
Johnson,  MD;  Dewey  Hobson 
Jones  IV,  MD;  Sunita  S Khambatta, 
MD;  Sandra  Kitson,  MD;  Steven 
Wesley  Klemish,  MD;  David 
Brooke  Krebs,  MD;  Julianna  M 
Kress,  MD;  Stephen  Charles 
Famberton,  MD;  Rachel  Elizabeth 
Fandon,  MD;  Wendy  Feigh  Farson, 
MD;  Matthew  B.  Fee,  MD;  Susan 
Ja  Fee,  MD;  Robert  Russel  Liedtke, 
MD;  Mary  Kathryn  Mainland,  MD; 
Alfonso  M Martinez,  MD;  Laura 
Ellen  Marusinec,  MD;  Masroor 
Munim,  MD;  Karin  Lynn 
Mutersbaugh,  MD;  Julie  A 
Mickelson,  MD;  Shawn  Dan 
O'Brien,  MD;  Andrew  Charles 
Pa  hi,  MD;  Daiva  Elena 
Parakininkas,  MD;  Jack  F Perrone, 
MD;  Laura  Lynn  Polakowksi,  MD; 
Suzanne  Marie  Puccinelli,  MD; 
Josheph  Michael  Ramirez,  MD; 
Prabakar  Kumar  Rao,  MD;  Robin 
M Reichert,  MD;  Blair  Andrew 
Rhode,  MD;  Robert  John  Rilling, 
MD;  Franklin  J Ruiz,  MD;  Darin 
Scott  Rutherford,  MD;  John  G 
Sanidas,  MD;  Lilly  Helene  Schaffer, 
MD;  Nalini  Sehgal,  MD;  Rachelle 


Suzanne  Soper,  MD;  Alok  K 
Srivastava,  MD;  Mark  Robert 
Staszkiewicz,  MD;  Russell  Gregory 
Temme,  MD;  Pamela  Y Thomas- 
King,  MD;  Judy  Angela  Tjoe,  MD; 
Anna  Han  Trotier,  MD;  Timothy  S 
Trotier,  MD;  Linda  Margaret  Ward, 
MD;  Laurie  Lynn  Wickman,  MD; 
Mark  Todd  Wichman,  MD;  Patti- 
Marie  Young,  MD;  Hongsheng 
Zhu,  MD;  Carter  Aune  ; Marshall 
Beckman;  Lisa  Sue  Bosshard;  Mark 
Deshur;  Ingrid  K.  Anderson; 
Rebecca  Beroukhim;  Matthew 
Brennan;  Jessica  Engel;  James  P 
Franciosi;  Robert  Grass;  Lee  M 
Gruenwald;  David  Guelich;  Kevin 
W Kunich;  B.  Joann  Lapotko; 
Lorren  Loo;  Daniel  Metz;  Peter 
Nuttleman;  Daniel  J.  Perrault;  John 
S Svenningsen;  Tim  Ta;  William 
Trost;  Thomas  T Wiggins. 

Outagamie.  The  Outagamie 
County  Medical  Society  approved 
the  following  physician  for  mem- 
bership: Thomas  C.  Rayson,  MD. 

Portage.  The  Portage  County 
Medical  Society  has  approved  the 
following  physician  for  member- 
ship: James  Banovetz,  MD. 

Price.  The  following  physician  was 
approved  for  membership  in  the 
Price  County  Medical  Society: 
Dean  Funk,  MD. 

Sauk.  The  Sauk  County  Medical 
Society  has  approved  for  member- 
ship the  following  physicians: 
Maribeth  H.  Baker,  MD;  Ethan  W. 
Carlson,  MD;  Sharilyn  B. 
Munneke,  MD;  Hisham  A Osman, 
MD;  Scott  D Pauley,  MD;  Lewis  R 


Roberts,  MD;  Sandhya  V Shah, 
MD;  Thomas  J Varley,  MD; 
Theodore  E Weltzin,  MD;  Bradley 
K Schnee,  MD,  Yvonne  Brault,  MD. 

Walworth.  The  Walworth  County 
Medical  Society  approved  the  fol- 
lowing physicians  for  member- 
ship: Steven  L.  Armus,  MD;  Brad- 
ley M Fiedeler,  MD;  Heidi  G 
Flatow,  DO;  Patrick  M Fremgen, 
MD;  Mark  S Gibson,  MD;  Michael 
J Kellum,  MD;  Victoria  A Marsik- 
Castillo  MD;  Sonya  Naryshkin, 
MD;  Carol  L Prchal,  MD;  Philip  L 
Watterson,  MD;  David  L Werwath, 
MD;  Jackie  L Yaeger,  MD;  Dean 
Tomasello,  MD. 

Waukesha.  The  following  physi- 
cians were  approved  for  member- 
ship into  the  Waukesha  County 
Medical  Society:  Laura  C 

Sukowaty,  MD;  Michael  C Mather, 
MD;  Laurie  E Gossard,  MD;  David 
A Misorski,  MD;  Mukaramullah 
Syed,  MD;  Zane  P Prewitt,  MD; 
Christopher  B Davies,  MD. 

Waupaca.  The  following  physician 
was  approved  for  memberhsip  in 
the  Waupaca  County  Medical  So- 
ciety: Steven  M Sampson,  MD. 

Winnebago.  The  Winnebago 
County  Medical  Society  approved 
the  following  physicians  for  mem- 
bership: Omar  Atassi,  MD;  Ifueko 
Okundaye,  MD;  Rami  Kaldas,  MD; 
Michael  Cardwell,  MD;  Jean 
Gogolin,  MD;  Robert  Prehn,  MD; 
Timothy  Edison,  MD;  Diana  Verde, 
MD;  William  Muth,  MD;  Viorel 
Raducan,  MD;  David  Zerrien,  MD; 
Daren  Tompkins. ❖ 
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Obituaries 


Brick,  Enoch  B.,  MD,  91,  an  eye, 
ear,  nose  and  throat  specialist  from 
Wausau  died  August  19,  1996.  He 
was  a 1931  graduate  of  the  Univer- 
sity of  Minnesota  School  of  Medi- 
cine and  completed  fellowships  at 
the  University  of  Pennsylvania  and 
the  Newark  New  Jersey  Eye  and 
Ear  Infirmary.  Dr  Brick  was  board 
certified  in  ophthalmology  and 
otolaryngology.  He  was  a veteran 
of  World  War  11  and  served  as  a 
Commander  in  the  United  States 
Navy  Medical  Corps.  He  resumed 
his  practice  in  1946  and  was  on  the 
staff  of  both  St  Mary's  and  Memo- 
rial Hospitals  and  the  faculty  of  St 
Mary's  Hospital  School  of  Nursing. 
He  was  a member  of  the  Marathon 
County  Medical  Society,  State 
Medical  Society  of  Wisconsin  and 
American  Medical  Association.  He 
was  a Fellow  of  the  American 
Academy  of  Otolaryngology  and 
Ophthalmology.  He  is  survived  by 
two  daughters,  Claire  Flannery,  of 
Wausau,  and  Sheila  Seim,  of  Salem, 
SC;  seven  grandchildren  and  nine 
great  grandchildren. 

Clark,  William  E.,  MD,  90,  a sur- 
geon from  Oshkosh  died  Septem- 
ber 17,  1996.  He  earned  his  medi- 
cal degree  from  Harvard  Medical 
School  in  Cambridge,  Mass.  He 
completed  both  his  internship  and 
residency  at  the  University  Hospi- 
tals of  Cleveland,  Ohio.  He  was  a 
member  of  the  Oshkosh  Clinic  and 
practiced  from  1934-1976.  Doctor 
Clark  was  a member  of  the 
Winnebago  County  Medical  Soci- 
ety, State  Medical  Society  of  Wis- 
consin and  the  SMS  Fifty  Year 
Club,  and  the  American  College  of 
Surgeons.  He  is  survived  by  his 
wife,  Catherine  Schwalm  Dempsey 
Clark;  two  children,  D.  Dick  Clark, 
MD  of  Oshkosh,  and  William 
Clark  Jr,  MD  of  Bangor,  Me;  and 
four  grandchildren. 

Dorn,  Anton  S.,  MD,  79,  an  oph- 


thalmologist from  Milwaukee  died 
September  17,  1996.  He  earned  his 
medical  degree  from  Marquette 
University  School  of  Medicine, 
Milwaukee.  He  completed  his  in- 
ternship and  residency  at  Milwau- 
kee County  Hospital.  Doctor  Dorn 
served  in  World  War  II  in  the  Medi- 
cal Corps  as  a Captain  in  the  Asi- 
atic-Pacific campaign.  He  served 
on  staff  at  Columbia  Hospital  and 
in  practice  at  the  Prospect  Eye 
Clinic.  He  was  a member  of  the 
Medical  Society  of  Milwaukee 
County,  State  Medical  Society  of 
Wisconsin  and  the  SMS  Fifty  Year 
Club,  and  the  American  Medical 
Association.  He  is  survived  by  his 
wife,  Annabelle;  three  children. 
Candy  Rezin  of  Fort  Myers,  Fla, 
Linda  Smith  of  Milwaukee,  and 
Mark  Dorn  of  Whitewater;  four 
grandchildren  and  one  great 
grandchild. 

Emrich,  Paul  S.,  MD,  86,  an  eye, 
ear,  nose  and  throat  specialist  for- 
merly from  Oshkosh,  died  August 
6, 1996.  He  earned  his  medical  de- 
gree from  the  University  of  Louis- 
ville Medical  School  in  1935.  He 
completed  his  residency  at 
Ployclinic  Hospital  in  New  York 
City.  He  was  a Lt  Colonel  in  the 
Army  Medical  Corps  and  served 
as  a flight  surgeon  in  England  dur- 
ing World  War  II  from  1942  to  1946. 
Doctor  Emrich  was  a member  of 
the  staff  of  Mercy  Medical  Center 
until  1979,  and  served  as  chief  of 
staff  from  1946  to  1949.  He  was  a 
member  of  the  Winnebago  County 
Medical  Society,  the  State  Medical 
Society  of  Wisconsin,  and  the  SMS 
Fifty  Year  Club.  He  is  survived  by 
his  wife,  Eleanor;  three  children, 
Margie  Emrich  Walters  of  Salt  Lake 
City,  Utah,  William  Emrich  of 
Oshkosh,  and  Paulen  Emrich 
Wrigley  of  Roseburg  Ore;  three 
stepchildren,  Theodore  Bouchette 
Jr  of  Clintonville,  Wis;  Michael 
Bouchette  of  Sherwood,  Wis;  and 


Deborah  Bouchette  Wickart  of 
Hillsboro,  Ore;  five  grandchildren; 
three  great  grandchildren;  eleven 
step  grandchildren;  thirteen  step 
great-grandchildren;  and  a sister, 
Virginia  Emrich,  of  Louisville,  Ky. 

Farrell,  Robert  X.,  MD,  76,  an  in- 
ternist from  Madison  died  August 
28,  1996,  following  a long  illness 
with  cancer.  He  earned  his  medi- 
cal degree  from  Marquette  Univer- 
sity Medical  School.  He  completed 
his  internship  at  Good  Samaritan 
Hospital  in  Cincinnati,  OH  and 
completed  his  residency  at  Henry 
Ford  Hospital  in  Detroit.  He  was  a 
flight  surgeon  in  the  Air  Force  serv- 
ing part  of  his  tour  at  Clark  Field 
in  the  Philippines.  He  joined  Dean 
Clinics  in  1950  and  practiced  Inter- 
nal Medicine  for  35  years  before 
retiring.  He  served  as  Chief  of  Staff 
and  Chief  of  Medicine  at  St.  Mary's 
Hospital.  He  is  survived  by  his 
wife,  Althea  Marie;  eight  children, 
Kathleen  Gennrich,  Dennis  Farrell, 
Kevin  Farrell,  Bridget  Malesytcki, 
Meegan  Farrell,  Sheila  Karls,  Molly 
Ziegler,  Brian  Farrell,  and  11  grand- 
children. 

Klockow,  Willard  E.,  MD,  84,  a 

general  practitioner  from 
Muscoda,  died  September  1, 1996. 
He  earned  his  medical  degree  from 
the  University  of  Wisconsin  in 
1933.  He  completed  his  internship 
at  Providence  Hospital,  Seattle, 
Wash.  He  served  in  World  War  II 
as  a flight  surgeon  with  the  rank 
of  Major  with  the  356  Bomb  Group, 
8th  Air  Force.  He  was  a member  of 
the  SMS  Fifty  Year  Club,  State 
Medical  Society  of  Wisconsin  and 
Grant  County  Medical  Society.  He 
is  survived  by  his  sister,  Elinor 
Klockow  of  Milwaukee;  a niece, 
Ramona  Durkin  of  Cazenovia;  a 
nephew,  John  Klockow  of  Miss; 
and  nine  grandnieces  and  neph- 
ews. 
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Twyman,  Allen,  MD,  82,  a gen- 
eral practitioner  and  otolaryngolo- 
gist from  Beloit,  died  September  13, 
1996.  He  earned  his  medical  degree 
from  Indiana  University  Medical 
School  in  1942.  He  practiced  gen- 
eral medicine  in  Beloit  for  two 


Physician  Briefs 

Jean  Anderson,  MD,  an  internist, 
recently  joined  the  medical  staff  at 
Midelfort  Clinic.  She  earned  her 
medical  degree  from  the  Univer- 
sity of  Minnesota  Medical  School 
in  Minneapolis.  She  completed  her 
residency  in  internal  medicine  at 
Abbott  Northwestern  Hospital  in 
Minneapolis.  She  is  board  certified 
with  the  American  Board  of  Inter- 
nal Medicine. 

Steve  Bowman,  DO,  an  internist, 
joined  the  medical  staff  at 
Franciscan  Skemp  Healthcare.  He 
earned  his  medical  degree  from  the 
University  of  Osteopathic  Medi- 
cine and  Health  Sciences.  He  com- 
pleted his  internal  medicine  resi- 
dency at  Iowa  Methodist  Medical 
Center,  Des  Moines. 

David  Brown,  MD,  a family  prac- 
titioner joined  West  Bend  Clinic. 
He  completed  his  undergraduate 
degree  at  the  University  of  Wiscon- 
sin, Madison,  and  earned  his  medi- 
cal degree  from  the  Medical  Col- 
lege of  Wisconsin,  Milwaukee. 

Jennifer  Brumm,  MD,  a pediatri- 
cian, joined  Franciscan  Skemp 
Healthcare,  LaCrosse.  She  earned 
her  medical  degree  from  the  Uni- 
versity of  Wisconsin,  Madison.  She 
completed  her  pediatrics  residency 
at  the  University  of  Michigan,  Ann 
Arbor. 

Mark  Brumm,  MD,  a family  prac- 
titioner, joined  the  medical  staff  of 


years  and  then  attended  North- 
western University  where  he  spe- 
cialized in  otolaryngology.  He 
completed  his  residency  at  Denver 
General  Hospital,  and  the  Univer- 
sity of  Colorado  Hospital,  Denver, 
Colo.  He  was  associated  with  the 


Franciscan  Skemp  Healthcare, 
LaCrosse.  He  earned  his  medical 
degree  from  the  University  of  Wis- 
consin, Madison  and  completed 
his  residency  at  the  University  of 
Michigan,  Ann  Arbor. 

Richard  A.  Chase,  MD,  a special- 
ist in  obstetrics  and  gynecology, 
joined  Clifford  G.  Martin,  MD  in 
practice  at  Sheboygan  Women's 
Health.  Dr  Chase  earned  his  medi- 
cal degree  form  the  University  of 
Utah  School  of  Medicine  in  Salt 
Lake  City,  completed  his  internship 
at  LDS  Hospital/University  of 
Utah  Affiliated  Hospitals  in  Salt 
Lake  City,  and  completed  a resi- 
dency at  Sinai  Hospital  of  Balti- 
more. Doctor  Chase  is  Board  Eli- 
gible and  a member  of  Physicians' 
Health  Network. 

Kathleen  Christian,  MD,  a sur- 
geon, joined  the  medical  staff  of 
Franciscan  Skemp  Healthcare, 
LaCrosse.  She  earned  her  medical 
degree  and  completed  her  general 
surgery  residency  at  the  University 
of  Kansas.  She  received  her  under- 
graduate degree  in  pharmacy. 

Patrick  M.  Fremgen,  MD,  an  oph- 
thalmologist, recently  joined  the 
medical  staff  of  Physicians  and  Sur- 
geons, SC  with  Mark  F.  Brower, 
MD.  Doctor  Fremgen  earned  his 
medical  degree  from  the  Univer- 
sity of  Illinois  College  of  Medicine, 
Rockford  in  1992.  He  completed  an 
internship  in  internal  medicine  at 


Beloit  Clinic  until  he  retired.  He 
was  a veteran  of  the  US  Navy  serv- 
ing from  1944  to  1946.  He  is  sur- 
vived by  his  wife  Helen;  two  chil- 
dren, Olwen  Wright  of  Cortland, 
NY,  and  Lee  Twyman  of  Penfield, 
NY;  and  three  grandchildren. ❖ 


Sinai  Hospital  of  Detroit  in  1993. 
In  June  1996,  he  completed  his  resi- 
dency in  ophthalmology  at  Sinai 
Hospital  where  he  also  served  as 
chief  resident. 

Michael  M.  Karkkainen,  DO,  a 

general  surgeon,  joined  the  medi- 
cal staff  at  Bay  Area  Medical  Cen- 
ter. He  earned  his  medical  degree 
at  Michigan  State  University  in 
East  Lansing,  Mich.  He  graduated 
from  the  College  of  Osteopathic 
Medicine  and  enrolled  in  a one- 
year  rotating  internship  at  Michi- 
gan Capital  Medical  Center,  Lan- 
sing in  1991.  His  medical  training 
continued  in  a four  year  general 
surgical  residency  through  Michi- 
gan State  University  serving  as 
chief  resident  for  three  years  at 
Michigan  Capital  Medical  Center. 
Dr  Karkkainen  also  worked  as  an 
emergency  medical  physician  at 
Clinton  Memorial  Hospital,  St. 
Johns,  Mich.  He  is  a member  of  the 
American  College  of  Osteopathic 
Surgeons,  and  American  Osteo- 
pathic Association. 

Karen  Keil,  MD,  an  obstetrician 
and  gynecologist,  recently  joined 
Franciscan  Skemp  Healthcare, 
LaCrosse.  She  earned  her  medical 
degree  from  the  University  of  Wis- 
consin, Madison  and  completed  an 
obstetrics  and  gynecology  resi- 
dency at  the  University  of  Wiscon- 
sin Hospital  and  Clinics.  Dr  Keil  is 
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board  certified  in  obstetrics  and  gy- 
necology. 

James  C.  Kerr,  MD,  a family  prac- 
titioner, joined  the  Midelfort  Clinic- 
Mayo  Health  System.  He  received 
his  medical  degree  from  the  Uni- 
versity of  Wisconsin  Medical 
School-Madison.  Dr  Kerr  com- 
pleted his  residency  in  family  prac- 
tice medicine  at  the  AFSC  Regional 
Hospital,  Eglin  Air  Force  Base,  Fla. 
He  is  board  certified  by  the  Ameri- 
can Board  of  Family  Practice. 

Ronald  Krajnik,  MD,  a family 
practitioner,  joined  the  staff  at 
Marshfield  Clinic-Merrill  Center. 
He  earned  his  medical  degree  from 
the  Medical  College  of  Wisconsin 
in  Milwaukee  and  completed  his 
residency  in  family  practice  at  Eau 
Claire  Family  Practice  in  Eau 
Claire.  He  completed  his  under- 
graduate degree  from  Viterbo  Col- 
lege in  LaCrosse. 

Joseph  Krien,  MD,  a family  prac- 
titioner, joined  the  medical  staff  at 
Franciscan  Skemp  Healthcare.  He 
earned  his  medical  ciegree  from 
University  of  Wisconsin  Medical 
School-Madison.  He  completed  his 
residency  at  the  Franciscan  Skemp 
Healthcare.  He  is  a member  of  the 
American  Medical  Association, 
and  the  American  Academy  of 
Family  Physicians. 

Thomas  Loepfe,  MD,  a geriatric 
specialist,  joined  the  Franciscan 
Skemp  Healthcare  LaCrosse.  He 
earned  his  medical  degree  from  the 
Mayo  Medical  School,  Rochester, 
Minn.  He  completed  an  internal 
medicine  residency  and  a recent 
fellowship  in  geriatric  medicine  at 
the  Mayo  Graduate  School  of 
Medicine,  Rochester,  Minn.  He  re- 
ceived his  undergraduate  degree 
from  the  University  of  Wisconsin- 
Madison  and  his  master's  degree 
from  the  University  of  Iowa,  Iowa 
City. 


Hemalini  Mehta,  MD,  an  allergist 
and  immunologist,  recently  joined 
the  medical  staff  of  Mercy  Health- 
Walworth.  She  earned  her  medical 
degree  from  the  Medical  College  of 
Wisconsin,  Milwaukee.  She  com- 
pleted her  residency  in  pediatrics 
at  the  Columbus  Children's  Hos- 
pital in  Ohio  and  the  Children's 
Hospital  of  Wisconsin.  Dr  Mehta 
completed  a fellowship  in  allergy 
and  clinical  immunology  at  the 
University  of  Wisconsin  Medical 
School-Madison.  Doctor  Mehta  is 
board  certified  in  allergy  and  im- 
munology and  is  trained  to  care  for 
both  children  and  adults. 

Richard  R.  Moore,  Jr.,  MD,  an  in- 
ternist and  a specialist  in  nephrol- 
ogy, has  joined  the  medical  staff  at 
Midelfort  Clinic.  He  earned  his 
medical  degree  from  the  College  of 
Physicians  and  Surgeons  at  Co- 
lumbia University,  New  York,  NY. 
He  completed  his  residency  and  a 
fellowship  in  Nephrology  at 
Hennepin  County  Medical  Center 
in  Minneapolis,  Minn. 

Robert  Schmus,  MD,  a vascular 
surgeon,  joined  the  surgical  prac- 
tice of  James  Clay,  MD,  at  the 
Reedsburg  Area  Medical  Center. 
Dr  Schmus  earned  his  medical  de- 
gree from  the  Medical  College  of 
Wisconsin,  Wauwatosa  in  1978. 

Sidney  Shindell,  MD,  LL.B.,  pro- 
fessor emeritus  of  preventive 
medicine  at  the  Medical  College  of 
Wisconsin,  was  nominated  by 
Governor  Thompson  to  the  Medi- 
cal College's  Board  of  Trustees.  He 
will  serve  a six-year  term.  Dr 
Shindell  received  his  medical  de- 
gree from  Long  Island  College  of 
Medicine  in  1946  and  his  Law  de- 
gree from  George  Washington  Uni- 
versity in  1951.  He  is  currently 
vice-president  for  Occupation 
Medicine  at  the  Institute  for  Regu- 
latory Science.  Dr  Shindell  is  past 
president  of  the  Association  of 
Teachers  of  Preventive  Medicine. 
He  is  a fellow  of  the  American  Col- 


lege of  Legal  Medicine,  the  Ameri- 
can College  of  Occupational  and 
Environmental  Medicine,  the 
American  College  of  Preventive 
Medicine,  the  American  Public 
Health  Association,  and  the  Cen- 
tral State  Occupation  Medical  As- 
sociation, and  has  served  on  nu- 
merous boards  and  advisory  com- 
mittees. 

Beth  Trost,  MD,  a pediatric  pa- 
thologist, has  been  appointed  as- 
sistant professor  of  pathology  at 
the  Medical  College  of  Wisconsin. 
She  completed  her  residency  in 
pathology  and  laboratory  medi- 
cine at  the  University  of  Wiscon- 
sin Hospitals  and  Clinics  in  1995 
and  was  named  chief  resident  in 
1993-94.  Dr  Trost  completed  a fel- 
lowship in  pediatric  pathology  at 
Children's  Hospital  in  1996.  She 
received  her  Bachelor  of  Science 
degree  from  the  University  of  Wis- 
consin in  1986. 

Jonathan  Uy,  MD,  a radiologist, 
joined  the  medical  staff  of 
Franciscan  Skemp  Healthcare, 
LaCrosse.  He  earned  his  medical 
degree  from  Temple  University 
School  of  Medicine,  Philadelphia, 
Pa.  He  completed  a residency  in  di- 
agnostic radiology  at  the  Mayo 
Graduate  School  of  Medicine, 
Rochester,  Minn,  and  completed  a 
fellowship  in  cardiovascular  and 
interventional  radiology  with  Co- 
lumbia Presbyterian  Medical  Cen- 
ter, New  York,  NY.  Dr  Uy  is  board 
certified  in  radiology. 

Sridhar  V.  Vasudevan,  MD,  re- 
ceived an  honorable  mention  in  the 
recently  published  book,  The  50 
Most  Positive  Doctor's  in  America. 
Doctor  Vasudevan  was  among  200 
physicians  listed  in  the  Positive 
Physicians  Honor  Roll.  The  Honor 
Roll  features  doctors  nominated  by 
health  care  administrators  because 
of  their  positive  attitudes  toward 
family,  community  and  health  care. 
Doctor  Vasudevan  is  a board  certi- 
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fied  physician  specializing  in 
physical  medicine  and  rehabilita- 
tion and  pain  management.  He  is 
the  Medical  Director  of  pain  man- 
agement and  rehabilitation  centers 
at  Elmbrook  Memorial  Hospital, 
Brookfield,  Community  Memorial 
Hospital,  Menomonee  Falls  and  St. 
Nicholas  Hospital  in  Sheboygan. 
He  is  also  a clinical  professor  of 
physical  medicine  and  rehabilita- 
tion at  the  Medical  College  of  Wis- 
consin. 

Benita  Walton,  MD,  a plastic  and 
reconstructive  surgeon,  joined  the 
medical  staff  of  the  Mercy  Regional 
Plastic  and  Reconstructive  Surgery 
Center.  She  earned  her  medical 
degree  from  State  University  of 
New  York  at  Buffalo,  NY.  She  com- 
pleted an  internship  and  residency 


AMA  awards 

The  SMS  members  listed  below 
recently  earned  AMA 
Physician's  Recognition  Awards. 
They  have  distinguished  them- 
selves and  their  profession  by  their 
commitment  to  continuing  educa- 
tion, and  the  SMS  offers  them  its 
congratulations. 

September  1996 

Ahmad,  Muhammad  Y. 

Beniwal,  Kaushalya 
Kelley,  William  B. 

Sampson,  Steven  M. 

Stark,  Ron,  H. 

Wallace,  James,  J. 


in  general  surgery  at  Dartmouth 
Hitchcock  Medical  Center.  She 
completed  a plastic  and  reconstruc- 
tive surgery  residency,  serving  as 
chief  resident  at  University  Hospi- 
tal, Madison.  Her  areas  of  interest 
include  micro-surgical  reconstruc- 
tion of  the  hand,  breast  reconstruc- 
tion after  a mastectomy  and  vari- 
ous public  health  issues,  including 
international,  mental  and  women's 
health. 

James  A.  Weeks,  MD,  a family 
practitioner,  joined  the  medical 
staff  of  Richland  Medical  Center 
and  the  Richland  Hospital.  He 
earned  his  medical  degree  from  the 
University  of  New  Mexico  School 
of  Medicine,  Albuquerque,  NM. 
He  completed  his  internship  and 
residency  at  Memorial  Medical 


October  1996 

Bohlmann,  Brian  J. 
Brockman,  Lenora  M. 
Goell,  William  S. 
Golubski,  Joseph  F. 
Harrow,  Bruce  I. 
Jefferson  James  W. 
Kalenak,  Jeffrey  W. 
Kim,  Byung  H. 
Macasaet,  Rolando  A. 
Opalka,  Barbara  J. 
Teplin,  Ervin 
Turski,  Deborah  F. 
Vernier,  Edward  M. 
Vitamvas,  Gerald  F. 
Watson,  John  D. 
Wepfer,  Joseph  F.*:* 


Center  Family  Practice  Residency 
Program,  Corpus  Christi,  Tex.  Dr 
Weeks  is  board  certified  with  the 
American  Academy  of  Family 
Practice.  He  is  also  a member  of  the 
American  Academy  of  Family  Phy- 
sicians. He  is  certified  in  advanced 
trauma  life  support  and  is  a basic 
trauma  life  support  instructor. 

Gregory  Whiteman,  MD,  a family 
practitioner,  recently  joined  the 
staff  at  Franciscan  Skemp 
Healthcare-Onalaska  Clinic.  He 
earned  his  medical  degree  from  the 
University  of  Minnesota,  Minne- 
apolis, and  completed  his  resi- 
dency at  the  St.  Peter  Family  Prac- 
tice Residency  Program,  Olympia, 
Wash.  He  is  a member  of  the 
American  Academy  of  Family 
Practice.*:* 
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Amish  and  non-Amish  families  in  Cashton,  Wise 
(Dickinson,Slesinger,Raferty):3-151 
Animal  bites  and  rabies:  Physicians  and  veteri- 
narians must  work  together.  Guest  editorial 
(MacWilliams):4-242 

Arsenic  and  an  old  "case".  Scientific  editorial 
(Schuster)  :2-99 

Arsenic-contaminated  groundwater,  Health  effects 
of  ingesting  (Haupert,Wiersma,Goldring):2-100 
Asthma  and  the  asthmatic  athlete.  Exercise-in- 
duced (Enright)  :6-375 

Athletic  performance  in  relation  to  training  load 
(Foster,  Daines,Hector, Snyder,  Welsh  ):6-370 
Brain,  Treatment  of  tumors  of  the  (Krouwer, 
Meyer):12-852 

Call  for  sports  medicine  papers,  Let  the  writing 
begin:2-107 
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Cookie  Consultation  Corner  (CCC),  Diagnosis  at 
a glance:2-108 

CCC  winner,  December:2-109 
CCC  winner,  February:4-244 
Coronary  Artery  Stenting  during  acute  myocar- 
dial infarction  in  patients  treated  with  lib/ Ilia 
anti-platelet  antibodies:  Early  outcome  results 
(Murdock,  Hof  fman,Logemann,Kauf  man, 
Engelmeier) : 12-867 

Developmentally  Disabled:  A Four  Year  Experi- 
ence at  Wisconsin  Badger  Camp,  Health  Care 
Services  at  a Camp  for  (01k):8-565 
Diabetes  in  Wisconsin:  Diabetes-related  amputa- 
tions, 1994,  The  burden  of  (Ford, Remington, 
Sonnenberg):9-643 

Diabetes,  Health  professional  training  for  multi- 
disciplinary care  of  elderly  patients  with  Type 
II  (Spencer, Shadick,Kasik-Miller):10-711 
Dog  bites  in  Milwaukee,  Wis,  Incidence  of 
(Ndon,Jach,Whrenberg):4-237 
Female  athletes,  Medical  problems  of  adolescent 
(Timmerman):6-351 

Firearm  injury  surveillance  system  development, 
Wisconsin,  A comparison  of  medical  examiner/ 
coroner  data  (Tymus,0'Brien,Hargarten):5-277 
Firearms  in  completed  suicides  in  Wisconsin,  1979- 
1994,  Increasing  use  of  (Fox.Stahlsmith,Nashold, 
Remington)  :5-283 

Football  injuries  ina  rural  area  (Zoch, Cleveland, 
McCormick, Toyama,Nordstrom):8-570 
Gambling  Issues  I:  The  Medical  Condition,  Medi- 
cal Approaches  to  (Miller):9-623 


Gambling  Issues  II:  The  Medical  Response,  Medi- 
cal Approaches  to  (Miller):9-635 
Hartmann's  pouches.  Neoplasms  in  long-term 
(Thaemert,Kisken):2-105 

Hormonal  Replacement  Therapy  (HRT),  A Qual- 
ity Improvement  Project  to  Increase  the  Use  of 
Postmenopausal  (Schauberger,Caplan, 
Dahlberg,  Strom, Kyser):10-697 
Influenza  Vaccination  through  a collaborative  ef- 
fort at  eight  primary  care  clinics.  Exceeding  the 
Healthy  People  2000  Goal  for  (Berry,Murthy):10- 
705 

Knee  injuries  in  athletes.  Diagnosis  and  treatment 
of  common  (Honari,Young,Boynton,Lachacz):6- 
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ligament  (Goris,Graf):6-367 
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and  future  (Jefferson):4-231 
Liver:  Role  of  resection  and  cryosurgery.  Surgical 
management  of  colorectal  metastases  to  the 
(Redlich,Baker,McAuliffe,Quebbeman):12-859 
Motor  vehicle  crash  injuries:  Wisconsin's  experi- 
ence with  linked  data  systems,  Nonfatal 
(Karlson,Quade,Florey):5-301 
Partner  Violence:  A systematic  approach  to  iden- 
tification and  intervention  in  outpatient  health 
care  (Ambuel,Hamberger,Lathti):5-292 
Pelvic  Fractures  Patients,  Mortality  Rate  of 
(Wubben):  10-702 

Pregnancy,  Acute  fatty  liver  of  (Korducki):3-163 
Rhabdoid  tumor  of  the  central  nervous  system, 
Malignant  (Ruiz,Lundeen,Sty):  12-864 
Tick-Borne  Diseases  in  Wis,  Laboratory  Diagno- 
sis of  (Reed, Mitchell, Belongia):8-557 
Training  room  clinic.  Establishing  a high-school- 
based  (Niedfeldt,Young,Leshan):6-356 

Public  health 

Breast  cancer  mortality  for  blacks  and  whites  in 
Wisconsin  and  the  United  States,  1979-1992, 
Trends  in  (Palmersheim,Remington):4-245 
CHESS:  The  Comprehensive  Health  Enhancement 
Support  System:4-248 

Cigarettes  to  children:  results  of  compliance  checks 
in  Wisconsin,  1992-1995,  Over-the-counter  sales 
of  (Gothard, Fox, Flores  de  Pierquet,  Musial, 
Yoast):  1-27 

Cigarettes  to  children:  results  of  compliance  checks 
in  Wisconsin,  1992-1995,  Vending  machine  sales 
of  (Fox,Gothard,Remington):2-l  1 1 
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Control  Ordinances  Survey:  Wisconsin  counties, 
cities  and  villages,  1995  Wisconsin  (Brazin, 
Gothard,  Smith,  Remington):  1 1 -773 
Diabetes  mortality  trends  in  Wisconsin  and  the 
United  States,  1979-1991  (Ferrara, Remington):3- 
165 

Diabetes,  the  burden  of:  The  cost  of  diabetes  hos- 
pitalizations in  Wisconsin,  1994  (Ford, 
Remington):3-l  68 

Diabetes,  Teaming  up  on  (Gaie):3-171 
Firearms  prevalence  and  storage  practices  in  Wis- 
consin households  (Chatterjee,lmm):5-286 
Human  Immunodeficiency  Virus  (HIV)  education 
and  testing  in  the  perinatal  period,  WAPC  posi- 
tion statement:  1-30 

Heat-related  deaths  during  the  summer  of  1995, 
Wisconsin  (Nashold,]entzen,Pterson,  Reming- 
ton): 6-382 

Internet  Web  resources  for  anti-tobacco  advocacy 
(Miller,  Wisniewski):l  1 -784 
Lead  paint  poisoning:  From  past  to  present.  Child- 
hood (Flashinski,Taha,Kanarek):8-583 
Needlestick  and  sharp  injuries  and  use  of  safer 
device  in  Wisconsin  hospitals.  The  incidence  of 
(Lulloff,Vergeront,Druckenmiller,Hoxie):6-379 
Preventive  service  delivery  by  primary  care  phy- 
sicians, Wis,  1995  (Hoffman, Remington, 
Schell):  10-71 7 

Tobacco  sale  compliance  checks:  Impact  on  ven- 
dor practices  and  community  policy.  Youth 
(Schensky,Smith,Icenogle,Fiore):l  1-775 
Tobacco  control  movement.  Challenges  of  the 
(Ahrens):ll-779 

Tobacco  control  advocates,  A quiz  for 
(Waalen,Remington):l  1-782 
Tobacco  control  advocates  quiz,  Answers 
(Waalen,Remington):ll-819 
Tobacco-related  illnesses  and  deaths  in  Milwau- 
kee County,  Public  health  strategies  to  reduce 
(Burke,Wang-Cheng,Dillig,Duthie, 
Gilson,Greaves,Hargarten,Nannis,Walcott):ll- 
791 

Women:  An  invisible  population.  Older  abused 
and  battered  ( Brad  1, Raymond ):5-298 
Youth  violence,  Alliance  learns  of  initiative.  Teach- 
ing the  peacemakers  (Hamilton):3-176 

What's  New  In... 

Clinical  Pharmacology  and  Therapeutics 

(Kochar,Campbell):9-645 

Internal  Medicine  (Nattinger,Wang-Cheng, 
Sonnenberg,Kotchen):  1 2-871 
Obstetrics  and  Gynecology  (Wigton):9-647 
Physiology  - Potassium  Channels:  New  targets  for 
drug  treatment  (Rusch):10-713 


Focus  on  articles 

Amish:3-151, 157,158,159 

- A comparison  of  the  perceived  health  needs  of 
Amish  and  non-Amish  families  in  Cashton,  Wise 
(Dickinson,Slesinger,Raftery):3-151 

- Physicians'  perspectives  on  treating  Amish  pa- 
tients (McCollum):3-157 

- Amish-Mennonite  settlements  in  Wisconsin:3-158 

- Bridging  cultural  differences:3-159 

Family  Medicine:! -13,1 7,22 

- Family  medicine  residents,  A curriculum  in  man- 
aged care  for  (Leshan):l-22 

- Family  physicians  providing  maternity  care. 
Graduates  comment  on  issues  related  to  the  de- 
cline of  (Turkal,Christman):l-17 

- Family  practice  residency  training  capacity  in 
Wisconsin:  current  status  and  future  projections 
(Hueston,Suechting):l-13 

Geriatric  Health: 10-683,684,686,688,690,695 

-Geriatric  health:  What's  your  viewpoint? 
(Burke):  10-683 

- Learning  today  to  treat  the  elderly  of  tomorrow 
(McCollum):l  0-684 

- Migration  to  mid-sized  cities  follows  retirement 
(McCollum):  10-686 

- Geriatric  education  program  spreads  throughout 
state  (McCollum):10-688 

- Strengthening  geriatric  training  for  residents 
(McCollum):l  0-688 

-Alzheimer's:  Treating  a family  disease 
(Kennedy):  10-690 

- Depression  among  the  elderly  (Fessler):  10-695 

Injuries:5-277,283,286,292,298,301 

- Wisconsin  firearm  injury  surveillance  system  de- 
velopment (Tymus,0'Brien,Hargarten):5-277 

- Increasing  use  of  firearms  in  completed  suicides 
in  Wisconsin,  1979-1994  (Fox,Stahlsmith, 
Nashold,Remington):5~283 

- Firearms  prevalence  and  storage  practices  in  Wis- 
consin households  (Chatterjee,Imm):5-286 

- Partner  violence:  A systematic  approach  to  iden- 
tification and  intervention  in  outpatient  health 
care  (Ambuel,Hamberger,Lahti):5-292 

- Older  abused  and  battered  women:  An  invisible 
population  (Bradl,Raymond):5-298 

- Nonfatal  motor  vehicle  crash  injuries:  Wisconsin's 
experience  with  linked  data  systems  (Karlson, 
Quade,Florey):5-301 
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Medical  Outcomes:2-81 ,83,86,89,93,96 

- CESF  Medical  Quality  Research  Council  pilot  year 
(Ingalls):2-81 

- A pilot  site  experience:  the  first  year  of  learning 
(Pigg):2-83 

- Defining  quality  - moving  beyond  the  metaphysi- 
cal debate  (Wencel):2-86 

- Piloting  outcomes  research:  some  observations  for 
the  first  year  (Wencel):2-89 

- Outcomes  data  collection  technology:  observa- 
tions and  lessons  from  year  one  (Alles):2-93 

- Guest  editorial:  Medical  outcomes  research:  arm- 
ing ourselves  for  a future  of  change  (Flaherty):2- 
96 

Psychiatry:4-213,21 8,222,223,226,228,229 

- Psychiatry  struggles  to  find  managed  care  fit 
(Bell):4-213 

- Advocates,  HMOs  evaluate  psychiatric  services 
under  managed  care  (Campbell) :4-21 8 

- Patient  finds  communication  is  managed  care  ad- 
vantage (Campbell)  :4-222 

- A personal  story:  I was  a success  at  everything- 
except  suicide  (Eilers):4-223 

- Psychiatric  patient  faces  major  personal  costs 
(Hamilton):4-226 

- Guest  editorial:  Managed,  unmanaged  or  mis- 
managed care?  (Thurrell):4-228 

-Guest  editorial:  Bob  Cratchit  on  the  couch 
(Houghton)  :4-229 

Sports  Medicine:6-335,341,344,347 

- Hometown  sports  medicine:  Teamwork  in  action 
(Kuester):6-335 

- Primary  care  sports  medicine:  Fitting  today's  pa- 
tient needs  (Hoffman):6-341 

- Former  Packer  doctor  sees  growing  trend  in  inju- 
ries (Hoegemeier):6-344 

- Going  to  bat  for  sports  medicine  in  Wisconsin 
(Bialek):6-347 

Stress:l  2-833,838,843,844,846 

- Stress  Management  for  Physicians:  A Rx  for  Your 
Health  (Burke) 

- Physicians  and  Stress:  Shatter  the  Cycle 

(Kennedy) 

- Stress  and  Domestic  Abuse  (Fessler) 

- Panic  Attacks  Keep  Patients  Stressed  (Fessler) 

- Patients  with  Somatic  Preoccupation  in  Primary 
Care  (Blackwell) 

Technology:9-649,650 

- SMS  Web  site  now  a virtual  reality  (Pellicore):9- 
649 

- Connecting  to  the  Internet  (Turecek):9-650 


Tobacco:  11  -759,760,762,766,769 

- Headlines  tell  the  story,  doctors  drive  it  home 
(Burke):ll-759 

- New  FDA  rule  issued  to  reduce  youth  smoking 
rates,  challenges  to  rule  expected  (McCollum):ll- 
760 

- Smoke-free  signals  from  the  Chief:  New  federal 
regulations  and  clinical  practice  guidelines  help 
physicians  help  reduce  tobacco  use  (Kennedykll- 
762 

- Anti-tobacco  crusader  educates  youth  on  the  facts 
of  life  of  the  tobacco  industry  (McCollum):ll-766 

- Raising  Wisconsin's  tobacco  excise  fees:  Protect- 
ing children,  increasing  revenue,  saving  lives  (Ctr 
for  Tobacco  Research  and  Intervention,  Univer- 
sity of  Wisconsin  Medical  School):  11 -769 

Volunteering:8-541, 543,545,546,54 7,549,552,554 

- From  the  editor  (Burke):8-541 

- Altruism  drives  Madison  opthalmologist  to 
stamp  out  preventable  blindness  in  Third  World 
(McCollum):8-543 

- Milwaukee  physician  keeps  Nicaraguan  medical 
grapevine  going  (McCollum):8-545 

- No  laundry  detergent,  no  clean  linnes,  no  surgery 
in  African  hospital  (McCollum):8-546 

- Patients  of  Dr  Suits  walk  miles  for  care  (Fessler):8- 
547 

- Wisconsin  physicians  help  rebuild  health  system 
in  former  Soviet  Union  Republics  (McCollum):8- 
549 

- Working  as  a volunteer  Olympic  physician:  A 
chance  of  a lifetime  (Fandry):8-552 

- Organizations  seeking  physician  volunteers:8-554 

Opinions 

Book  Review:  9-606 

- Seeking  to  Serve  by  Earl  Thayer.  A fresh  look  at 
one  of  the  state's  oldest  county  medical  societies 
(Engbring) 

EVP  Report:  l-7;2-74;3-146;4-211;5-265;6-329;7- 
408;1 1-753 

- Guiding  the  wanderers  (Adams) 

- From  ideas  to  action  (Adams) 

- Prosser's  integrity  is  a refreshing  change  of  pace 
(Adams) 

- Campaign  reflections  (Adams) 

- Moving  on  (Adams) 

- The  way  we  were,  are,  and  should  be  (Adams) 

- A fond  farewell  (Adams) 

- Greetings  from  the  new  guy  in  town  (Patched) 

Guest  Editorials:  1 -8;4-228,229,242;5-267;6- 
331 ,332,334;8-537;9-608;l  0-674,676,678,679,680, 
681;  11-755;!  2-834,836,851 
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- Understanding  where  we  are,  where  we  want  to 
be,  and  how  to  get  there  (Frey) 

- Managed,  unmanaged  or  mismanaged  care? 
(Thurrell) 

- Bob  Cratchit  on  the  couch  (Houghton) 

- Animal  bites  and  rabies:  Physicians  and  veteri- 
narians must  work  together  (MacWilliams) 

- Firearms  injury  reporting  system  needed  (Doyle) 

- Name  of  the  game:  A healthy  lifestyle  (Hoffman) 

- Sports  medicine:  dealing  with  pain  and  medica- 
tion addiction  (Brusky) 

- Pain,  pain  medications  and  addiction  (Miller) 

- 1995  Wisconsin  Act  292:  Finally,  the  Fifth  Stan- 
dard (Treffert) 

- Wisconsin  must  act  on  compulsive  gambling 
(Black) 

- Live  better,  live  longer:  A new  attitude  (Berger) 

- Community  television  and  senior  citizens:  The 
beginning  of  a wonderful  relationship  (Blustein) 

- Grandpa's  bedtime  story:  It  pays  to  tell  the  truth 
(Lieberthal) 

- Reports  of  fraud  directed  at  elderly  requested 
(Sherman) 

- Taking  the  blues  out  of  menopause  (Kosseff) 

- Influenza  vaccinations  work,  but...  (Kutty) 

- The  fight  against  tobacco  (Doyle) 

- Treatment  of  brain  tumors:  Making  progess? 
(Badie,Dempsey) 

- The  Real  Vital  Signs  (Slane) 

- Emotional  Distress,  Physical  Symptoms  and  Sleep 
Disorders  (Hansotia) 

- Treatment  of  Brain  Tumors:  Making  Progress 
(Badie,Dempsey) 

Letters  to  the  Editor:l-10,ll;2-75,76,77;3- 
147, 148, 149,1 50;6-334;7-409;8-534,536;10-673;ll- 
756,757;12-833 

- The  physician-assisted  suicide  debate  (Gibes) 

- Bedside  teaching  (Sorensen) 

- Managed  care's  ethical  dilemma  (Stark) 

- Christmas  turkey  (Cameron) 

- Non-economic  damage  cap  (Schauberger) 

- SMS  should  support  Kleckza  (Robinson) 

- No  revolution  for  women  faculty  (Campbell) 

- Kudos  to  medalists  (Crummy,  McDermott) 

- Ketorolac-induced  renal  failure  (Revell) 

- Universal  hepatitis  B vaccinations  (Waisbren) 

- Severely  disabled  patients  (Gorelick) 

- Physician  disagrees  with  insurance  plan  (Fisher) 

- Rarity  of  FLP  should  be  noted  (Williams) 

- Reply  to  the  letter  by  Marc  S.  Williams,  MD 
(Korducki) 

- Communication  across  cultural  lines  (Cameron) 

- Potential  pitfalls  of  AB441  (Christensen) 

- On  second  thought...  (Houghton) 


- Reader  questions  Dr  Ulmer's  statement  on  AB  441 
(Sullivan) 

- Cultural  diversity  is  valuable  in  healing  (Lewin- 
Fetter) 

- Physicians  at  the  slot  machines  (Cameron) 

- Influenza  vaccinations  do  work,  but  only  if  health 
care  professionals  provide  them  (Tavris,Gold, 
Braun,Martin) 

- Physicians,  immunize  thyself  (Foldy) 

- Support  either  federal  insurnce  regulation  or 
medical  savings  accounts,  not  both  (Stillbahl) 

- Former  SMS  EVP  Recalls  Old  Friend  (Adams) 

Medical  Editor:9-605;ll-758 

- What's  new  from  your  Editorial  Board  (Meyer) 

- Dollars  and  science  (Meyer) 

Memoriam:!  1-754 

- "Ich  dien"  I Serve  - Victor  S.  Falk,  Jr.,  MD 
(Hawley,Meyer) 

Point... Counterpoints  1-758 

- Can  a patient  judged  by  the  court  to  be  incompe- 
tent still  be  considered  "decisional"  for  some  de- 
cisions? (Junkerman) 

President's  Page:  l-5;2-73;3-145;4-209;5-263;6- 
327;7-407;8-531;9-603;10-670;ll-751 

- Carpe  Diem  (Richards) 

- Competing  on  truly  significant  issues  (Richards) 

- Let's  not  forget  an  American  tradition  (Richards) 

- Who  is  managing  the  health  of  the  public? 
(Richards) 

- The  year  ahead:  A fight  for  ethics  in  medicine  and 
patients'  rights  (Ulmer) 

- Setting  a dangerous  precedent  (Ulmer) 

- Medicaid:  Another  chance  for  a distressed  pro- 
gram (Ulmer) 

- Report  to  SMS  members  on  AMA  annual  meet- 
ing (Ulmer) 

- Thoughts  on  passage  of  Kennedy-Kassebaum  Bill 
(Ulmer) 

- Political  involvement:  A critical  issue  for  physi- 
cians (Ulmer) 

- Drive-through  deliveries,  patient  rights  and  phy- 
sician autonomy  (Ulmer) 

- A Tribute  to  Jerome  W.  Fons,  Jr.,  MD 

Socioeconomic  and  ancillary  articles 

Adams,  Tom,  reflects  on  10  eventful  years  as  SMS 
leader;  sets  blueprint  for  successor 
(McCollum)  :5-268 

Sports  medicine,  rehabilitation  and  family  clinical 
care  makes  physical  and  fiscal  sense  for  UW 
Clinics,  Combining  (Muckian):l-37 

Continued  on  next  page 
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SMS  members  win  AMA  seats:8-533 
Soundings:  2-79 

Wisconsin  Delegation  Resolutions  to  AMA:8-532 

State  Medical  Society  - Annual  Report 

Board  and  By laws:7-41 1,425,429,430,439 

- SMS  officers  and  directors:  1996-1997 

- SMS  officers  and  directors  by  district 

- Charter  law  of  the  SMS 

- SMS  Constitution  and  Bylaws 

- AMA  Principles  of  Medical  Ethics 
Commissions  & Task  Forces:7-444 

- SMS  commissions  and  task  forces:  1996-1997 
Directories:7-453,459,463,467 

- Officers  of  Wisconsin's  county  medical  societies 

- Officers  of  the  SMS  specialty  and  special  sections 

- Officers  of  Wisconsin  specialty  societies 

- SMS  staff  directory 
Financial:7-440,442 

- Expense  reimbursement  policy  and  procedure  for 
physicians  on  SMS  business 

- SMS  financial  report 

Services  & Programs:7-471,472,473,475,477,479, 
480,483 

- Statewide  Physician  Health  Program 

- Mediation  and  peer  review  services 

- Health  care  legislation  update 

- SMS  physician  support  program 

- Letter  to  physician  named  in  a medical  media- 
tion case 

- Accreditation  program  for  continuing  medical 
education 

- Membership  facts 

- Publications  available 

- WISPAC  and  Physicians  for  better  government 
SMS  Foundation:7-484,485,486,488 

- SMS  Foundation  facts 

- SMS  Foundation  guide  to  gifts 

- SMS  Foundation  history 

- Foundation  grant  allocations 
Technologv:7-489 

- Society  acquires  videoconferencing  technology 
Annual  Meeting:7-491, 492, 495,499,502,506,510,514 

- 1996  House  takes  action  on  board  reports,  reso- 
lutions 

- House  of  Delegates  Nominating  Committee:  1996- 
97 

- Reference  committees:  1996 
-Presidential  address:  It's  everybody's  job 

(Richards) 

- Address  of  the  president  elect:  Patient  advocacy 
- The  highest  order  (Ulmer) 


- EVP  report  to  the  House  of  Delegates:  The  long 
and  winding  road. ..(Adams) 

- Awards  given  by  SMS  in  1996 

- House  of  Delegates:  1996 

State  Medical  Society  - Organizational 

ADA  is  changing  the  way  physicians  practice  medi- 
cine (Barratt,Adams):l-54 
AMA  awards:2-136;3-192;4-256;6-391;7-520;8- 
589;9-657 ; 1 0-735;  1 2-885 
Bayfield  County  to  have  model  program:l-63 
CD  Rom  Review:  1 -44;3-l 86;4-252;6-390 

- Clinical  Reference  Software— Patient  Handouts 
(Paster) 

- Taking  it  to  the  MAXX:  a 24-text  CD  Rom  (Paster) 

- Pediatric  bookshelf  (Paster) 

Classified  ads:  1 -65;2-l 37;3-201  ;4-259;5-31 9;6-401  ;7- 
524;8-596;9-663;10-743;l  1-821 
Computer  consultants:  Find  the  reins  and  hang  on 
(Turecek):3-182 

County  society  newrs:l-60;2-136;3-191;4-256; 

6-397 ;7-51 8 ;8-592;9-658;  10-735 

- Ashland-Bavfield-Iron:3-191;6-397;7-518 

- Brown:4-256;6-397: : 1 0-735;l  2-880 

- Chippewa:  1-60 

- Clark:l-60;3-191;12-880 

- Columbia-Marquette-Adams:6-397 

- Dane:2-136;3-191;7-518:10-735;12-880 

- Dodge:l-60;7-518;12-880 

- Door-Kewaunee:6-397 

- Eau  Claire-Dunn-Pepin:3-191;12-880 

- Fond  du  Lac:6-397;7-519 

- Grant:3-191;9-658 

- Green:12-880 

- Green  Lake-Waushara:l-60;7-519;10-735;12-880 

- Jefferson:l-60;9-658 

- Kenosha:l-60;4-256;6-397 

- La  Crosse:l-60;3-191;4-256;7-519;9-658;12-880 

- Lincoln:3-191 

- Manitowoc:l-60;3-191;7-519;8-592;12-880 

- Marathon:  1 -60;2-l  36;4-256;6-397;7-51 9;9-658;l 0- 
735 

- Marinette-Horence:6-397 

- Milwaukee:3- 1 92;6-397;7-51 9;8-592;9-658;l 2-880 

- Monroe:  7-5 19 

- Oconto: l-60;6-398 

- Oneida-Vilas:l-60;8-592 

- Outagamie:  1 -60;6-398;8-592;9-658;l 0-735;l 2-881 

- Ozaukee:7-519 

- Pierce-St.  Croix:7-519;10-735 

- Polk:6-398 

- Portage:7-519;12-881 

- Price:12-881 

- Racine:3-192;6-398;7-519 

- Rock:  l-60;4-256;l  0-735 
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- Sauk:12-881 

- Sawyer:2-136 

- Shawano:7-519 

- Sheboygan:6-398 

- Trempealeau-Jackson-Buffalo:7-51 9 

- Vernon:4-256 

- Walworth:l-60;6-398;7-519;12-881 

- Washington: l-60;7-519;l  0-735 

- Waukesha:l-60;3-192;6-398;7-519;l 2-881 

- Waupaca:4-256;7-519;12-881 

- Winnebago:  1 -60;4-256;6-398;l 2-881 

- Wood :2-l  36;3-l  92;6-398 

Day  in  the  life  of  Wisconsin  doctors:5-318 

Domestic  violence:  The  physician  as  patient  ad- 
vocate (La  Crosse):6-392 

Ethical  questions  in  the  daily  practice  of  medicine. 
Practical  considerations  regarding.  Third  in  a se- 
ries (Van  Cleve):l-57 

Ethnic  vignetes,  SMS  commission  considers  ethi- 
cal vignettes:3-190 

Family  practice:  the  call  for  more  generalists  con- 
tinues (Gaie):l-52 

Federal  Fraud  and  Abuse  Legislation  includes 
some  good  news  (Katayama):!  0-724 

Financial  Fitness:l-47;2-130;3-189;4-254;5-314; 

6-396;8-590;9-653;10-730;l  2-879 

- Tenants  insurance  (Dolan) 

- How  much  life  insurance  do  you  need?  (Dolan) 

- Post-retirement  health  coverage  (Dolan) 

- Insurance  for  long-term  care  (Dolan) 

- Cutting  costs  on  automobile  insurance  (Dolan) 

- Insurance  for  singles  (Dolan) 

- The  ins  and  outs  of  annuities  (Dolan) 

- Umbrella  liability  insurance  (Dolan) 

- Nursing  home  insurance  (Dolan) 

- Medical  savings  accounts  are  tax  deductible 
(Dolan) 

Gag  clauses  in  managed  care  contracts.  Review- 
ing (Barratt):4-249 

Glaxo  Wellcome  Achievement  Award,  Frank  Jo- 
seph Salvi,  MD,  wins:4-251 

Kabler,  JD  Mentor  Program:  Tribute  to  Medical 
Giant:  10-732 

Legal  decision  update,  1995-1996 
(Barratt,Adams):5-305 

Management  Information  Systems:l-46;2-131; 

3-1 82;4-252;5-309;6-388;l  0-729 

- Technology  in  medicine  (Turecek) 

- The  Internet:  a physician  desk  reference  (under 
construction)  (Turecek) 

- Computer  consultants:  Find  the  reins  and  hang 
on  (Turecek) 

- CD-ROM  Technology:  building  a computer-based 
reference  set  (Turecek) 

- Practice  management  systems  - selection  and  ac- 
quisition (Turecek) 


- Telemedicine  (Turecek) 

- Making  WISMED  your  gateway  to  internet  health 
care  resources  (Turecek) 

- Information  mining  on  the  Internet  (Turecek) 
Medicare  Part  B changes  summarized,  1996 

(Bicha,Larson):2-119 

Obituaries:  l-59;3-l  95;4-257;5-316;7-520;8-593;9- 
658;10-738;1 1 -818;12-882 

- Ansfield,  Fred  J.,  MD,  Milwaukee:8-593 

- Barrock,  James  J.,  MD,  Milwaukee:3:195 

- Bauer,  William  B.A.,  MD,  Ladysmith:  1-59 

- Baylon,  Victoriano  A.,  MD,  Racine:l-59 

- Behnke,  George  A.,  MD,  Appleton:  10-738 

- Berglund,  George  A.,  MD,  Milwaukee:10-739 

- Blankstein,  Samuel  S.,  MD,  Milwaukee:l-59 

- Boxer,  Sidney,  MD,Milwaukee:7-520 

- Brick,  Enoch  B.,  MD,  Wausau:12-882 

- Buscaglia,  Christopher  J.,  MD,  Milwaukee:7-520 

- Carlson,  David  J.,  MD,  Wauwatosa:10-739 

- Clark,  William  E.,  MD,  Oshkosh:  12-882 

- Connell,  Thomas  R.,  MD,  Sheboygan:8-592 

- Cook,  Harold  E.,  MD,  Milwaukee:4-257 

- Cordes,  Victor  J.,  MD,  Wauwatosa:7-521 

- DeGroat,  Frank  L.,  MD,  Milwaukee:5-316 

- Denio,  Martin  J.,  MD,  Eagle:10-739 

- Docter,  Charles  W.,  MD,  Plum  City:3-195 

- Dorn,  Anton  S.,  MD,  Milwaukee:  12-882 

- Emrich,  Paul  S.,  MD,  Oshkosh:12-882 

- Ender,  Carl  A.,  MD,  La  Crosse:5-316 

- Erbes,  John  D.,  MD,  Fox  Point:ll-818 

- Farrell,  Robert  X.,  MD,  Madison:12-882 

- Ford,  William  W.,  MD,  Green  Bay:3-195 

- Finucane,  Patrick,  MD,  Eau  Claire:5-316 

- Gladieux,  John,  MD,  Milwaukee:3-195 

- Grindrod,  John  M.,  MD,  Madison:5-316 

- Gunsolly,  Brent  L.,  MD,  Medford :4-257 

- Gupta,  Jagdish  C.,  MD,  Bayside:9-658 

- Halfon,  Nesim,  MD,  Kenosha:5-316 

- Hofmeister,  Frederick  J.,  MD,  Milwaukee:5-316 

- Hollenbeck,  Stanley  W.,  MD,  Brookfield :4-257 

- Klieger,  Jack  A.,  MD,  Milwaukee:10-739 

- Klockow,  Willard  E.,  MD,  Muscoda:  12-882 

- Klopf,  Howard  M.,  MD,  Milwaukee:5-317 

- Kottke,  Merlin  A.,  MD:3-195 

- Lando,  David  Herman,  MD:3-195 

- Majeski,  Henry  “Doc",  MD,  Luxemburg:3-195 

- Oren,  Gideon  A.,  MD,  Glendale:7-520 

- Overgard,  Albon  William,  MD,  Stanley:7-520 

- Roob,  Doris  Mae,  MD,  Cudahy:4-257 

- Rothenmaier,  Glenway,  MD,  Racine:5-317 

- Rowe,  Richard,  MD,  Marshfield :8-593 

- Schroeder,  Jack  D.,  MD,  Janesville:5-317 

- Schwab,  Robert  L.,  MD,  Geneva:4-257 

- Skemp,  Frederick,  MD,  La  Crosse:5-317 

Continued  on  next  page 
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- Strang,  Clive  James,  MD,  Barron:9-658 

- Sullivan,  Phyllis  Ann,  MD,  River  Hills:3-196 

- Tucay-Varona,  Rose  T.,  MD,  Brown  Deer:3-196 

- Twyman,  Allen,  MD,  Beloit:  12-883 

- Vedder,  James  S.,  MD,  Marshfield :3-l 96 

- Ylitalo,  William  H.,  MD,  Madison:l-59 

- Zach,  Robert  G.,  MD,  Monroe:3-196 

- Zelenski,  Jane  D.,  MD,  Middleton:7-520 

- Zenner,  Clarence,  MD,  Cadott:4-257 

- Zietlow,  Frederick  G.,  MD,  Waukesha :5-31 7 

Patient  abandonment  - how  to  properly  end  a re- 
lationship with  your  patient.  Avoid  (Barratt):12- 
875 

Physician  brief s:l -61  ;2-l 34;3-196;4-255;5-31 5;6- 
398;7-51 8;8-591;9-654;l 0-737;ll-81 6;12-88  3 

Physician  assistants  and  nurse  practitioners. 
Model  guidelines  for  the  roles  and  responsibili- 
ties of:2-128 

Physician  Health  Conference  on  June  7,  1996, 
Statewide  Physician  Health  Program  announces: 
5-313 

Physicians  keep  medical  practice  in  the  family 
(McCollum):l-49 

PIC  Wisconsin:  State  of  the  Corporation:7-517 

Prosser,  Rep.  Dave  wins  AMA's  Dr  Nathan  Davis 
Award:3-179 


Records,  Don't  doctor  your  (Barratt,Schwid):6-385 

Rock  County,  Grant  to  improve  health  care  access 
(Gaie):2-125 

SMS 

- Nominees  for  SMS  offices:  1996-1997:2-115 

SMS  Foundation  (formerly  CES  Foundation) 

- Donors:3,193,194;10-734 

- CESF  changes  name,  elects  new  president:9-657 

WIPRO,  A word  from:l-42;3-183;5-311;6-394; 

8-588;l 0-721 

- Warfarin  encouraged  for  stroke  prevention  in 
atrial  fibrillation  (Gold) 

- Hospitals  take  steps  to  improve  acute  pain  man- 
agement (Gold,Dahl,Tavris) 

- Improving  use  of  heparin  in  acute  deep  venous 
thrombosis  (Gold, Ferguson, Williams, Braun) 

- Hospitals  working  on  improving  use  of  prophy- 
lactic antibiotics  ( Blues tein, Gold, Nolden, 
Martin,  Williams) 

- Improving  use  of  ACE  inhibitors  in  diabetic  neph- 
ropathy (Gold) 

- Alzheimer's  disease  caregiver  cooperative  project 
(Miesbauer,Blustein,Williams,Gold) 

Wisconsin  Medical  Journal 

- Instructions  to  authors:2-132;3-198;7-522;8-594;9- 
660;1 0-741  ❖ 
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Classified  ads 


ER  Physician  - Full  time.  Hospital 
based  position  offered  by  the  Krohn 
Clinic.  Desire  BC/BE  in  Emergency 
Medicine,  Family  Practice  or  Internal 
Medicine.  ATLS,  ACLS  required.  Hos- 
pital has  7,000  ER/OP  visits  annually. 
Offer  competitive  salary  plus  excellent 
benefits.  Practice  in  a beautiful 
wooded  region  within  one  hour  of  Eau 
Claire  and  La  Crosse.  Two  hours  to 
Twin  Cities  and  to  Madison.  Contact: 
Dennis  Bennett,  Administrator,  Krohn 
Clinic,  610  West  Adams  Street,  Black 
River  Falls,  WI 54615.  Phone  (608)  284- 
4316,  x200.  12/96 

"A  HIDDEN  JEWEL"  IN  WISCON- 
SIN. If  you  enjoy  the  friendly  atmo- 
sphere of  a small  community  sur- 
rounded by  natural  beauty,  with  easy 
access  to  a larger  city,  consider  this  ex- 
cellent opportunity  to  practice  in 
Oconto  Falls,  just  30  minutes  from 
Green  Bay,  Wisconsin. 

Two  Family  physicians  in  Oconto 
Falls  seek  an  associate  to  assist  them 
in  providing  quality  care.  Newly-con- 
structed, 6,000  square  foot  clinic  is  at- 
tached to  a modern,  55-bed  hospital, 
offering  a comprehensive  array  of  ser- 
vices. Call  is  1:3,  with  separate  con- 
tracted ER  coverage  seven  days  per 
week. 

Superb  quality  of  life;  an  array  of 
recreational  options;  a focus  on  family 
lifestyle;  and  quality  educational  sys- 


RATES:  70  cents  per  word,  with 
a minimum  charge  of  $30  per  ad. 

BOXED  AD  RATES:  $40  per  col- 
umn inch.  All  ads  must  be  pre- 
paid. 

DEADLINE:  Copy  must  be  re- 
ceived by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401 . 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or 
toll-free  1-800-362-9080. 


tern  are  available.  Extremely  competi- 
tive salary,  generous  benefits.  For  more 
information,  please  call  Jackie  Laske  at 
Strelcheck  and  Associates,  Inc.  (800) 
243-4353.  12/96 

Rural  lake  country  community  is 
seeking  a Family  Practitioner  and  an 

Orthopedic  Surgeon  to  join  an  active 
13-physician  multispecialty  group. 
Quality,  comfortable  living  environ- 
ment, multiple  recreational  opportuni- 
ties and  cultural  activities  abound. 
Opportunity  includes  relaxed  call,  lib- 
eral salary  and  exceptional  benefits. 
Send  curriculum  vitae  or  inquiries  to: 
Lake  Region  Clinic,  PC,  Attn:  Joel 
Rotvold,  PO  Box  1100,  Devils  Lake,  ND 
58301;  or  call  800-648-8898  for  further 
information.  ll-12/96;l/97 

MINNEAPOLIS  - BC  URGENT 
CARE  DIRECTOR  to  work  both  in  an 
administrative  function  and  direct  pa- 
tient care  at  Columbia  Park  Medical 
Group.  Primary  responsibilities  in- 
clude 1 ) Staffing  Urgent  Care  Depart- 
ment with  physicians  for  weekday  eve- 
nings and  weekend  Urgent  Care  shifts; 
2)  Planning,  coordinating  and  super- 


LOCUM TENENS 

Do  you  need  a physician 
for  a temporary 
assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Playsicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

TFN/95 


APPS  for  PSP2* 

* Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Pltysician  Placement  Specialists 

PO.  Box  791  • Brookfield,  WI  53008-0791 

1-800-747-0606  (414)  784-9524 


vising  of  department  in  support  of  or- 
ganizational goals;  3)  Serving  as  chan- 
nel of  communication  between  physi- 
cians in  Urgent  Care  and  other  depart- 
ments; 4)  Working  in  Urgent  Care  De- 
partment. Qualifications  include  a 
positive  track  record  of  experience  in 
leadership  and  supervision  with  board 
certification  in  appropriate  specialty 
and  experience  in  Emergency  Room  or 
Urgent  Care.  We  are  an  independent, 
physician-owned,  multi-specialty 
group  practice  located  in  the  northern 
Minneapolis  suburbs.  Recognized  for 
its  high  quality  of  life,  the  Minneapo- 
lis/St. Paul  area  has  excellent  school 
systems  and  offers  an  abundance  of 
theater,  art  and  culture  with  a variety 
of  parks,  lakes  and  recreation  areas.  We 
offer  a competitive  salary  and  excellent 
benefits  package  with  partnership  op- 
portunity. Call  (612)586-5876  or  send 
CV  to  Stephanie  Clark,  Physician  Ser- 
vices, Columbia  Park  Medical  Group, 
6401  University  Avenue  NE,  Suite  #200, 
Minneapolis,  MN  55432. 

ll-12/96;l/97 
Continued  on  next  page 


SELECT 

OPPORTUNITIES 

Family  Practice  opportunities 
available  nationally,  ranging  from 
large  regional  multispecialty  clin- 
ics, to  single  specialty  groups,  to  a 
regional  HMO.  Some  of  our  new- 
est are  available  in  Wisconsin,  Illi- 
nois, Michigan,  and  Iowa.  These 
desirable  positions  include: 

• Many  options  for  recreation, 
sports  and  culture 

• Excellent  working  environ- 
ments with  desirable  call 

• Large,  small,  urban  or  semi- 
rural  practices 

• Excellent  salary  and  benefits,  in- 
cluding CME 

Let  us  assist  you  in  choosing  the 
practice  that  fits  your  lifestyle.  For 
more  information  call  (800)  243- 
4353. 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Road 
Mequon,  WI  53092 


Wisconsin  Medical  Journal  • December  1996 


895 


Continued  from  previous  page 

EMERGENCY  ROOM  PHYSICIAN 

needed  at  a growing  rural  hospital  lo- 
cated 24  miles  north  of  Madison.  Re- 
quires BC/BE  in  family  practice,  emer- 
gency medicine,  or  other  primary  care 
field.  Certification  in  ACLS/ATLS/ 
PALS  required.  Excellent  salary  and 
benefit  package  with  a financially 
sound  hospital.  For  consideration, 
send  resume:  Sauk  Prairie  Hospital, 
Attn:  Human  Resources,  80  First  Street, 
Prairie  du  Sac,  WI  53578  or  phone  (608) 
643-7174;  fax  (608)  643-7151.  12/96 

Join  our  close-knit  physicians  and  staff 
dedicated  to  the  professional  care  and 
comfort  of  our  patients.  Very  busy  or- 
thopedic practice  needs  a fourth  phy- 
sician in  our  growing  family.  No 
capitated  plans.  Limited  managed  care. 
Beautiful,  brand-new  building  in  idyl- 
lic woodland  setting.  Northwoods  area 
offers  year  around,  abundant  recre- 
ational activities,  including  golf,  skiing, 
hunting,  fishing,  and  many  more. 
Good  schools,  excellent  local  airport. 
Inquiries  to  Susan  Timmons,  Office 


South-Central  Wisconsin 
Primary  Care 
Opportunities 


Physicians  Plus  Medical  Group,  a 
multi-specialty  group  of  245+  phy- 
sicians seeks  additional  Primary 
Care  Physicians  for  its  regional 
sites.  Established  and  new  loca- 
tions. Large  call  groups.  Full  lab 
and  x-ray.  Guaranteed  salary  plus 
incentives  with  a full  benefits 
package.  Send  CV  or  call  collect: 

Laurie  Glowac 

Director,  Medical  Administration 
PHYSICIANS  PLUS  MEDICAL 
GROUP,  S.C. 

345  W.  Washington  Avenue 
Madison,  WI  53703 
(608)  252-8580 
FAX:  (608)282-8288 

Physicians 

#Plus 

An  Equal  Opportunity  Employer 


Manager,  Northland  Orthopedic 
Clinic,  P.O.  Box  498,  Rhinelander,  WI, 
54501,  Phone:  (715)369-2300.  12/96 

MINNEAPOLIS  - BC/BE  FAMILY 
PRACTICE  PHYSICIAN  to  join  Co- 
lumbia Park  Medical  Group's  27-phy- 
sician  Family  Practice  Department. 
Practice  at  one  of  our  three  clinic  sites. 
Call  is  one  weekday  per  month  and 
one  weekend  per  month.  Personal 
choice  to  include  obstetrics  as  part  of 
your  practice.  We  are  an  independent, 
physician-owned,  multi-specialty 
group  practice  located  in  the  northern 
Minneapolis  suburbs.  Recognized  for 
its  high  quality  of  life,  the  Minneapo- 
lis/St. Paul  area  has  excellent  school 
systems  and  offers  an  abundance  of 
theater,  art  and  culture  with  a variety 
of  parks,  lakes  and  recreation  areas.  We 
offer  a competitive  salary  and  excellent 
benefits  package  with  partnership  op- 
portunity. Call  (612)586-5876  or  send 
CV  to  Stephanie  Clark,  Physician  Ser- 
vices, Columbia  Park  Medical  Group, 
6401  University  Avenue  NE,  Suite  #200, 
Minneapolis,  MN  55432. 

11-12/ 96 ; 1 / 97 


NORTHERN  ILLINOIS  UNIVER- 
SITY. Physician/Associate  Director. 

Full-time  position  for  ambulatory 
health  care  facility.  Approximately  80% 
direct  medical  care  provision  and  20% 
administrative.  Must  be  board  certi- 
fied physician  and  have  or  be  eligible 
for  Illinois  Licensure,  have  strong  com- 
munication, interpersonal,  and  clinical 
skills,  and  have  strong  commitment  to 
affirmative  action.  Board  spectrum  of 
training  and  clinical  experience  in  pri- 
mary care  required.  Preference  given 
for  significant  experience  in  college 
health  or  ambulatory  care  setting  that 
includes  high  percentage  of  diverse 
young  adults.  Send  interest  letter,  cur- 
riculum vitae,  and  names  and  ad- 
dresses of  three  references  to  Charles 
Bowen,  Director,  University  Health 
Service,  NIU,  DeKalb,  IL  60115, 
(815)753-1314.  Applicant  screening 
will  begin  February  1,  1997.  AA/EEO 

12-96 

EMERGENCY  MEDICINE:  PART- 
NERSHIPS. Be  a partner  in  your  own 
democratic  partnership  in  family  ori- 
ented communities  close  to  Milwau- 
kee. Low  volume  ED’s.  Medical  Di- 


General  Surgeon  BE/BC 

Opportunity  in  Minnesota 

Join  two  established  general  sur- 
geons in  a community-based  sur- 
gical practice  at  Albert  Lea  Clinic 
- Mayo  Health  System,  a 49-pro- 
vider multi-specialty  practice  with 
regional  clinics  in  Southern  Min- 
nesota and  Northern  Iowa.  Lo- 
cated 90  miles  south  of  St.  Paul/ 
Minneapolis  and  70  miles  south- 
west of  Rochester,  Albert  Lea  fea- 
tures a 110-bed  hospital,  beautiful 
lake  and  park  areas  and  excellent 
school  system. 

Inquiries: 

Dr.  Clarence  Carlson 
Diane  Clark,  RN 
800-210-9662 
Fax:  507-377-4826 

Albert  Lea  Clinic 

Mayo  Health  System 

1602  Fountain  Street 
Albert  Lea,  MN  56007 


Excellent  opportunities  are  cur- 
rently available  for  BC/BE  phy- 
sicians in  the  following  areas: 

• Pediatrics 

• Family  Practice 

• Internal  Medicine 

• Orthopedic  Surgeon 
Beloit  Clinic,  S.C.  is  a 47-physi- 
cian multispecialty  group  lo- 
cated adjacent  to  a modern,  pro- 
gressive, 180-bed  hospital.  Ex- 
cellent family  environment,  90 
miles  from  Chicago,  in  Southern- 
Wisconsin  college  community  of 
50,000  plus  with  good  proxim- 
ity to  a variety  of  cultural  and 
lifestyle  amenities.  Guaranteed 
salary  with  incentive  and  excel- 
lent benefit  package,  plus  edu- 
cational loan  reypayment  pro- 
gram. 

Send  C.V.  to: 

James  F.  Ruethling 
Administrator 
1905  Huebbe  Parkway 
Beloit,  WI  53511 
(608)  364-2380 
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rector,  full  time  and  part-time  positions 
available.  Call  414-332-6228  or  send 
CV  to  the  Emergency  Resources 
Group,  509  West  Montclaire  Avenue, 
Milwaukee,  Wisconsin  53217.  12/96 

WISCONSIN,  OCONTO  FALLS. 

BE/BC  Family  Practice  Physician 
needed  for  growing  practice  of  five 
physicians.  Clinic  is  based  in  a rural 
community  30  miles  north  of  Green 
Bay.  Excellent  competitive  salary  with 
benefits.  Please  send  CV  or  contact: 
Artwich  Clinic,  815  S.  Main  St.,  Oconto 
Falls,  WI  54154.  Phone:  414-846-3092. 

10/96-3/97 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician 
multispecialty  group,  has  a dermatol- 
ogy position  available  at  the  Riverview 
Clinic  location  in  Janesville,  Wisconsin. 
This  is  a full  time  or  part  time  position 
to  join  two  dermatologists  at  the  clinic. 
Full  time  would  be  a 4-1/2  day  work 
week  with  call  shared  equally. 
Janesville,  population  55,000,  is  a beau- 
tiful, family  oriented  community  with 
excellent  schools  and  abundant  recre- 
ational activities.  Excellent  compensa- 
tion and  benefits  are  provided.  Send 
C.V.  to  Stan  Gruhn,  M.D.,  Riverview 
Clinic,  P.O.  Box  551,  Janesville,  WI 
53547.  9-12/96 

PLATTEVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  private 
multi-specialty  group  is  actively  re- 
cruiting a BE/BC  internist  to  join  their 
affiliated  Doctors  Park  Clinic  in 
Platteville,  Wisconsin  (population 
10,000).  Their  current  staff  consists  of 
five  family  practice  physicians,  one 
general  surgeon,  one  orthopedic  sur- 
geon and  two  physician  assistants. 
Each  physician  works  4-1  / 2 days  per 
week.  An  excellent  guaranteed  salary 
plus  incentive  is  provided.  There  is  also 
a loan  forgiveness  program  being  of- 
fered for  eligible  physicians.  For  more 
information  contact  Scott  M. 
Lindblom,  Medical  Staff  Recruiter, 
Dean  Medical  Center,  1808  West 
Beltline  Highway,  Madison,  Wisconsin, 
53715,  work  (608)250-1550,  home 
(608)845-2390  or  FAX  (608)250-1441. 

9-12/96 

MADISON,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician 
multispecialty  group,  is  seeking  addi- 
tional family  physicians  to  join  its  30 
member  department.  Positions  are  lo- 


cated at  our  Sun  Prairie,  East  Madison 
and  Deerfield  Clinic  locations.  All  po- 
sitions have  an  excellent  call  schedule 
and  obstetrics  is  optional.  Madison  is 
the  home  of  the  University  of  Wiscon- 
sin with  enrollment  of  over  40,000  stu- 
dents and  the  state  capital.  Abundant 
cultural  and  recreational  opportunities 
are  available  year  round.  Excellent 
compensation  arid  benefits  are  pro- 
vided with  employment  leading  to 
shareholder  status.  For  more  informa- 
tion contact  Scott  M.  Lindblom,  Dean 
Business  Office,  1808  West  Beltline 
Hwy.,  P.O.  Box  9328,  Madison,  Wiscon- 
sin, 53715-0328,  work  at  1-800-279- 
9966,  (608)250-1550  or  at  home 
(608)845-2390.  9-12/96 

FORT  ATKINSON,  WISCONSIN 

Fort  Atkinson  Medical  Center,  an  af- 
filiated clinic  of  Dean  Medical  Center, 
is  actively  recruiting  for  a BE/BC  fam- 
ily physician  to  join  their  six  person 
practice.  The  ideal  candidate  should 
have  an  interest  in  doing  full  range 
family  practice  including  obstetrics 
and  intensive  care  unit  work.  Call 
schedule  is  1-5  for  weekdays  and 
weekends  and  each  full  time  physician 
works  4.25  clinic  days  per  week  and 
sees  20-30  patients  per  day.  Contact 
Scott  Lindblom,  Dean  Medical  Center, 


EMERGENCY  ROOM 
PHYSICIAN 

HealthPartners  Ramsey  Clinic  - Amery 
has  a full-time  opening  for  a family  prac- 
tice or  emergency  medicine  physician  to 
work  in  the  Apple  River  Hospital  emer- 
gency department.  Apple  River  Hospi- 
tal is  a 35-bed  rural  community  hospital 
located  one  hour  east  of  Minneapolis/St. 
Paul  in  Amery,  Wisconsin. 

Hours  involve  working  one  16-hour  shift 
(5  pm  - 9 am)  per  week  and  a 24-hour 
shift  every  other  weekend.  Some  holi- 
days are  included.  Opportunity  to  in- 
crease hours  as  needed  or  availability  al- 
lows. Benefits  are  available,  including 
malpractice. 

Must  be  board  certified  in  FP  or  EM  with 
at  least  two  years  emergency  room  ex- 
perience. A current  Wisconsin  license 
and  ACLS  or  ATLS  certification  is  re- 
quired. 

Forward  your  CV  to:  HealthPartners, 
Attn:  Sandy  Lachman,  Physicians  Ser- 
vices, PO  Box  1309,  Minneapolis,  MN 
55440.  Or  fax  your  CV  to  (612)  883-5395. 
HealthPartners  is  an  EO/ AA  Employer. 


1808  West  Beltline  Highway,  Madison, 
Wisconsin,  53715  (work)  1-800-279- 
9966,  (608)250-1 550,(home)  608-845- 
2390,  FAX  (608)  250-1441.  9-12/96 

WISCONSIN  DELLS,  WISCONSIN. 

The  Dells  Clinic  in  scenic  Wisconsin 
Dells,  Wisconsin  (population  2400),  lo- 
cated 60  miles  northwest  of  Madison, 
is  seeking  one  family  physician  to  join 
their  six  physician  group.  Wisconsin 
Dells  is  an  outstanding  summer  tour- 
ist area.  The  practice  base  is  a large  ru- 


Medical  Review  Board 
Volunteers  Needed 


Physicians  are  needed  to 
review  medical  information 
about  drivers  who  have 
appealed  the  cancellation  of  their 
driver’s  license.  The  Division  of 
Motor  Vehicles  relies  on  volunteer 
physicians  to  review  cases  that  are 
sent  1)  by  mail  (30  day  turnaround 
needed)  or  2)  in  person  with  3 
physicians  present  to  consider  the 
case.  Files  are  mailed  on  an  as- 
needed  basis  for  the  by-mail 
reviews  while  the  in-person  boards 
are  scheduled  far  in  advance. 

The  cases  are  interesting  and 
vary  greatly — from  early 
onset  dementia  to  diabetes 
to  complex  combinations  of 
conditions.  Retired  physicians  or 
others  available  on  short  notice  are 
especially  needed.  The  drivers 
really  appreciate  the  chance  to  be 
heard  and  feel  better  after  an 
independent  review.  Specialities 
of  greatest  need  right  now  are 
cardiology,  endocrinology, 
ophthamology,  and  neurology, 
however  all  interested  physicians 
are  welcome  and  will  receive 
cases.  Any  help  you  can  offer  will 
be  much  appreciated. 

For  more  information, 
contact  Linda  Sunstad 
at  608/266-0194 
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ral  area  and  the  clinic  is  busy  year 
round.  St.  Clare  Hospital  in  Baraboo  is 
the  admitting  hospital  with  a 100  bed 
facility  fifteen  minutes  from  the  clinic. 
Call  is  shared  equally  with  a competi- 
tive salary  and  benefit  package  being 
offered  for  this  position.  A loan  repay- 
ment program  is  also  available  to  eli- 
gible physicians.  Contact  Scott 
Lindblom,  Dean  Medical  Center,  1808 
West  Beltline  Highway,  Madison,  Wis- 
consin, 53715,  (work)  1-800-279-9966, 
(608)250-1550,  (home)  (608)845-2390, 
FAX  (608)250-1441.  9-12/96 

JANESVILLE,  WISCONSIN.  Dean 
Medical  Center,  a 370  physician  multi- 
specialty group,  is  actively  recruiting 
additional  BE/BC  family  physicians  to 
practice  at  the  Riverview  Clinic  loca- 
tions in  Janesville  and  Milton,  Wiscon- 
sin. Janesville,  population  55,000,  is  a 
safe,  beautiful,  family  oriented  com- 
munity with  excellent  schools  and 
abundant  recreational  activities.  Excel- 
lent compensation  and  benefits  are 
provided  with  employment  leading  to 
shareholder  status.  Send  C.V.  to  Stan 
Gruhn,  M.D.,  Riverview  Clinic,  RO. 
Box  551,  Janesville,  WI,  53547. 

9-12/96 

SUN  PRAIRIE,  WISCONSIN  Dean 
Medical  Center,  a 370  physician  multi- 
specialty group,  is  actively  recruiting 
for  a part-time  BE/BC  family  practice 
physician  for  its  Sun  Prairie  Clinic.  This 
position  would  job  share  with  another 
family  practice  physician  and  cover  the 
clinic  2.5  days  per  week  plus  call.  Sun 
Prairie  Clinic  (located  20  minutes  from 
Madison)  currently  has  nine  family 
physicians.  A guaranteed  salary  plus 
incentive  and  benefits  is  being  offered 
for  this  position.  For  more  information 
please  contact  Scott  M.  Lindblom, 
Medical  Staff  Recruiter,  Dean  Medical 
Center,  1808  West  Beltline  Highway,  1- 
800-279-9966,  (608)250-1550,  FAX 
(608)250-1441  or  at  home  (608)845- 
2390.  9-12/96 

WISCONSIN,  Milwaukee:  Excellent 
opportunity  for  board-certified /board- 
prepared  emergency  or  otherwise 
qualified  physician  to  join  a stable, 
well-established,  board-certified  9 
member  fee  for-service  ED  group  staff- 
ing a 567  bed  tertiary-care  flagship 
hospital  for  a major  metropolitan 
health  care  system  (with  4 member 


hospitals.)  A teaching  affiliate  of  the 
Medical  College  of  Wisconsin.  40,000 
visits  annually  with  fast  track  and  phy- 
sician assistants.  Comprehensive  spe- 
cialty backup  includes  in-house  resi- 
dents in  internal  medicine,  surgery, 
ob/gyn  and  radiology.  Exceptional 
compensation  and  benefit  package.  Eq- 
uitable partnership.  Send  CV  to  I. 
Gailans,  MD,  FACEP,  5000  West  Cham- 
bers St.,  Milwaukee,  WI  53210;  or  call 
414-447-2171.  11-12/96 

NOT  JUST  ANOTHER  RECRUIT- 
MENT AD.  Opportunities  at  North 
Memorial  owned  and  affiliated  clinics 
will  give  you  a shot  of  adrenaline  be- 
cause we  practice  in  a care  manage- 
ment environment  that  FPs,  IMs  and 
OB/GYNs  thrive  on.  Guide  your  pa- 
tients through  their  entire  care  process 
at  one  of  our  25  clinics  in  urban  or  semi- 
rural  Minneapolis  locations.  Interested 
BC/BE  MDs,  call:  (800)275-4790  or  fax 
CV  to  (612)520-1564.  2,4,6,8,10,12 

MEDICAL  MEETINGS 

February  13-14, 1997 

Thursday-Friday 

21st  Annual  Winter  Pediatric  Seminar 
Indianhead  Mountain  Resort 
Wakefield,  Michigan 
Contact:  Marshfield  Clinic,  Office  of 
Medical  Education,  1000  North  Oak 
Avenue,  Marshfield,  WI  54449. 
1-800-541-2895,  ext.  #1.  12/96-1/9 7 

February  27-28, 1997 

Thursday-Friday 

Practical  Strategies  in  the  Evaluation  and 
Management  of  the  Geriatric  Patient 
Indianhead  Mountain  Resort 
Wakefield,  Michigan 
Contact:  Marshfield  Clinic,  Office  of 
Medical  Education,  1000  North  Oak 
Avenue,  Marshfield,  WI  54449. 
1-800-541-2895,  ext.  #1.  12/96-1/97 

March  1-8, 1997 

Eighth  Annual  Advances  in  Clinical 
Medicine  Conference 
Caribbean  Cruise  aboard  the  Ship  the 
Zenith  (Celebrity  Cruise  Lines)  Spon- 
sored by  University  of  Wisconsin 
Medical  School,  Continuing  Medical 
Education,  University  of  Wisconsin 
Medical  Alumni  Association,  AMA 
Category  1 Credit  15  hrs.  Family  Prac- 
tice credit  applied  for.  For  further  in- 
formation call  608-263-2850. 

12/96-1/9  7 


FOR  LEASE 

Mayfair  office  to  lease,  suitable  for  doc- 
tor or  dental  office.  1,000  square  feet. 
Call  Rolf  at  (414)  241-1590  or  (612)  879- 
0865.  12/96-1/97 

FOR  RENT 

GETAWAY!  RENT  OUR  Caribbean- 
shore  dream  home.  Silver  Sands  Es- 
tates, Jamaica.  Cook,  maid,  beach  club, 
your  own  pool.  Sleeps  8,  ideal  for  fami- 
lies, friends  vacationing  together.  The 
villa's  yours  for  $1, 995/week  (to  4 
people),  $2, 395/week  (to  8).  Off-sea- 
son $1, 395-SI, 795.  608-231-1003,  800- 
260-1120.  TFN 

COLORADO,  KEYSTONE  SKI 
CONDOS,  2-bedroom,  3 minute  walk 
to  lifts,  sleeps  4 to  6.  Pool,  Jacuzzi,  full 
kitchen,  amenities,  covered  parking, 
very  reasonable.  From  $950/  week,  less 
offseason.  Dr.  R.  Bloch  (714)  692-8025. 

10-12/96 

MISCELLANEOUS 

Board  Review-IM.  Start  early,  regis- 
ter for  the  Course  June  20-25,  1997, 
Columbus,  Ohio,  or  Home  study  with 
text  or  video.  Voice  mail  614-631-2756. 

12/96-1/9  7 

EARN  EXTRA  INCOME.  Earn  $200- 
$500  weekly  mailing  phone  cards.  For 
information  send  a self-addressed 
stamped  envelope  to:  Inc.,  P.O.  Box 
0887,  Miami,  FL  33164.  ll-12/96;l-97 
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Doctors  routinely  diagnose  and  prescribe  the 
proper  medicine  for  their  patients.  At  Wealth 
Management,  we  do  the  same  for  doctors  as  it  relates  to 
their  financial  health.  We  understand  the  challenges  and 
opportunities  you  face.  Maximizing  your  wealth  is  at  the 
heart  of  our  efforts. 

If  you’re  transitioning  from  an  independent/private 
practice  to  an  IPA  or  clinic,  we  know  the  financial 
options  available  to  you,  and  we'll  write  the  correct 
prescription. 

Wealth  Management  services  are  provided  on  a 
“fee-only”  basis.  Give  us  a call.  We’ll  send  you 
information  on  our  services  and  provide  the  help 
you  need  for  a secure  future. 


Think  of 
these  as 
all  your 
investment 
options... 

think  of 
us  as  the 
correct 
prescription. 


WEALTH  MANAGEMENT  INC. 

Maximize  Your  Wealth  Minimize  Your  Risk 

200  East  Washington  Street  • Appleton,  WI  54913-1739 
(414)  731-3525  • Voice  Mail:  (414)  731-8112  ext.  225 
Fax:  (414)  731-5698  • 1-800-950-3525 


You  buy  an  insurance  policy  for  security.  Protection. 
Coverage.  And  the  security  you'll  get  with  a PIC  policy 
is  the  best  money  can  buy.  Our  coverage  simply  cannot 
be  compromised.  Period. 

So  why  take  chances?  When  other  insurance  carriers 
cut  their  rates,  sooner  or  later  they'll  cut  services  too. 
Maybe  you  don’t  think  it  matters.  It  doesn't. ..at  least  not 
until  you  get  hit  with  a suit.  Then  you'll  notice  the  dif- 
ference. Oil  boy,  will  you  notice.  (Statistics  show  that  one  of 
seven  physicians  will  be  named  in  a medical  malpractice  claim  during 
their  career.) 


Call  PIC  today  for  more  information  about  our  com- 
petitive rates,  uncompromised  coverage  and  unparalleled 
service.  That  really  is  the  bottom  line.  And  that’s  why 
we're  the  only  professional  liability  insurance  company 
endorsed  by  the  State  Medical  Society  of  Wisconsin. 
Rated  A-  Excellent  by  A.M.  Best. 

Tomorrow 's  Insurance  Solutions  Today 

Insurance  Products  • Risk  Financing  • Consulting 

(800)  279-8331  • E-mail:  info@picwis.com 
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